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In  the  tradition  of  the  world’s  exceptional 
publications  now  comes  the  premier 
publication  in  the  world  of  golf.  Each 
month,  72  will  bring  a pictorial  and  editorial 
delight  to  the  discriminating  golfer.  You’ll  play  th 
world’s  greatest  courses  through  our  camera  lens. 
Meet  golfing  greats  through  our  in-depth 
interviews.  Sharpen  your  game  with  the  most 
complete  instructional  section  of  any  golf 
publication.  All  this  plus  fashions,  equipment 
and  every  other  segment  of  the  game. 

You’ll  discover  the  many  aspects  of  72  that 
set  it  apart  from  all  other  golf  magazines. 

■ Larger  page  size 
■ All  full-color  illustrations 
■ Articles  run  consecutively  to  protect 
article  integrity 

■ Longer  articles  — 8-  to  10-page  average 
■ Limited  advertising  in  front  and  back  only  i 

From  photography  to  writing,  you  can  count  on  1 
the  finest  of  everything  with  72.  You’ll  want  everj 
issue  for  your  personal  library.  If  you  enjoy  the  ’ 
finer  things  in  life,  then  72  is  your  publication. 


Take  advantage  of  our  introductory  offer.  We’l 
send  you  12  issues  of  72,  a year’s  subscription,  fo 
just  $25.00.  Sold  by  subscription  only. 

Please  send  me  12  issues  of  72.  ^ 

Name 1 

Address 

City State Zip 

Telephone 

Check  one:  □ check  enclosed  □ Master  Charge  □ Bill  mt 
Master  Charge  Information 

Account  No. ! 

Interbank  No. Expiration  date 


r headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one's  head. 


treatment  for  back  pains 
to  have  the  seventh  son  of  a seventh  son 
or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


mpirin 

'’ompound  with  Codeine 
i*hosphate  gr.  1/2  No.  3 

h tablet  contains: 

ieine  Phosphate  gr.  1/2  (Warning- 
lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

■spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

ceeps  the  promise 
>f  pain  relief 


.W.  & Co.'  narcotic  products  are 

lass  "B",  and  as  such  are  available  on  oral 

rescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
TVickahoe,  N.Y. 


Now  that  there’s  a greater  therapeutie 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

...t/ie  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roche  ; therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important: 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


) 

Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 

Usual  daily  dosage— initially,  0.5  to  1 Gm  daily  (divided 
2 or  more  doses  with  food). 

Total  daily  dosoge— increased  gradually  in  increments  of 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated. 

Usual  daily  dose  range— from  4 to  6 Gm  given  orally  in  3 
or  more  divided  doses,  with  food. 

Daily  dosage  should  NOT  exceed  8 Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 
weeks. 

Establishing  optimal  dosage— must  be  determined  and 
carefully  titrated  for  the  individual— gradually  increase 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  maximi 
recommended  dosage  is  reached,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reduction  c 
discontinuation  of  dosage. 

Interrupted  therapy— aher  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  the 
patient  can  be  rapidly  titrated  to  his  previous  therapeut 
dosage.  See  “Precautions”  section  of  Complete  Prescribe 
Information.) 

To  underscore  the  extreme  importance  of  careful  dosage 
titration,  the  following  week-by-week  dosage  pattern  has 
been  prepared,  based  on  the  assumption  that  the  course  o 
therapy  is  uninterrupted  by  any  complications  requiring 
a change  in  dosage.  (Again,  dosage  must  be  reduced  whei 
intolerable  side  effects  occur.) 

Because  it  is  absolutely  imperative  that  Larodopa  therap) 
be  individualized  to  meet  the  particular  needs  of  each 
patient,  the  following  dosage  schedule  should  be  consider 
only  a model. 


Larodopa' 

levodopa/Roche 


tration  of  Larodopa  (levodopa)  dosage 
patient  evaluated  weekly 


0.25  Cm  Total 

[ervals Tablets  0.5  Cm  Tablets  Daily  Dose 


tekl 

% tab  (0.125  Gm) 
q.i.d.  w/  food 

0.5  Gm 

ek2 

1 tab  (0.25  Gm) 
q.i.d.  w/  food 

1.0  Gm 

ek  3 

\yi  tab  (0.375 
Gm)  q.i.d.  w/  food 

1.5  Gm 

ek  4 

1 tab  (0.5  Gm) 
q.i.d.  w/  food 

2.0  Gm 

ek  5 

m tab  (0.750 
Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

;ek  6 

P/2  tab  (0.750 
Gm)  q.i.d.  v/l  food 

3.0  Gm 

jek  7 

2 tab  (1.0  Gm) 
at  breakfast 
and  dinner. 
P/2  tab  (0.750 
Gm)  at  lunch 
and  bedtime 

3.5  Gm 

2ek  8 

2 tab  (1.0  Gm) 
q.i.d.  w/  food 

4.0  Gm 

he  daily  maintenance  dosage  in  the  above  example  may 
e increased,  decreased,  or  maintained  at  the  4 Gm  level 
epending  upon  the  point  at  which  optimal  therapeutic 
jsults  are  achieved. 

'oncurrent  therapies:  Larodopa  (levodopa)  may  be  used 
[oncomitantly  with  other  antiparkinsonism  drugs  such  as 
enztropine  mesylate  (Cogentin),  trihexyphenidyl  HCl 
Artane)  or  procyclidine  HCl  (Kemadrin),  but  when  more 
aan  one  drug  is  used,  the  usual  dose  of  each  may  have  to 
le  reduced. 

lot  to  be  given  concomitantly : MAO  inhibitors.  Such 
gents  must  be  discontinued  two  weeks  prior  to  initiating 
.arodopa  therapy. 

'lote  of  caution  for  patients  who  require  vitamin 
upplementation : It  has  been  reported  that  pyridoxine  HCl 
vitamin  Bq)  can  rapidly  reverse  the  antiparkinson  effects 
)f  levodopa  therapy. 

V.  timetable  for  monitoring 

iVhile  it  cannot  be  emphasized  too  strongly  that  each 
latient  on  Larodopa  must  be  treated  as  a totally  distinct 
mtity,  the  following  are  suggested  as  guidelines  in  the 
nonitoring  of  such  patients. 

?.  For  the  first  month,  at  least:  the  average  ambulatory 
jutpatient  should  be  seen  and  evaluated  a minimum  of  once 
i week. 

2.  During  the  second  month:  patient  evaluations  can  be 
extended  to  every  two  weeks  (assuming  no  laboratory 
abnormalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month:  the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  However,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three -day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
would  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 


Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson’ s disease  and  syndrome 


Larodopa 

levodopa/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES  SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING  OF  TREATMENT. 

THE  LONG  TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Ujgeful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  hradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications : In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors'  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings;  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage) ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions:  Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskinesia ; psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psychiatric— suicidal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro- 
iogicai— ataxia,  convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal—consU^aiion,  diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiovascular— nonspecific 
EGG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematoiogicai— hemolytic  anemia  (1  case);  dermatological 
—sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal—\o\r  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
tory—ieeling  of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital-urinary frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses— blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other— fever,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/ or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SCOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  FBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im- 
printed Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


We  cover  one  advantage 


with  another. 


eritrate  SA " 

_ _ I •.  I Sustained 

^ntaerythritol  Action 
ranitrate)  80  mg 

The  advantage  of  duration:  The 

advantage  is  built  into  the  large 
( green  layer.  To  provide  sustained 
itrate  (pentaerythritol  tetranitrate) 
ct  lasting  up  to  8-12  hours,  this 
om  layer  is  designed  to  undergo 


gradual  dissolution  in  the  alkaline  en- 
vironment of  the  intestine.^  Laboratory 
tests  confirm  8-12  hour  release  of  60  mg 
of  this  long-acting  nitrate.^ 

Covered  by  speed:  Peritrate  goes 
quickly  into  action  through  a special 
“immediate  release”  layer  primed  with 
20  mg  of  active  medication  for  disper- 
sion while  still  in  the  stomach.  In  vitro 
tests  confirm  that  10  minutes'  exposure 
to  a stomach-like  environment  is  all  it 
takes  to  disintegrate  this  smaller  light 
green  layer.^ 


For  reassuring  prophylactic  reg 
imen:  “One  tablet  immediately  on  aris 
ing  and  1 tablet  12  hours  later  — on  a 
empty  stomach”— provides  a simple  reg 
imen  which  alleviates  medication  an> 
ieties,  and  is  associated  with  both 
decrease  in  the  number  of  anginal  a 
tacks  and  nitroglycerin  tablets. 

References:  1.  Data  on  file  in  the  Mani 
factoring  Department  of  Warner-Chilcott  Labor, 
tories.  2.  Data  on  file  in  the  Medical  Departmet 
of  Warner-Chilcott  Laboratories. 


IRATE®  SA  Sustained  Action  (pentaerythri- 
itranitrate)  80  mg 

double-layer,  biconvex,  dark  green/light 
n tablet  of  Peritrate  SA  Sustained  Action 
ains:  pentaerythritol  tetranitrate  80  mg  (20 
in  immediate  release  layer  and  60  mg  in 
lined  release  base).  Peritrate®  (pentaeryth- 
tetranitrate)  is  a nitric  acid  ester  of  a tet- 
dric  alcohol  (pentaerythritol).  Actions:  The 
:t  cause  of  angina  pectoris  (that  is,  the 
associated  with  coronary  artery  disease) 
ains  obscure,  despite  the  numerous  and 
1 conflicting  hypotheses  concerning  its  path- 
rsiology.  Therapy  at  the  present  time,  there- 
remains  essentially  empirical.  Customarily, 
cal  improvement  has  been  measured  by: 
ction  in  (1)  number,  intensity  and  duration 
angina  pectoris  attacks  and  (2)  necessity 
glyceryl  trinitrate  intake  for  prevention  or 
f of  anginal  attacks.  Peritrate  SA  Sus- 
?d  Action  (pentaerythritol  tetranitrate)  80 
has  been  reported  in  clinical  usage  to  re- 
1 in  number  and  severity  the  incidence  of 
ina  pectoris  attacks,  with  concomitant  re- 
lion  in  glyceryl  trinitrate  intake.  In  the  eval- 
on  of  Peritrate  SA  Sustained  Action 
itaerythritol  tetranitrate)  80  mg  in  angina 
loris,  clinical  improvement  has  been  cus- 
arily  measured  subjectively  by:  reduction  in 
'ber  and  severity  of  attacks  and  necessity 
iglyceryl  trinitrate  intake  for  prevention  or 
rtion  of  anginal  attacks.  Individual  patterns 
angina  pectoris  differ  widely  as  does  the 
jptomatic  response  to  antianginal  agents 
1 as  pentaerythritol  tetranitrate.  The  pub- 
id  literature  contains  both  favorable  and 
jvorable  clinical  reports.  In  conjunction  with 
I management  of  the  patient  with  angina 
pris,  Peritrate  SA  Sustained  Action  (penta- 
hritol  tetranitrate)  80  mg  has  been  accepted 


as  safe  for  prolonged  administration  and  widely 
regarded  as  useful.  Indications:  Peritrate  SA 
Sustained  Action  (pentaerythritol  tetranitrate)  80 
mg  is  indicated  for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  disease). 
It  is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in  the 
prophylactic  treatment  of  angina  pectoris. 
Contraindications:  Peritrate  SA  Sustained  Ac- 
tion (pentaerythritol  tetranitrate)  80  mg  is  con- 
traindicated in  patients  who  have  a history  of 
sensitivity  to  the  drug.  Warning:  Data  supporting 
the  use  of  Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable) 
are  insufficient  to  establish  safety.  This  drug 
can  act  as  a physiological  antagonist  to  nor- 
epinephrine, acetylcholine,  histamine,  and 
many  other  agents.  Precautions:  Should  be  used 
with  caution  in  patients  who  have  glaucoma. 
Tolerance  to  this  drug,  and  cross-tolerance  to 
other  nitrites  and  nitrates  may  occur.  Adverse 
Reactionsf  Side  effects  reported  to  date  have 
been  predominantly  related  to  rash  (which  re- 
quires discontinuation  of  medication)  and  head- 
ache and  gastrointestinal  distress,  which  are 
usually  mild  and  transient  with  continuation  of 
medication.  In  some  cases  severe  persistent 
headaches  may  occur.  In  addition,  the  follow- 
ing adverse  reactions  to  nitrates  such  as  penta- 
erythritol tetranitrate  have  been  reported  in  the 
literature:  (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness  and 
weakness,  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension, 
may  occasionally  develop,  (c)  An  occasional 
individual  exhibits  marked  sensitivity  to  the  hy- 
potensive effects  of  nitrite  and  severe  responses 
(nausea,  vomiting,  weakness,  restlessness,  pal- 


lor, perspiration  and  collapse)  can  occur,  eve 
with  the  usual  therapeutic  doses.  A^lcohol  me 
enhance  this  effect.  Dosage:  Peritrate  SA  Su: 
tained  Action  (pentaerythritol  tetranitrate)  80  m 
(b.i.d.  on  an  empty  stomach),  1 tablet  immed 
ately  on  arising  and  1 tablet  12  hours  late 
Supplied:  Peritrate  SA  Sustained  Action  (per 
taerythritol  tetranitrate)  80  mg,  bottles  of  1C 
and  1000  tablets.  Additional  Dosage  Form: 
Peritrate  (pentaerythritol  tetranitrate)  10  mg  an 
20  mg  tablets  with  or  without  phenobarbital  1 
mg,  bottles  of  100  and  1000  tablets.  Peritrat 
with  Phenobarbital  SA  Sustained  Action  — pent, 
erythritol  tetranitrate  80  mg  and  phenobarbit; 
45  mg,  bottles  of  100  and  1000  tablet: 
(WARNING:  Tablets  containing  phenobarbit; 
may  be  habit  forming.)  Peritrate  with  Nitroglyc 
erin  — pentaerythritol  tetranitrate  10  mg  with  n 
troglycerin  0.3  mg,  bottles  of  50  tablets.  Anim; 
Pharmacology:  In'  a series  of  carefully  designe 
studies  in  pigs.  Peritrate  (pentaerythritol  tetran 
trate)  was  administered  for  48  hours  before  a 
artificially  induced  occlusion  of  a major  core 
nary  artery  and  for  seven  days  thereafter.  Th 
pigs  were  sacrificed  at  various  intervals  for  pe 
riods  up  to  six  weeks.  The  result  showed 
significantly  larger  number  of  survivors  in  th 
drug-treated  group.  Damage  to  myocardial  tis 
sue  in  the  drug-treated  survivors  was  less  e> 
tensive  than  in  the  untreated  group.  Studies  i 
dogs  subjected  to  oligemic  shock  through  pr^ 
gressive  bleeding  have  demonstrated  thf 
Peritrate  (pentaerythritol  tetranitrate), , la . 
active  at  the  postarteriolar  level,- proi^c.ih^ 
creased  blood  flow  and  better  ttssae/'perf us^ 
These  animal  experiments  canndf^e  .trSh'SlI^ 
to  the  drug's  actions  in  humans.  ' \ 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy proton" chlorthaUdone  usi 
Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in-postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I  verage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  Houi  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hy-  : 
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Does  the 

antianxiety 

agent 

assure  you  of  smooth 
predictable  action? 

have  a 30-year 
safety  record? 


you  now 
ptesaibe 


minimize 

side  effect  surprises? 


consider  your 
patienf  s pocketbook? 


Here's  one  that  does! 


SODIUM® 

(SODIUM  BUTABARBITAL) 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates, 
Precautions;  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are 
seldom  seen. 


Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to.  100  mg.  Available  as: 
Tablets,  1 5 mg.,  30  mg.,  50  mg.,  1 00  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  Buticaps®  [Capsules  Butisoi  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


r T\TT*TTI  McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa.  19034 


(continuous  release  form) 


[cHethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
his  drug;  in  emotionolly  unstable  patients  susceptible  to  drug  abuse. 
iVarntng;  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
DOtients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
aleasanf  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
Dccoslonolly  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
voscu/or  effects  reported  include  ones  such  as  tachycardia,  precordlol  pain, 
arrhythmia,  palpitation,  ond  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  ond  erythema.  Gostrointestino/  effects  such  as  diarrheo, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreosed 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  tablet 
daily,  swallowed  whole.  In  midmorning  {10  o.m.};  TEPANIL;  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-oo6a  / i/7o  / u.s.  patent  no.  3,oo«,9io 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Eoch  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treotment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Dual  Fee  Schedule 


Florida  medicine  had  another  governmental  edict  shoved  down  its  throat  a few  weeks  ago.  SSA 
told  Blue  Shield  they  must  start  paying  on  a dual  fee*  basis. 

The  FMA  policy  on  this  subject  has  been  clear  for  years;  FMA  opposes  a dual  fee  schedule. 
Therefore,  as  it  should,  the  Board  of  Directors  of  Blue  Shield  has  opposed  this  directive  from  SSA. 
FMA  is  joining  Blue  Shield  in  this  opposition.  The  outcome  is  uncertain.  I intend  for  us  to  win 
our  point. 

It  is  my  personal  conviction  that  this  is  another  attempt  by  certain  socialistic  governmental 
forces  to  cause  dissent  between  members  of  the  medical  profession.  Since  the  ’30s,  HEW  and  its  pre- 
decessors have  been  strongly  and  progressively  infiltrated  by  career  personnel  whose  political  thinking 
is  akin  to  that  of  Wilbur  Cohen.  I think  HEW  is  dominated  by  these  people  and  they  want  a com- 
pulsory national  health  insurance.  Their  chief  opponent  is  the  medical  profession.  If  they  can  divide 
our  profession;  if  they  can  force  us  to  deny  our  own  organization,  the  AM  A;  any  tactic  to  disrupt 
our  unanimity — these  things  will  enhance  their  own  efforts. 

Blue  Shield  is  going  to  have  a tough  time  opposing  this;  the  FMA  will  have  it  just  as  tough. 
Neither  can  appease  all  the  doctors  with  its  efforts;  the  socialists  know  and  depend  on  this. 

I’m  sure  the  dual  fee  question  will  not  be  the  only  effort  to  divide  us.  This  year,  more  than  ever 
before,  we  shall  need  a united  profession.  Long  ago,  I personally  promised  to  oppose  the  socialization 
of  medicine  as  strongly  as  humanly  possible;  I shall  continue  that  fight,  as  shall  my  successors,  I’m 
sure. 


Let  us  all  refuse  to  succumb  to  the  wily  tactics  of  those  who  would  see  us  divided  and  conquered. 

‘Determined  by  length  of  physician’s  training. 
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A Modern 
Psychiatric 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
.Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hoipital  Aiiociation 
Medicare  Provider 


Brief  Summary  of  Prescribing  Information- 
9-9/22/69.  For  complete  information  consult 
Ofl5cial  Package  Circular. 

Indications:  ^sential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalked. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia.  hypo- 
natremia, hypochloremic  ^kalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  ffisease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitirity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
vlvcosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./ reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


! BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Saliiten^if 

hydroflamethiazide,50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


t;eREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


ME/»URIIti 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Consider  Lincocin 

(lincomycin  hydrochloride  monohydr^e,  Upjohn) 


and  single-dose  2 m 
disposable  syringe 


(nIi«  Ftdenl  l«w  proftttK* 
without  pfooertptlon- 
: EXPIRE5-* 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


18ce.Vi*ISt*ftl«  Solutten 

Lincocin*  "3 

(iincofnycin 
ti»irochlorl<J«  Injoctlon) 
Eouw.toSOO  mc.p<rcc. 
lincomycin 


0O-S>.O 

I J 


do  ZJ 


tp|otin 


Upjohn 


When  irritable  colon  feels  like  this 


The  biowfish,  a small  specie 
of  fish,  reacts  to  stress  or  | 
fright  by  puffing  itself  up  wi 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  ball 
shaped  and  hard.  When 
replaced  in  the  water  the  aS 
quickly  expelled,  and 
the  fish  sinks  to  the  bottomii 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital— for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


X 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/ sedative/antiflatulent 
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Tract  . 

Record. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli,  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels 

all  with  a bOOmg.  potency,  bid,  \convenience  and  low 
prescription  cost. 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood]. 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfleld  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose;  One  Gm./day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied;  Capsules— 250  mg.  in  bottles 
of  10  and  100.  bidCAPS  — 500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8;12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


A COMPLETE  BUSINESS  SERVICE 
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Affiliates  of  Black 
Battle  Crc 


FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone;  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 

£ Skaggs  Associates 
Michigan 
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\ SPECIFICALiy,  to  thin  and  liquefy 
I tenacious  mucous  and  facilitate 
\ . jits  removal  because .. . 


“Of  the  agents  which  influence  respiratory  tract  fluid,  only  two  are  worth 
considering,  the  iodides  and  glyceryl  guaiacolate." 

Drugs  of  choice  1 962-1 963,  Modell  p.  478 

G.G.I.  contains  BOTH  Glyceryl  Guaiacolate  and  Calcium  Iodide  and 
AVOIDS  the  usual  interfering  ingredients  present  in  many  expectorant 
preparations,  e.g.  antihistamines,  decongestants  and  antitussives. 

G.G.I.  Expectorant  . . . when  dry  unproductive  cough  is  clinically  significant 
especially  in  asthma,  emphysema  and  chronic  bronchitis. 


Federal 
Pharmacai 
Corp.  ^ 

1260  N.E.  35  Street 

Ft.  Lauderdale,  Florida  33308 

Telephone  305  / 565-6070 


FORMULA:  Each  5 cc  contains 


Glyceryl  Guaiacolate  100  mg 

Calcium  Iodide,  Anhydrous 150  mg 

Alcohol  5%,  In  a tasty  base. 


DOSAGE:  As  an  expectorant:  Adults:  One  or  two  teaspoonfuls 
every  two  to  four  hours.  Children  6 to  10:  Half  to  one  teaspoonful 
every  two  to  four  hours.  Children  under  6:  As  directed. 
INDICATIONS:  To  thin  and  increase  bronchial  secretions,  especially 
in  Asthma,  Chronic  Bronchitis  and  Emphysema. 

PRECAUTIONS:  Evaluate  thyroid  function  and  watch  for  symptoms 
of  iodism  during  prolonged  therapy.  If  iodism  (skin  rash,  parotitis, 
ocular  irritation)  occurs  during  prolonged  therapy,  discontinue  use. 
CONTRAINDICATIONS:  Certain  cases  of  thyroid  disease  where 
iodine  is  contraindicated,  known  iodide  sensitivity,  pregnancy  (where 
fetal  thyroid  depression  may  occur).  Revised  Jan  1968 


SUPPLY:  On  prescription  only  — pints  and  gallons. 


H 


VOLUME  58/NUMBER  I 


Yes,  KolantyK 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


V The  Wm.  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
■ ^ Cincinnati,  Ohio  45215 


(fluorouracil) 

cream /solution 


In  the  treatment  of 

solar/actinic  keratoses- 



An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


vn  alternative 
o conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
[tpical  alternative  to  cryosurgery,  electrodesiccation 
^:d  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
. ratoses.  It  is  effective,  comparatively  inexpensive  and 
jpecially  well  suited  for  treatment  of  these  multiple 
^hons.  Important,  too,  is  the  highly  desirable  cosmetic 
psult.  Clinical  experience  demonstrates  that  treatment 
;ith  Efudex  results  in  an  extremely  low  incidence  of 
i|arring.* 


dighly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
t!id  strength  used,  complete  involution  occurred  in 
■] ' to  88  per  cent  of  lesions  following  treatment.  The 
te  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
j nt  up  to  a year  after  completion  of  therapy.  When 

I jw  lesions  appeared,  repeated  courses  of  Efudex 

II  erapy  proved  effective.* 

•edictable 

lerapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
Efudex  therapy.  The  response  is  usually  characteris- 
and  predictable.  After  three  or  four  days  of  treat- 
ent,  erythema  begins  to  appear  in  the  area  of  keratoses, 
is  is  followed  by  an  intense  inflammatory  response, 
aling  and  occasionally  moderate  tenderness  or  pain. 

■he  height  of  the  inflammatory  reaction  generally  occurs 
[vo  weeks  after  the  start  of  therapy,  and  then  begins 
subside  as  treatment  is  stopped.  Within  two  weeks  of 
|scontinuing  medication,  the  inflammation  is  usually 
ne.  A mild  erythema  may  remain  for  two  or  three 
onths  before  gradually  receding.  Since  this  response 
so  predictable,  lesions  which  do  not  respond 
lould  be  biopsied. 


‘Iwo  strengths— two 
rlosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
: 5 a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
yith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
; ortant  considerations : First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 


Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/  weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efuder 

(fluorouracil) 

cream/solution 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^he^Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
fo  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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This  Issue  — Medical  Education 

Clyde  M.  Collins,  M.D. 


“It  takes  four  years  to  get  a college  degree  be- 
cause it’s  always  been  that  way”  is  no  longer  a 
tenable  hypothesis,  opined  the  Carnegie  Commis- 
sion which  recommended  that  education  be 
brought  in  tune  with  the  present  era  and  condi- 
tions. After  a lengthy  study  the  Commission  con- 
cluded that  the  time  spent  in  undergraduate  col- 
lege education  can  be  reduced  roughly  by  one 
fourth  without  sacrificing  educational  quality.  The 
same  reasoning  has  been  appearing  in  inquiries  of 
medical  education  by  educators,  organized  medi- 
cine, legislators,  students  and  the  public. 

Early  last  year  in  an  issue  of  “Florida  Family 
Physician,”  12  provocative  articles  on  medical 
education  were  introduced  by  the  premise  that 
“physicians  too  busily  engaged  in  improving  their 
own  skills  with  concurrent  limitation  of  their 
practices  are  decreasing  services  rendered.  The 
resulting  extinction  of  the  GP,”  the  statement 
continued,  “is  producing  a major  disaster  in  the 
delivery  of  medical  care.”  The  solution  recom- 
mended was  that  Florida  graduate  more  general 
practitioners. 

This  publication  of  the  Florida  Academy  of 
General  Practice  along  with  suggestions  by  Harold 
Parham,  F.M.A.’s  Executive  Vice  President,  stim- 
ulated an  issue  of  the  Journal  as  a report  on  medi- 
cal education  to  all  practicing  physicians  of  Flor- 
ida. Dr.  Kenneth  Penrod,  Vice  Chancellor  of  the 
Board  of  Regents,  was  requested  to  comment  on 
methods  of  increasing  the  number  of  students  at 
our  three  medical  schools  and  the  deans  of  the 
schools  were  asked  to  outline  the  plan  for  imple- 


mentation of  such  a program  in  their  school. 

Whether  those  of  us  in  private  practice  have 
any  interest  in  medical  education  or  not,  we  should 
become  aware  that  there  is  a ferment  going  on  in 
the  old  alma  mater  for  things  just  are  not  what 
they  used  to  be.  Whether  we  like  it  or  not,  the 
present  system  of  medical  education,  though  per- 
haps scrutinized  less  by  physicians,  is  being  scru- 
tinized more  by  the  public.  Questions  being  asked 
are:  Is  medical  education  doing  all  it  can  to  meet 
the  burgeoning  demands  of  society?  Is  it  truly 
relevant  to  our  health  needs?  Do  medical  educa- 
tors have  vision  enough  and  organizations  flexible 
enough  to  keep  pace  with  accelerating  develop- 
ments, not  only  in  medicine  but  in  other  sciences? 
Perhaps  too  enamored  with  the  status  quo,  too 
concerned  with  our  economic  status  or  too  preoc- 
cupied with  sick  people,  we  fail  to  recognize  the 
need  for  adequate  provisions  of  improving  educa- 
tion or  to  keep  abreast  of  what  is  becoming  known 
as  the  explosion  in  medical  knowledge. 

The  effectiveness  of  the  physician  in  providing 
medical  care  is  the  responsibility  of  a medical 
school,  the  instrument  which  translates  the  art 
and  science  of  medicine  into  service  through  the 
physician-student.  The  relationship  between  edu- 
cation and  professional  competence  is  complex 
and  not  precisely  understood.  It  involves  the 
physician’s  perception  of  himself.  The  physician  is 
trained  to  be  competent  but  confounding  in  the 
search  for  understanding  is  the  question:  Com- 
petent to  do  what?  What  is  the  role  of  the  phy- 
sician today  in  face  of  the  ever  increasing  and 
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variable  public  demands  and  what  will  it  be  20 
years  from  now?  Obvious  is  unevenness  in  the 
proficiency  level  among  practicing  physicians;  yet 
courts  have  ruled  that  physicians  must  be  able  to 
provide  service  at  a national  level  of  competence 
consistent  with  their  level  of  training.  Periodic  re- 
licensure is  frequently  discussed  while  peer  review 
from  HEW  and  local  medical  societies,  stimulated 
by  socioeconomic  aspects,  has  other  implications 
for  evaluation  of  medical  proficiency.  The  AM.A, 
Physicians  Recognition  Award,  described  else- 
where in  this  issue,  is  an  incentive  to  maintain 
proficiency  which  some  state  medical  associations 
are  now  requiring  for  membership  renewal.  Re- 
certification has  long  been  a requirement  of  the 
American  Academy  of  General  Practice  and  is  be- 
ing considered  by  other  specialty  boards. 

In  line  with  new  trends  in  medical  education, 
innovations  are  being  tried  in  schools  all  over  the 
country  where  speed  of  movement  through  the 
curriculum  has  become  variable.  From  a four  year 
to  a three  year  program  in  some  schools;  others 
provide  special  programs  for  disadvantaged  stu- 
dents under  which  extra  time  will  be  permitted 
for  slower  learners.  Elsewhere  students  may  with- 
draw temporarily  to  devote  a year  or  more  to 
special  studies.  The  curriculum  is  being  radi- 
cally changed  with  electives  more  prominent,  par- 
ticularly in  the  clinical  years.  As  discussed  else- 
where in  this  issue,  integration  of  undergraduate 
and  graduate  training  with  multiple  track  cur- 
ricula gives  a career  choice  to  each  student  for 
tailormade  educational  and  postgraduate  training. 
In  a six  year  integrated  program,  a student  could 
become  eligible  for  a license  to  practice  medicine 
one  year  after  he  is  allowed  to  vote,  but  at  what 
age  does  he  become  a physician  and  when  should 
he  receive  the  M.D.  degree? 

One  thing  does  appear  certain.  The  day  is  past 
when  the  medical  school  exists  as  a separate  edu- 
cational unit  with  a rigid  standardized  curriculum. 
It  is  becoming  a medical  university  with  broader, 
more  diversified,  geographically  dispersed  pro- 
grams which  will  include  graduate  specialty  train- 
ing in  its  own  hospitals.  Medical  education  should 
insist  on  a continuity  of  responsibility  from  pre- 
medical, undergraduate,  graduate  and  continuing 
medical  education.  Medical  education  must  be 
attractive,  active  and  rewarding.  It  must  be 
evaluated  and  re-evaluated  and  designed  in  terms 
of  patient  care  outcome. 

Physicians  critical  of  medical  schools  say: 
“They  have  contributed  little  toward  improvement 


of  the  practice  of  medicine  and  have  very  little 
understanding  of  what  comprehensive  medicine 
is  while  the  newest  approved  specialty,  Family 
Practice,  has  been  thwarted  in  every  attempt  to 
gain  the  prestigious  rank.  Its  eventual  success  and 
attaining  of  approval  was  only  because  of  legis- 
lative fiats  or  large  federal  grants  directly  contrib- 
uted for  general  practice  training.”  It  does  appear 
that  exposure  of  medical  students  to  good  prac- 
titioners as  well  as  allowing  them  to  work  in  well 
staffed  community  hospitals  with  excellent  facil- 
ities has  been  neglected  too  long. 

In  the  past  25  years,  medical  schools  have 
been  built  in  nearly  every  country  in  the  world  but 
disenchantment  has  often  followed,  for  patterned 
after  our  schools  the  curriculum  has  been  inap- 
propriate for  some  developing  countries.  They 
are  saddled  with  institutions  of  education  and 
types  of  practice  they  can  ill  afford.  Maldistribu- 
tion of  health  resources  is  worldwide  and  is  woe- 
fully imbalanced  with  health  needs.  Issues  in 
medical  education  are  remarkably  universal  for 
students  everywhere  are  challenging  the  form  and 
content  of  their  education  and  questioning  its 
relevance,  its  basic  purposes  of  training  and  its 
methods  of  obtaining  the  manpower  to  deliver 
health  services.  Schools  begun  outside  this  country 
in  the  last  decade  place  strong  emphasis  on  pre- 
ventive medicine,  integrating  it  with  curative  medi- 
cine, stressing  the  importance  of  training  general 
physicians  and  discouraging  specialization. 

The  Association  of  American  Medical  Schools 
in  a recent  meeting  endorsed  a report  from  the 
Carnegie  Commission  which  called  for  extensive 
reforms  in  medical  education,  development  of 
new  health  education  centers  and  the  devising  of 
new  methods  to  alleviate  the  crisis  in  health  care. 
The  AAMC  called  for  a medical  school  expansion 
program  to  produce  50,000  more  physicians  by 
the  early  1980’s,  proposing  expansion  of  existing 
schools  and  the  development  of  12  new  ones.  It 
also  recommended  increasing  the  number  of  medi- 
cal school  entrants  from  10,800  this  year  to  16,400 
in  1978.  The  association  further  recommended 
the  training  of  at  least  3,500  associates  and  as- 
sistants per  year,  creation  of  a national  health 
manpower  commission,  establishment  of  federal 
subsidies  of  up  to  $4,000  per  year  for  every  house 
officer,  provision  of  student  loans  and  various 
federal  grants  to  institutions  in  financial  distress. 
The  AAMC  was  fully  in  accord  with  the  critical 
role  of  the  government  to  the  tune  of  some  $6 
billion  in  supporting  medical  educating  without 
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diminishing  the  continued  request  for  other  public 
and  private  support. 

Aware  of  the  need  to  organize  our  practices  to 
produce  more  units  of  service  per  unit  of  time, 
we  should  look  critically  at  trained  assistants, 
selected  and  taught  by  doctors.  Under  supervision, 
they  can  do  many  things  formerly  done  by  the 
doctor.  With  the  doctor  they  can  produce  1 to 
\y2  times  the  service  previously  produced  by  the 
doctor  alone  without  any  sacrifice  in  quality.  In 
discussing  physicians’  assistants,  three  categories 
have  been  described,  each  depending  upon  ap- 
propriate medical  training,  experience,  individual 
capabilities,  and  responsibilities  required.  Essen- 
tial educational  requirements  for  each  classifica- 
tion would  vary  depending  upon  the  degree  of 
responsibility  and  skill  needed;  some  requiring 
considerable  teaching  by  physicians  whereas  others 
could  be  trained  outside  a medical  center.  It  does 
appear  that  large  segments  of  responsibility  for 
health  service  can  be  delegated  to  auxiliary  per- 
sonnel. Then  would  the  role  of  the  physician  be 
redesigned  to  one  of  manager-consultant? 

A medical  advisory  committee  for  the  Univer- 
sity of  Florida  College  of  Medicine  has  been  in 
operation  since  1968  and  a recent  report  by  its 
chairman.  Dr.  Jere  Annis,  was  mailed  to  all  mem- 
bers of  F.M.A.  The  committee  noted  improved 
relations  between  private  practitioners  and  the 
College  of  Medicine,  improved  communications 
between  local  medical  societies  and  the  College 
and  improved  liaison  between  the  University  and 
other  state  agencies.  Mention  was  made  of  the 
progress  of  the  University  in  the  area  of  commu- 
nity medicine  in  the  established  clinic  at  Mayo 
and  in  a voluntary  health  clinic  in  Gainesville. 


The  only  negative  statement  was  lack  of  post- 
graduate programs  for  the  state  at  large. 

Finally,  a question  arises  as  to  why  educational 
standards  should  be  based  on  the  student’s  acquisi- 
tion of  a certain  set  of  facts  rather  than  on  an 
approach  to  knowledge  or  ability  to  solve  prob- 
lems. Since  prestige  in  medicine  appears  to  be 
related  to  sophistication  of  practice  and  not  based 
on  ability  to  satisfy  the  real  needs  of  the  local 
society,  perhaps  partly  responsible  is  the  educa- 
tional misdirection  as  to  the  lack  of  social  concern 
as  well  as  the  hospital-based  model  of  education 
which  is  more  exciting  to  professors  and  to 
students. 

.\s  someone  once  said,  applying  to  education  in 
general  but  to  medical  education  as  well:  “We 
must  learn  to  honor  excellence  in  every  socially 
accepted  human  activity,  however  humble  that 
activity,  and  to  scorn  shoddiness,  however  exalted 
the  activity.  An  excellent  plumber  is  infinitely 
more  admirable  than  an  incompetent  philosopher. 
The  society  which  scorns  excellence  in  plumbing 
because  plumbing  is  a humble  activity  and  toler- 
ates shoddiness  in  philosophy  because  it  is  an 
exalted  activity  will  not  have  good  plumbing  or 
good  philosophy.  Neither  its  pipes  nor  its  theories 
will  hold  water.” 

This  report  on  medical  education  in  Florida, 
in  the  papers  which  follow,  is  from  the  minds  of 
dedicated  and  conscientious  educators  to  whom 
we  are  indebted. 

It  is  to  be  regretted  that  reports  from  all 
aspects  of  medical  education,  as  it  involves  the 
practicing  physician,  could  not  be  included. 

^ Dr.  Collins,  1503  Oak  Street,  Jacksonville  32204. 


Education  is  a companion  which  no  misfortune 
can  decrease,  no  crime  destroy,  no  enemy 
alienate,  no  despotism  enslave;  at  home  a friend, 
abroad  an  introduction,  in  solitude  a solace, 
in  society  an  ornament.  It  chastens  vice, 
guides  virtue,  and  gives  grace  and  government 
to  genius.  Education  may  cost  financial 
sacrifice  and  mental  pain,  but  in  both 
money  and  life  values  it  will  repay  every 
cost  one  hundred  fold. 

Author  unknown 
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Florida’s  Plans  for  Decentralized 
Medical  Education 


Kenneth  E.  Penrod,  Ph.D.  and  Louis  C.  Murray,  M.D. 


For  the  half  century  since  the  Flexner  Report, 
medical  education  in  the  United  States  has  re- 
mained relatively  unchanged.  While  there  were 
160  medical  schools  operating  in  1910,  Mr.  Flex- 
ner’s  crusade  resulted  in  reducing  that  number  by 
about  100.  Since  that  time,  development  of  new 
schools  and  expansion  of  the  old  has  not  permitted 
physician  production  to  keep  pace  with  the  na- 
tion’s increasing  population.  This  created  no  great 
concern,  however,  until  the  late  1950’s  when  a 
special  committee  of  the  U.S.  Public  Health  Ser- 
vice pointed  up  an  impending  crisis  and  called  for 
an  expansion  in  physician  production  by  at  least 
50%  within  a 15  year  period. 

A decade  ago  (class  of  1960)  there  were  7,081 
physicians  graduated  by  85  medical  schools  in  the 
U.S.  In  1970  there  were  8,367  M.D.  degrees 
awarded  by  87  medical  schools.  Meanwhile,  there 
is  a significant  “tooling  up”  under  way,  as  is  indi- 
cated by  the  estimate  that  in  the  fall  of  1970  some 
11,100  students  were  admitted  to  103  medical 
schools.  If  the  goal  of  a 50%  increase  in  15  years 
(from  1959)  is  not  reached,  it  will  be  closely 
approached. 

A number  of  new  medical  schools  have  been 
started  in  the  last  few  years.  The  cost  of  starting 
a new  school  has  varied  considerably  with  the 
program,  but  in  some  cases  has  exceeded  $100 
million.  While  in  theory  as  much  as  two  thirds  of 
the  cost  for  a new  school  can  be  obtained  from 
the  Public  Health  Service,  in  practice  none  of  the 
more  costly  projects  has  begun  to  approach  this 
maximum  theoretically  allowable.  To  date  the 
most  any  new  school  has  actually  received  in  fed- 
eral funds  has  been  $23.4  million.  Since  very  few 
states  or  private  sources  have  elected  to  under- 
write the  cost  of  such  a major  development  from 
their  own  funds,  medical  educators  have  found 
themselves  caught  between  the  pressure  for  expan- 
sion in  physician  graduates  and  unavailability  of 
funds  to  produce  the  facilities  for  that  purpose. 


Dr.  Penrod  is  Vice  Chancellor  for  Medical  and  Health 
Sciences,  Office  of  the  Board  of  Regents,  and  Dr,  Murray  is 
Vice  Chairman  of  the  Board  of  Regents,  State  University  Sys- 
tem of  Florida. 


This  fact  has  forced  critical  evaluation  of  new  and 
alternative  ways  to  achieve  the  desirable  goal  of 
greater  physician  production. 

Medical  Education  Patterns 

No  implication  is  intended  here  that  all  ad- 
vances and  innovations  of  medical  education  have 
sprung  from  duress.  To  the  contrary,  much  imagi- 
native thinking  has  been  taking  place  both  in 
medical  education  and  in  higher  education  gener- 
ally. Reference  to  some  of  the  pertinent  literature 
has  been  made  elsewhere.^ 

In  July  1965  a highly  significant  conference 
held  at  Endicott  House  resulted  in  the  publication, 
“Endicott  House  Summer  Study  on  Medical  Edu- 
cation.”2  To  quote  briefly  from  that  study: 

Much  of  the  education  now  offered — and  required — 
in  medical  schools  should  be  moved  back  into  the  under- 
graduate years.  In  particular,  there  has  been  recently  a 
movement  toward  far  more  sophisticated  secondary  school 
education  in  the  natural  sciences  and  mathematics;  this 
has  led  to  a general  improvement  of  undergraduate  courses. 
In  many  universities  and  in  the  better  colleges,  an  under- 
graduate now  encounters  the  natural  sciences  and  mathe- 
matics in  a far  more  sophisticated  form  than  that  of 
parallel  courses  offered  in  medical  schools.  Two  conclu- 
sions might  be  reached  from  this:  First,  the  colleges  can 
be  relied  upon  eventually  for  much  of  the  education  that 
is  now  presumed  to  take  place  in  medical  schools;  and 
second,  those  aspects  of  science  education  that  must  in- 
evitably remain  with  medical  schools  must  be  prepared 
and  presented  in  a form  far  more  mature  and  pertinent 
than  that  which  now  prevails. 

The  relationship  of  the  preclinical,  or  bjisic, 
sciences  of  the  medical  school  curriculum  to  the 
clinical  teaching  has  been  called  into  question  in 
a number  of  ways  recently.  Historically  these  par- 
ticular biological  sciences  were  incorporated  into 
the  medical  school  curriculum  for  the  reason  that 
their  traditional  content  was  considered  funda- 
mental to  the  practice  of  medicine  and  by  their 
inclusion  in  the  medical  school  curriculum  assur- 
ance was  provided  of  a relatively  uniform  under- 
standing. 

Meanwhile,  as  all  biological  knowledge  has 
expanded  and  matured,  that  portion  traditionally 
a part  of  the  medical  school  curriculum  has  be- 
come less  and  less  distinguishable  from  that  which 
is  taught  at  the  graduate  and  professional  level 
to  other  university  students. 
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Medical  school  basic  science  faculties  them- 
selves are  divided  on  the  issue,  but  many  are  seri- 
ously raising  question  about  their  future  affiliation 
with  the  clinical  disciplines.  The  American  Physi- 
ological Society  at  its  annual  spring  meeting  in 
1969  devoted  a major  session  to  the  subject 
“Should  Physiology  Training  be  Divorced  from 
the  Medical  Curriculum 

The  basic  science  faculty  is  not  alone  in  its 
critical  evaluation  of  the  present  day  role  and 
scope  of  medical  education.  Clinicans,  too,  have 
long  been  dissatisfied  with  the  clerkship  experi- 
ences of  the  fourth-year  medical  student  juxta- 
posed as  it  is  between  a similar  experience  in  the 
third  year  of  the  curriculum  and  the  internship. 
In  consequence,  a strong  movement  is  afoot  now 
to  open  up  the  fourth  year  to  more  varied  experi- 
ences, usually  on  an  elective  basis  to  allow  the 
student  to  indulge  his  developing  preferences. 

Currently,  much  ferment  is  taking  place  in 
medical  education.  Nearly  every  medical  school  in 
the  country  is  in  the  process  of  making  changes  of 
varying  degree  in  its  educational  patterns.  While 
change  is  the  order  of  the  day,  in  each  instance 
that  change  has  to  be  structured  around  the  local 
strengths  and  weaknesses,  and  especially  the  avail- 
able resources.  Hence  there  is  much  variability. 
We  in  Florida  possess  many  valuable  resources 
that  have  not  heretofore  been  incorporated  into 
medical  education.  In  the  plan  to  be  described,  it 
is  envisaged  that  much  of  this  potential  will  be 
tapped. 

Florida  Plan  for  Medical  Education 

Fundamental  to  the  Florida  Plan  for  Medical 
Education  is  a reapportionment  of  the  time  and 
effort  spent  in  the  various  components  of  medical 
education.  In  concert  with  the  thinking  of  many 
medical  schools  in  the  United  States,  the  Univer- 
sity of  Florida  has  recently  embarked  upon  cur- 
ricular change  wherein  the  preclinical  science  in- 
struction (except  pathology)  is  completed  within 
a single  year.  Similar  thinking  is  taking  shape 
within  the  new  College  of  Medicine  at  the  Univer- 
sity of  South  Florida.  The  question  follows  logic- 
ally: In  the  present  state  of  development  of  these 
sciences  in  a University  offering  graduate  de- 
grees in  biological,  physical  and  social  sciences, 
cannot  adequate  preparation  be  provided  a stu- 
dent there,  thus  allowing  him  to  enter  the  special- 
ized medical  curriculum  at  the  clinical  level? 
There  is  growing  evidence  in  support  of  an  affir- 
mative answer  to  this  question.  It  is  obvious  im- 
mediately that  such  a plan  would  automatically 


permit  significant  increase  in  the  number  of  stu- 
dents who  could  be  accommodated  to  this  level 
of  professional  education. 

The  combined  resources  of  Florida  State  Uni- 
versity (FSU)  and  Florida  A&M  University 
(F.^MU)  in  Tallahassee  offer  the  opportunity  to 
begin  such  a program  at  once.  In  development 
of  this  “alternate  pathway”  it  is  not  conceived 
that  there  will  be  a separately  identifiable  medical 
school  year  in  Tallahassee,  but  rather  that  the 
preclinical  medicine  preparation  will  be  a continu- 
um from  the  first  years  of  college  to  entry  into  the 
second,  as  opposed  to  the  conventional  first,  year 
of  the  medical  school.  The  length  of  time  for 
completing  these  requirements  may  well  vary  with 
the  individual  but  in  the  main  will  likely  consume 
four  or  five  years  post-high  school.  Biochemistry, 
for  instance,  might  be  taken  as  early  as  the  third 
year  with  some  of  the  liberal  arts  courses  con- 
tinuing into  a fifth  year.  In  any  event,  it  should 
be  possible  to  define  the  requirements  for  the  sec- 
ond year  entry  as  carefully  as  they  are  now  for 
the  first  year,  leaving  to  the  university  the  meth- 
od of  achieving  that  proficiency. 

.'Uready  many  of  the  courses  necessary  for 
such  a program  are  being  offered  at  FSU  and 
FAMU.  Thus,  relatively  modest  expansion  of 
faculty  and  equipment  will  be  necessary  to  accom- 
modate as  many  as  50  students  per  year  reaching 
eligibility  for  second-year  entry  into  medical 
school. 

The  question  of  selection  and  promotion  of 
students  preparing  for  second-year  medical  school 
has  received  much  discussion.  There  is  general 
agreement  that  a student  must  not  be  carried  to 
this  point  without  assurance  of  an  opportunity  to 
continue  his  pursuit  of  the  medical  degree.  The 
faculty  and  administration  of  the  medical  school 
at  Gainesville  have  indicated  a willingness  to  dele- 
gate the  responsibility  for  selection  and  certifica- 
tion to  the  combined  FSU-FAMU  faculty.  It  is 
anticipated  that  sufficient  clinical  faculty  and  facil- 
ities can  be  developed  at  Gainesville,  Tampa  and 
perhaps  Miami,  so  that  no  limitation  will  have  to 
be  imposed  upon  the  number  who  successfully 
complete  such  a preparatory  program.  It  is  prob- 
able that  the  rigor  of  the  program  will  tend  to 
eliminate  all  but  the  proven  capable  candidates  for 
medicine. 

It  should  be  emphasized  again  that  this  plan 
presupposes  the  entire  sequence  of  courses  will  be 
taken  on  one  campus.  No  provision  is  being  made 
nor  is  one  anticipated  for  transfers  into  the  pro- 
gram for  one  or  two  years  as  an  alternate  route 
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to  medical  school,  although  junior  college  transfers 
might  well  fit  into  the  sequence  of  courses  without 
loss  of  time. 

Once  the  principle  is  established  and  accepted 
that  students  can  be  prepared  adequately  for  clini- 
cal medicine  by  routes  other  than  the  conventional 
medical  school  preclinical  departments,  it  should 
be  possible  to  develop  similar  programs  on  other 
campuses.  It  should  be  apparent,  however,  that 
course  offerings  at  the  preclinical  medicine  level 
are  graduate-equivalent  and  can  best  be  establish- 
ed on  those  campuses  where  such  graduate  instruc- 
tion is  already  being  provided.  In  any  event,  each 
new  program  will  have  to  be  carefully  constructed 
and  evaluated  to  assure  continued  high  quality 
among  our  medical  graduates. 

Role  of  Medical  Schools 

In  this  plan  the  medical  schools  themselves 
remain  the  keystones  of  the  medical  education 
program.  The  importance  of  the  earliest  clerkship 
experiences  for  the  developing  medical  student 
cannot  be  overemphasized.  It  is  at  this  point 
that  the  student  learns  how  to  gather  data  and  to 
utilize  resources  available  to  him  for  the  practice 
of  medicine.  It  is  also  at  this  time  that  his  meth- 
ods of  thinking,  attitudes,  ethics  and  moral  values 
begin  to  take  shape.  It  is  at  this  stage  that  the 
relatively  large  amount  of  time  and  attention  of 
the  full-time,  academically  trained  teacher  is  most 
valuable,  as  the  student  must  learn  the  fundamen- 
tals of  the  physical  examination,  history  taking, 
and  the  use  of  the  clinical  laboratory  and  the 
library.  This  is  a period  of  intense  learning  for 
the  student  with  little  contribution  on  his  part  but 
with  much  contribution  on  the  part  of  the  in- 
structor. 

As  medical  school  curricula  are  taking  shape, 
it  is  visualized  that  the  second  year  will  begin 
with  an  introduction  to  clinical  medicine  together 
with  a study  of  pathology.  This  period  of  medical 
education  will  then  progress  into  more  responsible 
patient-care  experiences  in  the  form  of  clerkships. 

More  on  the  plans  of  the  medical  schools  for 
teaching  students  admitted  through  the  traditional 
first-year  program  as  well  as  for  students  admitted 
for  clinical  instruction  only  will  be  found  else- 
where in  this  issue  in  articles  prepared  by  the 
deans.  Suffice  it  to  say  here  that  developments 
now  are  taking  place  sufficiently  parallel  at  the 
University  of  Florida  and  at  the  University  of 
South  Florida  medical  schools  to  permit  optional 
transfers.  At  the  moment  at  least  the  curriculum 


at  the  University  of  Miami  School  of  Medicine 
does  not  meet  this  format,  but  great  interest  has 
been  expressed  in  the  plan  by  the  faculty  of  that 
school  and  a desire  has  been  expressed  to  find  a 
way  to  participate  in  the  statewide  program. 

Obviously  a key  question  for  the  medical 
schools  is  how  can  significant  numbers  of  addi- 
tional students  be  accommodated  for  clinical  in- 
struction? The  answer  to  this  can  be  found  both 
in  the  development  of  additional  clinical  teaching 
resources,  utilizing  off-campus  facilities,  and  in  the 
development  of  a fourth-year  elective  program 
whereby  many  students  may  spend  varying  periods 
of  time  at  off-campus  institutions. 

Florida  is  blessed  with  a number  of  excellent 
clinical  teaching  sites.  In  recognition  of  the 
strength  to  be  derived  from  the  pooling  of  re- 
sources in  a community,  both  for  health  care  de- 
livery and  for  education,  several  Florida  com- 
munities are  becoming  so  organized.  Perhaps  the 
three  most  advanced  in  this  movement  at  the  pres- 
ent time  are  Jacksonville,  Pensacola  and  Orlando. 
In  such  a setting,  for  example,  the  presence  of  the 
nucleus  of  full-time  clinicians  can  assure  the  avail- 
ability of  time  and  attention  to  the  medical  stu- 
dent when  he  needs  it,  together  with  a general 
marshaling  of  resources  to  his  advantage.  This 
nucleus  faculty  then  can  call  upon  the  significant 
help  available  from  the  private  practitioners  in 
the  area  who  wish  to  devote  a portion  of  their 
time  and  energies  to  teaching,  either  as  paid  part- 
time  or  as  volunteer  faculty.  It  is  strongly  to  be 
hoped  that  different  communities  and  clinical 
groups  will  organize  their  resources  in  a way  to 
emphasize  their  local  strengths  with  resulting 
wide  selection  possibilities  for  medical  students. 
Thus  one  area  might  choose  to  emphasize  certain 
specialties,  another  the  group  practice  approach, 
still  another  the  cluster  of  solo  practitioners 
around  a hospital,  and  other  permutations  of 
health  care  delivery. 

Exposure  of  medical  students  to  primary  care 
opportunities,  and  especially  to  those  physicians 
who  are  providing  primary  care,  at  an  early  stage 
in  their  career  is  a subject  of  much  discussion, 
locally  and  nationally.  There  is  room  for  much 
imaginative  thinking  in  ways  of  establishing  fam- 
ily care  practices  that  can  capture  the  imagination 
and  lasting  interest  of  medical  students.  The  op- 
portunities for  significantly  influencing  the  think- 
ing and  career  patterns  of  medical  students  would 
appear  to  be  enhanced  by  the  development  of  off- 
campus  teaching  programs  designed  around  family 
practice  centers  as  opposed  to  the  attempt  to 
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establish  such  programs  within  the  teaching  hos- 
pitals. 

The  present  dichotomy  betw’een  the  pre-  and 
po.st-M.D.  education  phases  is  a national  concern. 
Likewise  the  internship  year,  as  we  have  known  it, 
is  clearly  disappearing.  Hence  the  attractive  op- 
portunity is  now  presented  on  a community  basis 
to  establish  a medical  education  program  as  a con- 
tinuum for  the  senior  medical  student  to  be  carried 
through  to  Board  eligibility.  By  folding  the 
internship  year  into  that  continuity,  time  can  be 
saved  and  there  would  be  advantages  to  the  stu- 
dent, especially  the  married  student,  to  locating 
in  one  place  for  that  period  of  time.  .Again  if  dif- 
ferent communities  were  organized  with  different 
objectives,  a healthy  competition  for  students 
could  develop.  The  possibilities  are  almost  limit- 
less. 

Conclusion 

The  basic  fundamentals  of  the  plan  as  outlined 
are  sound,  both  pedagogically  and  sociologically. 
There  are  no  major  impediments  to  its  full  devel- 
opment. Only  an  outline  of  the  plan  has  been 
presented  and  many  details  are  yet  to  be  worked 
out;  however,  it  is  obvious  that  there  is  much 
room  for  imaginative  thinking  and  contribution.  It 
is  also  obvious  that,  by  the  utilization  of  existing 
resources,  the  number  of  medical  students  that 
can  be  accommodated  can  be  enormously  in- 
creased at  a cost  that  is  modest  in  comparison 
with  that  of  development  of  new  freestanding 
medical  schools.  This  is  not  to  say  that  all  can  be 
achieved  at  no  cost.  There  is  reason  to  believe. 


however,  that  the  cost  effectiveness  of  this  plan 
designed  to  greatly  increase  the  production  of 
physicians  while  at  the  same  time  favorably  influ- 
encing the  entire  health  care  delivery  system  of 
our  state  will  stand  scrutiny. 

In  the  discussion  of  new  ways  to  increase  the 
output  of  physicians  in  Florida  the  impact  of  ex- 
panded input  into  the  traditional  first-year  classes 
of  the  existing  medical  schools  should  not  be  lost 
sight  of.  For  instance,  the  University  of  Miami 
has  been  expanding  its  intake  and  now  its  output 
of  physicians  in  a meaningful  way  in  recent  years. 
In  the  last  three  years  the  incoming  class  has  been 
increased  by  33  students.  The  University  of  Flor- 
ida plans  an  increase  of  similar  numbers  upon 
completion  of  its  building  program  now  about  to 
get  under  way. 

As  the  plans  for  the  increased  production  of 
physicians  within  the  state  progress,  together  with 
the  impact  of  expanded  and  more  attractive  house 
officer  programs  and  a somewhat  relaxed  licensure 
examination,  the  prospects  for  a significant  in- 
crease in  the  number  of  physicians  for  Florida 
were  never  better. 

But  how  do  we  improve  distribution? 
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Expansion  of  Medical  Education 
at  the  University  of  Elorida 

Emanuel  Suter,  M.D. 


Recent  social,  economic  and  scientific  develop- 
ments have  brought  into  sharp  focus  merits  and 
inadequacies  of  our  medical  and  health  care  de- 
livery system.  The  solutions  to  these  multifaceted 
problems  must  be  found  through  carefully  planned 
programs  initiated  from  various  quarters  such  as 
organized  medicine,  academic  health  centers, 
voluntary  agencies,  and  government  at  the  local, 
state  and  federal  levels.  The  timely  releases  of 
the  special  report  and  recommendations  by  the 
Carnegie  Commission  on  Higher  Education  en- 
titled “Higher  Education  and  the  Nation’s  Health” 
and  of  the  “Bicentennial  .Anniversary  Program  for 
the  Expansion  of  Medical  Education”  by  the 
Association  of  .American  Medical  Colleges  provide 
broad  and  specific  guidelines  for  planning  and  ac- 
tion. This  article  will  outline  briefly  the  extent  to 
which  the  College  of  Medicine  at  the  University  of 
Florida  is  prepared  to  make  significant  contribu- 
tions toward  providing  more  physicians  who  repre- 
sent a pivotal  factor  in  any  programs  aimed  to- 
ward betterment  of  the  nation’s  health,  with  the 
necessary  preparation  for  the  rendering  of  optimal 
health  care  delivery. 

Dr.  Penrod  has  outlined  a plan  for  increas- 
ing the  volume  of  medical  education  in  the  state 
of  Florida  by  mobilizing  resources  within  the 
State  University  System.  Without  entering  into 
a debate  as  to  the  merits  and  shortcomings  of 
individual  components  of  Dr.  Penrod’s  plan,  the 
following  is  an  account  of  the  program  of  the 
College  of  Medicine  at  the  University  of  Florida 
aimed  at  harnessing  and  developing  academic  re- 
sources in  the  institution  and  community  for  the 
broadening  of  medical  education.  It  should  be 
noted  that  the  faculty  of  the  College  of  Medicine 
has  developed  programs  for  improvement  and  e.x- 
pansion  which  are  in  tune  with  the  previously 
cited  national  publications.  These  programs  were 
approved  by  the  Board  of  Regents  and  in  essence 
adopted  as  a model  for  the  “Florida  Plan.” 


This  study  was  aided  in  part  by  the  Special  Project  Educa- 
tional Improvement  Grant  of  the  Bureau  of  Health  Education 
and  Manpower  Training  of  the  National  Institutes  of  Health. 

Dr.  Suter  is  Dean,  University  of  Florida  College  of  Medi- 
cine, Gainesville. 


Program  of  Expansion 
at  the  University  of  Florida 

Over  the  past  decade  the  administration  and 
the  faculty  of  the  College  of  Medicine  have  rec- 
ommended repeatedly  that  the  facilities  of  the 
J.  Hillis  Miller  Health  Center  be  expanded  to 
permit  an  increase  in  the  medical  student  enroll- 
ment and  to  provide  added  strength  to  the  College 
of  Medicine  at  Gainesville  to  serve  as  a focus  for 
an  expanded  regionally-based  educational  program 
in  medicine.  In  a few  months  ground  will  be 
broken  for  facilities  which  will  permit  the  enlarge- 
ment of  the  entering  medical  class  to  at  least  100 
students,  the  initiation  of  a dental  program  involv- 
ing ultimately  60  entering  students,  and  the  expan- 
sion of  the  programs  in  nursing  and  allied  health 
professions.  Concurrent  with  this  expansion,  the 
faculty  of  the  College  of  Medicine  has  revised  the 
educational  programs  offered  to  medical  students 
with  the  following  objectives  in  mind: 

To  provide  the  student  a greater  flexibility  for 
career  choice. 

To  offer  opportunities  for  shortening  the  length 
of  educational  experience  at  the  College  to  obtain 
the  M.D.  degree. 

To  improve  articulation  of  the  M.D.  degree 
program  with  premedical  and  postgraduate  educa- 
tional programs,  hopefully  resulting  in  a saving 
of  time. 

To  permit  more  extensive  integration  of  the 
basic  medical  sciences  with  clinical  science 
teaching. 

To  provide  students  with  experience  in  com- 
prehensive medical  care  as  rendered  in  the  com- 
munity by  primary  physicians. 

Since  September  1969,  when  the  new  program 
was  initiated,  we  can  judge  that  some  of  these 
changes  are  successful  and  will  permit  us  to  reach 
the  set  objectives.  A pilot  program  for  the  integra- 
tion of  undergraduate  and  graduate  education  in 
orthopedic  surgery  is  in  the  planning  stage.  Stu- 
dents enrolled  in  this  program  easily  can  shorten 
their  educational  period  by  six  to  eighteen  months. 

Since  the  V.A  Hospital  opened  its  doors  in  the 
fall  of  1967,  the  U^F-VAH  affiliation  has  added 
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significant  clinical  resources  to  the  J.  Hillis  Miller 
Health  Center,  resources  which  are  integral  com- 
ponents of  the  Center’s  educational  planning. 

As  a consequence  of  these  developments,  the 
College  of  Medicine  will  be  in  a far  better  posi- 
tion in  the  1970’s  for  providing  educational  leader- 
ship not  only  for  intramural  but  also  extramural 
programs. 

Association  With  FSU-FAMU 

Upon  the  initiation  of  a small  faculty  group, 
Florida  State  University  (FSU)  and  Florida  A&M 
University  (FAMU),  under  the  leadership  of  Dr. 
H.  Winter  Griffith,  planning  was  begun  in  January 

1969  for  a joint  program  in  the  basic  medical 
sciences  between  FSU,  FAMU,  and  the  University 
of  Florida.  These  activities  culminated  in  a pro- 
posal approved  by  the  Board  of  Regents  in  July 

1970  which  calls  for  the  integration  of  basic  sci- 
ence programs  with  the  preprofessional  programs 
at  FSU  and  FAMU.  Students,  after  successful 
completion  of  the  program  at  FSU-FAMU,  may 
transfer  without  formal  admission  into  the  clinical 
program  at  the  University  of  Florida.  Such  a 
transfer  can  occur  after  four,  five  or  six  years  of 
study  at  FSU-FAMU  depending  on  the  qualifica- 
tions of  the  students.  The  students  may  save  a 
year  in  their  total  medical  education  as  compared 
with  standard  programs  depending  on  the  time  of 
transfer.  It  is  anticipated  the  program  will  be  able 
to  accommodate  40  to  SO  students  who  will  en- 
large the  graduating  class  at  the  University  of 
Florida  up  to  145  students.  This  program  at  FSU 
and  FAMU  conceivably  could  be  expanded  to 
comprise  students  who  would  transfer  to  other 
clinical  programs  in  the  state,  either  at  the  Uni- 
versity of  South  Florida  or  at  the  University  of 
Miami. 


Association  With  the  Jacksonville 
Hospitals  Educational  Program 

The  foresight  of  Dr.  James  Borland  Sr.  from 
Jacksonville  led  to  the  establishment  of  the  Jack- 
sonville Hospitals  Educational  Program  (JHEP) 
in  1958  with  the  purpose  of  improving  the  quality 
of  and  expanding  the  program  in  graduate  medical 
education  in  the  Jacksonville  area.  Under  the 
directorship  of  Dr.  Max  Michael  and  Dr.  Karl 
Hanson,  JHEP  developed  into  an  important  re- 
source for  medical  education  while  strengthening 
its  relationship  with  the  College  of  Medicine  at  the 
University  of  Florida.  A formal  agreement  of  as- 
sociation or  affiliation  between  the  J.  Hillis  Miller 
Health  Center  and  JHEP  was  approved  by  the 
Board  of  Regents  in  November  1969.  This  asso- 
ciation facilitates  access  to  patient  care  facilities 
and  the  professional  talents  in  Jacksonville  for  the 
educational  programs  in  Gainesville.  The  objec- 
tives of  the  program  are  to  enlarge  and  improve 
programs  in  graduate  medical  education,  to  pro- 
vide opportunities  for  clinical  experience  to  medi- 
cal students  at  the  University  of  Florida,  and  to 
act  as  a center  for  continuing  medical  education 
for  the  physicians  in  the  area.  The  association 
between  JHEP  and  the  J.  Hillis  Miller  Health 
Center  also  utilizes  Jacksonville  resources  for 
the  educational  programs  of  the  other  colleges  of 
the  Health  Center  such  as  Dentistry,  Nursing, 
Health  Related  Professions,  and  Pharmacy. 

Association  With  Other  Educational  Programs 

Anticipating  an  ever-widening  sphere  of  re- 
sponsibility, the  College  of  Medicine  is  strengthen- 
ing its  ties  to  programs  established  in  other  medi- 
cal communities  such  as  Pensacola,  Tallahassee 
and  Daytona  Beach.  At  the  present  time  these 
joint  programs  comprise  only  limited  activities  or 


Table  1. — Projected  Student  Enrollment  at  the  University  of  Florida 

College  of  Medicine* 


Program 

1970 

1971 

1972 

1973 

1974 

1975 

M.D.  STUDENTS 

University  of  Florida 

258 

275 

294 

339 

401 

452 

Florida  State  University 

S 

15 

30 

40 

45 

45 

TOTAL 

263 

290 

324 

379 

446 

497 

GRADUATE 

73 

81 

89 

97 

101 

101 

GRADUATE— Other  Colleges  (FTE) 

17 

19 

21 

23 

24 

24 

HOUSESTAFF  & CLINICAL  FELLOWS 

279 

287 

339 

361 

384 

397 

POSTDOCTORAL  CLINICAL  FELLOWS 

12 

13 

15 

16 

17 

18 

POSTDOCTORAL  BASIC  SCIENCE  FELLOWS 

14 

15 

16 

18 

19 

20 

CONTINUING  EDUCATION  (FTE) 

22 

23 

24 

25 

26 

27 

TOTAL  COLLEGE  OF  MEDICINE 

680 

728 

828 

919 

1017 

1084 

* Headcount  except  where  indicated  as  FTE. 

In  addition  to  programs  for  professional  students,  the  College  of  Medicine  offers  basic  science  courses  for 
the  other  health  profession  students,  training  opportunities  for  technical  personnel,  and  is  exploring  the  pos- 
sibility of  a training  program  for  physician’s  assistants  or  their  equivalents. 
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are  in  the  stage  of  planning.  The  strongest  rela- 
tionship exists  with  the  Pensacola  Educational 
Program.  Other  associations  involve  the  Tallahas- 
see Memorial  Hospital,  Halifax  District  Hospital, 
and  several  of  the  Orlando  hospitals.  In  all  in- 
stances local  interest  and  initiative,  together  with 
the  creation  of  an  organization  permitting  local 
leadership,  represent  the  driving  force. 

Conclusion 

Table  1 shows  the  anticipated  number  of  stu- 
dents to  be  enrolled  in  various  programs  of  the 
College  of  Medicine  during  the  1970’s.  Clearly 


the  plaimed  increase  of  student  numbers  would 
not  be  possible  without  integration  with  commu- 
nity resources.  It  is  the  desire  of  the  faculty  of 
the  College  of  Medicine  to  provide  educational 
experience  of  the  highest  quality  to  the  students 
accepted  into  these  programs  with  the  conviction 
that  only  the  best  is  good  enough  for  Florida.  To 
be  successful  in  its  endeavors,  the  College  of  Medi- 
cine needs  the  support  of  all  physicians  in  the 
state. 

► Dr.  Suter,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 


Medical  Advisory  Committee 

University  of  Florida  College  of  Medicine: 

Jere  W.  Annis,  M.D.,  Chairman,  Lakeland 
Henry  J.  Babers  Jr.,  M.D.,  Gainesville 
Gerald  Bryant  Jr.,  M.D.,  Tallahassee 
Russell  B.  Carson,  M.D.,  Fort  Lauderdale 
Henry  R.  Cooper,  M.D.,  Fort  Lauderdale 
Samuel  M.  Day,  M.D.,  Jacksonville 
Karl  B.  Hanson,  M.D.,  Jacksonville 
James  M.  Ingram,  M.D.,  Tampa 
Paul  N.  Unger,  M.D.,  Miami  Beach 
Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach 
Henry  M.  Yonge,  M.D.,  Pensacola 
Robert  E.  Zellner,  M.D.,  Orlando 


Education  does  not  mean  teaching  people  what  they  do  not  know.  It  means  teaching  them  to  behave 
as  they  do  not  behave.  It  is  not  teaching  the  youth  the  shapes  of  letters  and  the  tricks  of  numbers,  and 
leaving  them  to  turn  their  arithmetic  to  roguery  and  their  literature  to  lust.  It  means  on  the  contrary, 
training  them  into  the  perfect  exercise  and  kingly  countenance  of  their  bodies  and  souls.  It  is  a painful, 
continual  and  difficult  work  to  be  done  by  kindness,  by  watching,  by  warning,  by  precept  and  by 
praise,  but  above  all — by  example. 

John  Ruskin 
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A New  Approach  for  Expansion 
of  Medical  Education  in  Florida 

Impact  and  Implementation 


Donn  L.  Smith,  M.D. 


The  current  rapid  growth  in  Florida’s  popula- 
tion which  will  continue,  according  to  projections, 
plus  the  shortage  of  medical  manpower  at  the  na- 
tional level  provide  an  appropriate  setting  for  new 
approaches  and  substantive  changes  in  medical 
education.  New  ideas  involve  intramural  activities 
within  individual  schools;  statewide  programs  and 
ultimately  regional  planning  undoubtedly  will 
develop. 

Plans  for  expanding  medical  education  in 
Florida  include  a college  of  medicine  at  the  Uni- 
versity of  South  Florida  in  Tampa.  The  impact 
of  this  institution  will  be  felt  generally  throughout 
the  state  and  particularly  in  the  mid-Florida  area. 

Two  areas  of  significance  are  certain.  The 
first  is  production  of  additional  physicians.  In 
full  operation  the  college  of  medicine  will  train 
100  physicians  each  year.  Whatever  solutions  are 
finally  found  to  the  problems  of  increasing  health 
needs  undoubtedly  will  require  medical  manpower 
in  ever  increasing  numbers. 

The  second  is  the  increased  opportunity  for 
our  young  people  to  enter  the  profession  as  a 
career  choice.  It  may  well  be  that  opportunities 
for  them  will  be  a more  significant  long  term  con- 
tribution than  simple  increases  in  manpower.  In 
any  event,  progress  in  expanding  opportunities  to 
study  medicine  will  represent  equal  progress  in 
overcoming  manpower  shortages.  Either  way, 
establishment  of  a second  state  institution  for 
medical  education  is  certainly  justified  as  an  inte- 
gral part  of  the  program  of  expansion  in  this  im- 
portant field  of  education. 

Another  extremely  important  facet  will  be  the 
provision  of  an  entry' point  for  second  year  stu- 
dents from  the  new  program  projected  for  medical 
basic  science  education  at  Florida  State  Univer- 
sity. Our  curriculum  is  designed  to  facilitate  ad- 
mission of  a substantial  number  of  these  students. 
This  concept  is  in  harmony  with  the  overall  plan 
for  increasing  the  number  of  physician  graduates. 


Dr.  Smith  is  Director  of  the  Medical  Center  and  Dean  of  the 
College  of  Medicine,  University  of  South  Florida,  Tampa. 


Implementation  of  the  expansion  in  medical 
education  by  establishment  of  a new  college  of 
medicine  requires  that  funding  be  made  available, 
faculty  recruited,  students  selected,  an  effective 
educational  program  designed  and  facilities  con- 
structed. These  activities  have  been  undertaken 
since  November  1969  and  are  well  along  toward 
operative  status.  The  first  class  will  be  admitted 
in  September  1971.  This  represents  accelerated, 
but  hopefully  sound,  implementation  of  a particu- 
lar part  of  the  state  program. 

The  College  of  Medicine  of  the  University  of 
South  Florida  will  be  student-oriented  with  major 
emphasis  upon  teaching  clinical  medicine  and  its 
practice.  We  recognize  our  obligations  in  the 
production  of  new  knowledge,  i.e.,  research,  but 
will  proceed  with  the  concept  that  we  have  a pri- 
mary obligation  to  teach,  accompanied  by  the  op- 
portunity to  achieve  research.  By  this  pathway, 
we  will  attempt  to  establish  and  to  develop  a dis- 
tinguished college  of  medicine  as  a visible  and 
major  asset  within  the  state  university  system 
dedicated  to  the  welfare  of  all  citizens.  The  col- 
lege of  medicine  will  endeavor  to  create  and  main- 
tain an  environment  which  is  truly  responsive  to 
the  hopes  of  its  students,  to  the  needs  of  the  com- 
munity and  to  the  wisdom  and  experience  of  the 
medical  community. 

y Dr.  Smith,  College  of  Medicine,  University  of 
South  Florida,  Tampa  33620. 


Medical  Advisory  Committee 

University  of  South  Florida: 

Thomas  E.  McKell,  M.D.,  Chairman,  Tampa 
Frank  C.  Bone,  M.D.,  Orlando 
George  S.  Palmer,  M.D.,  Tallahassee 
Irving  M.  Essrig,  M.D.,  Tampa 
Richard  G.  Connar,  M.D.,  Tampa 
Russell  Smith  Jr.,  M.D.,  Tallahassee 
David  S.  Hubbell,  M.D.,  St.  Petersburg 
Malcolm  D.  Clayton  Jr.,  M.D.,  Tampa 
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The  University  of  Miami  School  of  Medicine’s 
Changing  Patterns  of  Medical  Education 

E.  M.  Papper,  M.D.  and  Bernard  J.  Fogel,  M.D. 


Many  of  the  alternatives  in  curriculum  revision 
which  have  recently  been  proposed  throughout  this 
country  and  abroad  have  been  tried  over  the 
years  in  one  form  or  another.  Most  are  thoroughly 
considered  in  both  the  1910  and  1925  Flexner 
Reports.  In  the  latter  report,  Flexner  described 
Medicine  as  a curious  blend  of  superstition,  em- 
piricism and  that  kind  of  sagacious  observation  of 
which  science  is  ultimately  made.  It  is  the  varia- 
tion of  the  portions  of  these  ingredients  that  has, 
through  the  years,  made  us  carefully  re-evaluate 
the  relevance  of  our  training  programs. 

However,  through  the  ages,  the  pendulum 
shifted  from  superstition  to  a rather  narrow  range 
of  empiricism.  It  was  appropriate  and  reasonable 
that  from  1600  until  the  nineteenth  century  all 
medical  training  was  by  apprenticeship.  As  our 
observations  became  more  systemized,  refined  and 
enlarged  upon,  we  became  discontented  with  super- 
stition and  empiricism.  In  the  early  twentieth  cen- 
tury there  evolved  the  essentials  of  the  present 
method  of  teaching  medical  students  and  house- 
staff  officers.  There  have  really  been  few  changes 
in  the  pattern  of  medical  education  since  Flexner’s 
first  report  in  1910.  During  the  past  few  years, 
however,  virtually  every  approved  medical  school 
in  the  United  States  has  carefully  reviewed  and 
initiated  changes  in  its  respective  educational 
programs.  The  following  are  a few  of  the  reasons 
why  an  upheaval  of  long  entrenched  medical  edu- 
cation systems  was  imperative. 

First,  great  social  demands  are  being  placed 
on  our  medical  schools.  The  people,  as  patients, 
are  demanding  better  standards  of  health  care  for 
all,  irrespective  of  social  or  economic  clciss.  The 
report  of  the  National  Advisory  Commission  on 
Health  Manpower  contains  the  following  statement 
on  the  crisis  in  matters  pertaining  to  health  in  the 
United  States. 

“The  indicators  of  the  health  care  crisis  are 
evident  by  the  long  delays  to  see  a physician  for 
routine  care:  The  lengthy  periods  spent  in  the 

Dr.  Papper  ia  Vice  President  and  pean,  and  Dr.  Fopel  is 
Asaociate  Dean,  for  Education  of  the  University  of  Miami  School 
of  Medicine,  Miami. 


well-named  waiting  room,  then  hurried  and  some- 
times impersonal  attention  in  a limited  appoint- 
ment time:  The  difficulty  in  obtaining  care  on 
nights  and  weekends,  except  through  hospital 
emergency  rooms:  The  unavailability  of  beds  in 
one  hospital  while  many  beds  are  empty  in  an- 
other: The  reduction  of  hospital  services  because 
of  a lack  of  nurses:  The  needless  duplication  of 
certain  sophisticated  services  in  the  same  commu- 
nity: The  uneven  distribution  of  care  as  indicated 
by  the  health  statistics  of  the  rural  poor,  urban 
ghetto  dwellers,  migrant  workers,  and  other 
minority  groups  which  occasionally  resemble  the 
health  statistics  of  a developing  country.” 

Former  Secretary  of  Health,  Education  and 
Welfare,  Wilbur  Cohen  stated  that  medical  schools 
must  prepare  the  trainees  for  the  coming  era  of 
social  medicine.  He  went  on  to  say  that  medical 
schools  must  become  a major  resource  for  dealing 
with  the  general  social  and  health  problems  of 
society.  Thus,  the  government  has  increasingly 
asked  the  medical  schools  to  provide  direct  health 
services  to  the  community.  This  aspect  of  medical 
education  is  in  full  accord  with  the  feelings  of  to- 
day’s students  who  appear  to  have  an  increasing 
desire  to  serve  their  community.  Medical  students 
and  houseofficers,  who  have  been  traditionally 
conservative,  have  none  the  less  been  demonstrat- 
ing increasing  concern  for  the  world  outside  the 
classroom  and  hospital.  The  Student  Health  Orga- 
nization, the  Student  American  Medical  Associa- 
tion and  the  Association  of  Interns  and  Residents 
have  been  asking  that  the  medical  schools  assume 
a leading  role  in  improving  this  country’s  system 
of  health  care.  They  have  advocated  that  the 
educational  experience  become  more  appropriate 
to  contemporary  needs.  Finally,  there  has  been  a 
major  impetus  for  medical  schools  to  provide 
greater  opportunities  for  the  disadvantaged. 

Unfortunately,  the  answer  is  not  one  of  more 
equitable  distribution  and  efficacious  medical  ser- 
vice alone.  Although  contested  by  a small  minority, 
there  is  a physician  manpower  shortage  in  this 
country.  No  matter  what  role  will  be  assigned  to 
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the  physician  in  the  future,  the  number  of  indi- 
\dduals  requiring  the  services  of  the  medical  pro- 
fession has  increased  markedly  since  1945.  Al- 
most 8,500  physicians  graduated  from  medical 
school  in  1969.  This  number  represents  approxi- 
mately 500  more  than  were  graduated  in  1967  and 
just  over  1,000  more  than  completed  medical 
school  in  1960.  Clearly  the  rate  of  increase  of 
medical  graduates  has  been  too  slow  to  keep  pace 
with  this  country’s  population  growth.  To  keep 
pace  with  this  rate  of  increase,  we  would  have  to 
graduate  over  20,000  physicians  in  1970.  Despite 
expansion  of  the  number  of  medical  schools  to  103 
and  governmental  pressure  to  increase  enrollment 
in  1970,  statisticians  indicate  that  in  1975  the 
number  of  graduates  from  American  medical 
schools  will  be  little  more  than  10,000,  a figure 
which  barely  doubles  the  number  of  anticipated 
deaths  among  physicians.  It  is  obvious  that  sim- 
ply increasing  enrollment  will  not  solve  the  prob- 
lem. It  is  apparent  that  we  must  educate  physi- 
cians to  make  more  efficient  use  of  their  profes- 
sional time  and  must  completely  re-evaluate  the 
type  of  physicians  that  we  should  be  turning  out. 

The  burgeoning  body  of  medical  and  scientific 
knowledge  has  been  another  factor  in  causing  edu- 
cators to  review  the  system.  The  pattern  of  educa- 
tion established  by  Flexner  was  designed  to  pre- 
pare the  physician  to  enter  the  practice  of  medi- 
cine immediately  following  graduation.  Much  that 
was  taught  was  empirical.  Little  consideration 
was  given  to  the  long  periods  of  post  graduate 
education  that  all  of  us  presently  experience.  Ex- 
pansion of  the  field  of  knowledge  was  met  by 
simply  extending  the  curriculum.  The  explosive 
advances  in  science  and  technology  which  have 
occurred  during  the  past  25  years  malce  this  form 
of  education  impossible. 

The  question  of  how  responsive  the  medical 
schools  should  be  to  social  demands  is  a valid  one. 
Many  thoughtful  individuals  feel  that  scientific 
medicine  and  social  medicine  may,  to  a degree,  be 
incompatible.  Others  are  concerned  that  a major 
expansion  in  enrollment  will  return  medical  educa- 


tion to  a trade  school  atmosphere.  Some  feel  that 
a total  commitment  to  external  pressure  will  keep 
us  from  pursuing  our  academic  and  intellectual 
missions. 

Although  many  of  the  revisions  in  the  Univer- 
sity of  Miami  School  of  Medicine’s  educational 
system  are  a direct  response  to  the  factors  men- 
tioned above,  the  type  of  educational  program  that 
has  evolved  has  been  dependent  upon  the  essential 
ingredients:  The  students,  faculty  and  facilities. 

STUDENT  BODY. — During  the  past  several 
years  the  quality  of  the  entering  class  has  im- 
proved markedly.  Since  1964,  we  have  doubled 
the  number  of  applicants  and  expanded  the  fresh- 
man class  from  80  to  115  (Table  I).  An  idea  of 
the  improved  quality  of  the  students  can  be  ob- 
tained by  comparing  the  academic  backgrounds  of 
the  accepted  applicants  in  1969  and  1970  (Table 
II).  Last  year  the  mean  grade  point  average  of 
the  freshman  class  was  2.99;  50  percent  had  less 
than  a 3.0  average.  Eighty- three  percent  of  those 
accepted  to  this  year’s  entering  class  have  higher 
than  a 3.0  average;  the  mean  grade  point  score 
being  3.16.  The  prerequisite  course  average  is 
even  higher,  at  3.21.  Both  the  Science  and  Quan- 
titative scores  on  the  Medical  College  Admission 
Tests  are  higher  than  previous  years  and  com- 
parable to  the  mean  score  of  accepted  applicants 
throughout  the  United  States.  Although  only 
three-fourths  of  the  entering  class  for  1971  have 
been  selected,  virtually  every  student  has  a grade 
point  average  which  exceeds  3.5.  M.C.A.T. 
scores  are  correspondingly  high.  Thus  far,  nearly 
every  student  accepted  by  our  school  has  reserved 
a position  in  next  year’s  class. 

Another  indication  of  the  improved  caliber  of 
student  is  the  low  attrition  rate.  Of  the  383  stu- 
dents who  registered  at  the  beginning  of  the  1969- 
1970  academic  year,  only  three  were  lost  to  medi- 
cal careers. 

FACULTY. — There  are  352  members  of  the  full- 
time faculty  of  the  University  of  Miami  School  of 
Medicine.  This  faculty  is  supplemented  by  57 


Table  1. — Previous  Admission  Data 


Number  of  Not 


Year 

Applicants 

Accepted 

Accept.us 

Accept. 

Enrolled 

Female 

Male 

1964 

357 

128 

100 

217 

.80 

4 

76 

196S 

406 

131 

96 

253 

80 

6 

74 

1966 

418 

132 

103 

271 

80 

14 

66 

1967 

435 

136 

99 

279 

85 

8 

77 

1968 

503 

144 

107 

337 

85 

9 

76 

1969 

631 

181 

114 

481 

103 

6 

97 

1970* 

750 

141 

115 

609 

115 

10 

105 

• Data  up  to  April  1970. 
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Table  2. — Academic  Background  of  Entering 
Classes  1969-1970 


1969 

1970 

GPA 

2.99 

3.16 

% 3.0 

MCAT: 

50% 

84% 

Quant. 

580 

588 

Science 

530 

537 

part-time  and  more  than  800  voluntary  members 
drawn  from  the  local  community.  The  degree  of 
participation  by  the  voluntary  staff  varies  with  the 
departments  involved.  Voluntary  faculty  is  espe- 
cially valuable  to  the  Department  of  Medicine 
where  they  provide  as  much  as  30%  of  the  bed- 
side teaching.  In  addition  to  the  regular  faculty 
there  are  520  full-time  post-doctoral  (M.D.-Ph.D.) 
trainees  who  share  in  the  teaching  responsibility. 

In  August,  1969,  the  new  Rosenstiel  Medical 
Science  Building  was  opened  and  contains  three 
auditoriums  which  seat  136  each.  Auditoriums 
have  the  latest  audiovisual  aids  as  well  as  closed 
circuit  television.  This  summer  the  television  net- 
work will  be  expanded  to  all  teaching  areas.  Gross 
Anatomy  laboratories  can  accommodate  as  many 
as  200  students;  140  actually  attended  the  start 
of  the  freshman  classes.  There  are  multidisciplin- 
ary laboratories  for  both  the  first  and  second  year 
classes.  Each  contains  individual  learning  areas 
for  120  students.  The  medical  library  is  im- 
mediately accessible. 

CLINICAL. — The  school  is  fortunate  to  have 
some  of  the  best  clinical  facilities  in  the  United 
States,  Jackson  Memorial  Hospital  has  over  1,300 
beds,  92  bassinets  and  55  incubators.  The  Veter- 
ans Administration  Hospital  is  directly  adjacent 
to  the  School  of  Medicine  and  within  the  Medical 
Center  complex.  It  contains  1,060  teaching  beds 
and  is  an  integral  part  of  the  University  of  Miami 
teaching  program. 

The  National  Children’s  Cardiac  Hospital,  of 
the  University  of  Miami,  contains  a 14  bed  Clini- 
cal Research  Unit,  a 22  bed  general  nursing  unit 
for  adults  and  children,  a faculty  out-patient 
Diagnosis  Center  and  two  floors  of  general  re- 
search space.  These  facilities  will  undergo  expan- 
sion during  the  next  twelve  months. 

This  fall  marked  the  opening  of  the  Mailman 
Child  Development  Center,  which  will  house  an 
extensive  multidisciplinary  approach  to  problems 
of  mental  retardation.  Recently,  negotiations  were 
completed  for  an  affiliation  between  the  University 
of  Miami  School  of  Medicine  and  the  Mt.  Sinai 


Hospital  of  Miami  Beach  and  Cedars  of  Lebanon 
Hospital  of  Miami. 

In  the  past  three  years,  the  curriculum  and  the 
philosophy  of  the  University  of  Miami  School  of 
Medicine  have  undergone  major  change.  The 
ultimate  goal  is  to  create  a framework  of  medical 
education  in  which  a student  may  function  to  the 
best  of  his  abilities  and  interests,  and  to  educate 
men  and  women  to  be  physicians  of  knowledge 
and  compassion.  It  purports  to  teach  them  the  sci- 
ence of  medicine  and  the  arts  and  skills  of  medi- 
cine with  all  of  the  social  implications  and  obliga- 
tions. 

CURRICULUM. — Despite  severe  limitations  im- 
posed by  understaffed  preclinical  departments  and 
geographic  separation  of  the  basic  science  facilities 
until  August,  1969,  the  school  introduced  during 
the  past  three  years,  many  of  the  curriculum  revi- 
sions leading  to  this  school’s  ultimate  education 
objectives.  In  1967,  there  was  an  overall  22% 
reduction  in  the  time  allocated  to  the  basic  sci- 
ences; Gross  Anatomy  which  was  previously  308 
hours  is  now  165  hours;  Pathology  was  reduced 
from  424  hours  to  245  hours;  Microbiology  204 
hours  to  162  hours;  Pharmacology  170  hours  to 
105  hours;  Parasitology  from  84  hours  to  30 
hours.  Most  of  the  time  was  taken  from  excessive 
laboratories  and  by  eliminating  irrelevant  material. 
Despite  the  loss  of  hours,  virtually  every  faculty 
member  is  in  agreement  that  these  courses  im- 
proved considerably. 

An  entirely  new  course  in  Neuroscience,  the 
prototype  for  all  the  interdisciplinary  courses  to  be 
taught  in  the  future,  was  introduced.  Six  weeks 
were  devoted  to  the  study  of  the  nervous  system. 
Three  members  of  the  Neuroscience  planning 
committee  (anatomist,  physiologist  and  neurol- 
ogist), attend  every  lecture,  laboratory  and  clini- 
cal correlation  conference.  More  than  40  other 
faculty  members  from  8 departments  also  partici- 
pated. The  reduction  in  time  also  permitted  the 
introduction  of  meaningful  clinical  teaching. 

The  opening  of  our  new  Rosenstiel  Medical 
Science  Building  permitted  us  to  introduce  many 
innovations.  The  Physical  Diagnosis  course,  now 
called  Introduction  to  Medicine  was  further  re- 
vised and  expanded.  Emphasized  in  the  course  are 
not  only  the  fundamentals  of  the  history  and  phys- 
ical examination,  but  the  concept  that  the  relation- 
ship which  develops  between  doctor  and  patient 
during  the  course  of  medical  evaluation  and  care 
is  one  of  the  most  sensitive  of  human  relationships. 
A total  awareness  of  the  patient’s  problems  (i.e.. 
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social,  economic,  personal,  etc.),  is  the  objective  of 
each  experience.  Sixty-four  hours  are  devoted  to 
this  aspect  of  the  course.  This  correlates  closely 
with  the  Freshman  Systemic  Biology  and  Sopho- 
more Pathology  Programs. 

The  Sophomore  year  has  been  completely  re- 
vised. From  September  until  November,  students 
are  taught  general  concepts  of  Microbiology, 
Pathology  and  Pharmacology.  Each  Department 
prepares  the  students  for  the  integrated  Mechan- 
isms of  Disease  course  to  be  offered  later  in  the 
year.  During  the  month  of  December,  we  intro- 
duced a special  program  in  Health  Ecology,  based 
on  the  premise  that  there  is  in  the  United  States 
today  a broad  mandate  to  make  first  class  health 
care  available  to  every  American.  Granting  this, 
it  follows  that  medical  schools  have  a crucial  role 
to  play  in  training  physicians  to  become  cognizant 
of  some  of  the  problems  involved  in  accomplishing 
such  a goal  and  in  providing  them  with  the  skills 
they  need  to  have  greater  impact  in  this  regard. 

The  combined  approach  of  the  faculty  will  be 
in  terms  of  comprehensive  medical  care  and  a 
better  understanding  of  the  health  care  system. 
Our  perspective  will  have  three  major  foci: 

1)  To  help  the  students  develop  positive 
attitudes  toward  health  care  in  people 
of  different  cultural  backgrounds. 

2)  To  explore  the  economic  and  cultural 
influences  on  health. 

3)  To  examine  the  health  needs  of  the 
various  segments  of  the  community  and 
of  the  communities  ability  to  deal  with 
them. 

In  January,  1971,  we  will  begin  the  Mechan- 
isms of  Disease  course.  This  interdepartmental 
program  will  emphasize  the  disease  processes  which 
effect  various  organ  systems.  Basic  science  aspects 
of  disease  will  be  stressed  and  teaching  will  have 
a definite  clinical  orientation.  Preventive  Medicine 
will  no  longer  be  taught  as  an  independent  entity, 
but  will  be  integrated  into  the  systems  approach. 
Introduction  to  Medicine,  which  has  always  been 
presented  separately  will  also  be  a part  of  the  new 
program. 

In  August  of  1968,  third  and  fourth  year  stu- 
dents began  two  years  of  uninterrupted  clinical 
training.  The  core  program  was  broken  down  as 
follows:  Medicine — 12  weeks;  Surgery — 12  weeks; 
Pediatrics — 6 weeks;  Obstetrics  and  Gynecology — 
6 weeks;  Psychiatry — 6 weeks;  Neurology — 4 
weeks;  Anesthesiology — 2 weeks.  After  comple- 


tion of  the  junior  clerkship,  students  then  began 
38  weeks  of  what  was  the  modified  elective 
program. 

The  curriculum  presently  being  taught  pro- 
vides a sound  basis  for  more  meaningful  and  imag- 
inative revisions.  Under  careful  consideration  is 
a plan  which  would  both  shorten  the  formal  medi- 
cal school  program  and  provide  the  student  with  a 
fourth  year  University  Internship.  Students  would 
take  18  months  of  preclinical  training  somewhat 
similar  to  the  present  system.  The  majority  of 
time  would  be  devoted  to  systemic  physiology  and 
mechanisms  of  diseases.  Emphasis  would  be  placed 
on  the  use  of  conceptual  tools  and  not  on  the  dis- 
semination of  details.  By  modifying  and  review- 
ing the  entire  preclinical  curriculum,  it  would  be 
possible  to  achieve  a coordination  of  subject 
matter. 

Although  students  could  begin  their  clinical 
training  during  their  second  year,  drastic  reduction 
in  preclinical  time  would  not  be  necessary.  Time 
previously  allocated  to  excessive  and  unimagina- 
tive laboratory  exercises  could  be  utilized  more 
efficiently.  Instead  of  the  20  week  vacation  each 
academic  year,  the  student  would  be  permitted 
eight  weeks  of  free  time  annually. 

Thirty-six  weeks  of  clinical  training  would 
follow  the  preclinical  course.  This  would  be  more 
flexible  than  past  programs  in  that  the  students 
would  not  be  required  to  take  all  of  the  clinical 
specialities.  Finally,  students  would  be  offered  35 
weeks  of  clinical  electives  integrated  with  basic 
sciences.  These  would  be  constructed  so  that 
each  clinical  subject  taught  would  contain  signifi- 
cant time  for  basic  science  lectures,  seminars  and 
laboratories.  Although  a few  purely  clinical  elec- 
tives would  be  included  in  the  program,  no  at- 
tempt will  be  made  to  turn  the  elective  program 
into  a rotating  internship. 

After  completion  of  the  three-year  program 
(which  will  contain  virtually  the  same  number  of 
course  hours  as  the  present  curriculum),  several 
alternatives  will  be  available  to  both  the  student 
and  faculty.  Some  students  would  be  required  to 
take  a fourth  year.  Most  would  be  able  to  obtain 
their  M.D.  degree  after  a year  of  approved  intern- 
ship. 

It  is  anticipated  the  majority  of  students  will 
enter  a University  of  Miami  supervised  internship 
and  residency  program  which  will,  in  effect,  be  an 
extension  of  the  three-year  curriculum.  Finally, 
some  students  may  elect  to  take  further  post- 
graduate training  and  will  be  able  to  earn  their 
M.D.  and  Ph.D.,  degrees  within  five  years. 
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This  program,  coupled  with  the  admission  of 
qualified  three-year  premedical  students,  could 
reduce  by  two  years  the  present  eight  years  need- 
ed to  obtain  the  M.D.  degree.  More  importantly, 
it  would  provide  the  student  with  a more  realistic 
basis  from  which  to  continue  medical  training. 

Also,  under  careful  consideration  is  the  estab- 
lishment of  a six  year  medical  curriculum  begin- 
ning with  high  school  graduation.  This  program 
would  involve  teaching  the  present  medical  school 
Anatomy,  Biochemistry  Physiology,  Microbiology 
and  Pharmacology  courses  in  place  of  assorted, 
less  relevant  science  courses  currently  part  of  most 
premedical  curriculum.  We  feel  that  there  are 
several  distinct  advantages  to  such  a program: 

1)  The  efficiency  of  the  output  of  the  School 
of  Medicine  would  be  increased  by  adding 
two  very  productive  years  to  the  career  of 
each  of  its  M.D.s. 

2)  The  M.D.  student  would  see  much  more 
clearly  than  he  does  now  the  point  at  which 
clinical  training  would  begin. 

Under  the  present  system,  he  spends  four  years 
in  college,  looks  forward  eagerly  to  the  day  when 
he  enters  medical  school  to,  as  he  thinks,  begin 
clinical  medicine,  only  to  find  that  a large  part 
of  his  studies  in  the  freshman  year,  i.e.,  the  basic 
sciences,  seems  like  a return  to  college.  The  frus- 
tration he  feels  reflects  itself  in  an  attitude  to  the 
basic  sciences  that  clouds  his  interests  in  them. 

Finally,  we  are  considering  an  educational 
process  which  would  begin  with  the  entrance  to 


college  and  end  with  the  completion  of  specialty 
training.  This  would  require  that  the  School  of 
Medicine  have  a considerable  input  into  the  de- 
velopment of  the  University  curriculum.  Intern- 
ships and  residency  training  would  also  have  to 
come  under  the  control  of  the  School  of  Medicine. 
.Mthough  everyone  is  agreed  that  there  is  an  essen- 
tial core  of  information  which  must  be  taught  to 
all  medical  students,  such  a program  would  have 
to  be  extremely  flexible  and  permit  multiple  tracks 
for  differentiation. 

Since  1967,  the  University  of  Miami  School  of 
Medicine  has  nearly  doubled  its  undergraduate 
enrollment  and  completely  revised  its  medical  edu- 
cation program.  Next  fall  we  anticipate  another 
increase  in  the  size  of  the  freshman  class.  This 
year’s  admission  data  suggest  that  the  school 
could  probably  double  freshman  enrollment  with- 
out significantly  compromising  the  entrance  stand- 
ards. Whether  the  curriculum  revisions  already 
introduced  and  those  to  be  implemented  in  the  near 
future  will  be  successful  cannot  be  determined  at 
this  time.  They,  however,  stimulated  the  interest 
and  enthusiasm  of  virtually  every  student  and 
faculty  member  on  the  School  of  Medicine  campus. 
We  are  convinced  that  the  University  of  Miami 
School  of  Medicine  can  be  responsive  to  society’s 
needs  and  still  maintain  the  scholarly  atmosphere 
that  has  characterized  its  development  during  the 
past  decade. 

► Dr.  Fogel,  P.O.  Box  875,  Biscayne  .'^nnex,  Mi- 
ami 33152. 
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Quo  Vadis 

Family  Practice  Residencies? 

William  H.  Hubbard,  M.D. 


In  the  past  two  years  much  has  been  accom- 
plished for  family  practice  residencies  by  estab- 
lishment of  the  American  Board  of  Family  Prac- 
tice, with  also  plans  for  a second  certifying  exami- 
nation to  be  given  in  February  1971.  In  addition, 
recently  the  American  Academy  of  General  Prac- 
tice voted  to  change  its  name  to  the  American 
Academy  of  Family  Practice.  Furthermore,  the 
AAFP  is  recommending  that  after  1975  the  Edu- 
cation Council  of  the  A.M.A.  should  not  approve 
any  more  general  practice  residencies  but  only 
grant  official  sanction  to  family  practice  resi- 
dencies. 

There  are  many  physicians  who  still  feel  this 
impact  of  family  practice  will  only  have  a meager 
influence  on  the  future  practice  of  medicine,  al- 
though there  are  now  53  approved  family  practice 
residencies  in  the  United  States  with  a combined 
number  of  approximately  300  residents.  The  ex- 
pressed feeling  is  this  number  of  residents  repre- 
sents the  neophyte  physicians  who  would  have 
formerly  chosen  general  practice  residency  pro- 
grams. Many  interested  authorities  have  stated 
that  the  problem  lies  in  the  graduate,  or  medical, 
school  level.  Development  of  Departments  of 
Family  Practice  repeatedly  are  stressed  for  medi- 
cal schools  in  order  to  provide  exposure  to  medical 
students  who  frequently  decide  their  future  area 
of  medicine  early  in  training.  Nevertheless,  ap- 
proximately 50  of  the  approximately  100  medical 
schools  have,  or  presently  are  planning,  depart- 
ments or  divisions  of  family  practice. 

Regardless  there  is  much  to  be  said  about  the 
concept  of  family  practice  residencies.  These 
training  programs  are  not  just  a rehash  of  old 
GP  residencies  but  a thoughtful  and  practical 
preparation  of  a student  physician  for  the  practice 
of  medicine.  As  a graduate  of  a two  year  G.P. 
residency  program  following  internship  and  as  a 
director  of  a family  practice  residency  program, 
the  author  wishes  to  delineate  some  of  the  newer, 
improved  aspects  of  postgraduate  training. 


Dr.  Hubbard  is  Director  of  Family  Practice  Residency,  Hali- 
fax District  Hospital,  Daytona  Beach. 


Practical  Training 

Previously  residency  training  programs  have 
been  geared  for  hospital  activities.  That  is,  the 
resident  would  devote  approximately  80%-85% 
of  the  time  in  the  hospital  and  about  15%-20% 
would  be  spent  in  outpatient  facilities.  The  medi- 
cal practice  of  these  physicians,  however,  would 
be  in  the  reverse  order;  namely,  15%-20%  of  the 
busy  practitioner’s  schedule  would  be  for  hospital- 
ized patients  and  approximately  80% -8  5%  of  the 
time  would  consist  of  medical  office  activities. 
Admittedly,  for  surgical  specialties  the  hospital 
oriented  training  is  more  realistic  for  the  future 
activities  of  these  doctors.  Nevertheless,  many 
physicians  acting  in  some  capacity  as  primary 
physicians,  such  as  generalists,  internists  and 
pediatricians,  should  have  a different  approach  for 
the  postgraduate  training. 

The  author  recalls  from  personal  experience 
being  ill-prepared  for  establishing  a medical  office. 
The  neophyte  physician  starting  practice  is  literal- 
ly submerged  with  various  salesmen  offering  easy 
but  long  committing  credit  for  materials  which  are 
“needed”  for  the  operation  of  a medical  office. 
Many  times  it  is  three  to  five  years  before  this 
beginning  physician  can  personally  decide  what 
is  needed  and  what  is  extraneous  for  his  particular 
practice.  In  many  instances  this  awareness  occurs 
too  late,  with  the  doctor  being  shackled  with  5,  10 
or  20  year  leases  or  contracts.  The  appearance  of 
professional  management  corporations  have  assist- 
ed this  situation,  but  these  do  not  answer  all  the 
associate  problems  and  decision-making  situations. 
The  popularity  of  the  Medical  Economics  maga- 
zine only  illustrates  further  these  needs  of  the 
practicing  physicians. 

In  general,  however,  the  three  year  family 
practice  residencies  have  the  following  division  of 
hospital  and  office  orientation:  the  first  year  is 
divided  into  75%  hospital  and  25%  office  experi- 
ences; the  second  year  is  composed  of  50%  time 
in  each  area,  or  50-50,  and  the  third  year  is  geared 
for  25%  hospital  work  and  75%  office  activities. 
There  are  many  ways  that  this  division  of  respon- 
sibility is  accomplished  in  each  residency  program. 
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according  to  the  local  variations  of  hospitals  hav- 
ing these  training  experiences.  Nevertheless,  one 
way  this  division  is  accomplished  is  by  the  in- 
creasing assignment  of  the  resident  to  the  model 
of  family  practice. 

The  Model  of  Family  Practice 

The  model  of  family  practice  is  the  simulated 
medical  office  for  the  resident  which  will  mirror 
his  future  office  in  many  ways.  That  is,  many 
methods  of  practice  will  be  demonstrated  with  the 
disadvantages  and  advantages  of  each  being  illus- 
trated, such  as  solo,  partnership  or  expense  shar- 
ing, and  group  practice.  In  this  manner  a resident 
is  provided  the  opportunity  to  select  a future 
method  of  practice  according  to  his  personality 
and  working  habits. 

The  assignment  of  the  student  physician  to  this 
unit  may  be  as  follows:  Two  half  days  per  week 
for  the  first  year  of  training;  then  four  half  days 
per  week  for  the  second  year,  and  finally  six  half 
days  a week  for  the  third  year.  As  the  residency 
progresses,  more  time  is  spent  in  the  model  of  fam- 
ily practice.  It  should  also  be  pointed  out  that 
these  assignments  are  for  each  week  of  each  year. 
That  is,  the  resident  will  have  weekly  office  hours 
throughout  the  training  program. 

The  t)^)e  of  medical  care  to  be  provided  in  this 
setting  should  also  be  stressed.  This  care  follows 
the  definition  of  family  practice,  which  is  the 
continual  comprehensive  care  of  family  units.  By 
having  weekly  office  hours,  the  continual  type  of 
care  is  furnished.  In  addition,  by  orientation, 
comprehensive  care  is  fulfilled  with  the  emphasis 
on  people  who  may  have  several  problems  which 
need  “bumper-to-bumper”  service  at  one  sitting. 
This  type  of  service  is  called  family  medicine 
rather  than  the  customary  medical,  surgical,  or 
gyn.  clinics.  For  example,  in  the  older  clinic  con- 
cept a patient  reported  to  the  medical  clinic  on 
a Monday  for  blood  pressure  and  cardiac  status 
evaluation;  then  on  Wednesday  she  showed  up  in 
the  gyn.  clinic  for  a Pap  smear,  and  finally  on 
Thursday  she  had  a lump  in  the  breast  evaluated 
in  the  surgical  clinic.  In  the  newer  concept,  this 
same  patient  can  receive  all  of  these  services  at 
one  time  in  the  Family  Medicine  Service.  Thus, 
the  orientation  is  on  people  rather  than  disease  or 
system  entities. 

People-Oriented  Doctors 

To.  further  establish  this  “people-oriented” 
doctor  concept,  the  family  practice  resident  is  as- 
signed families  who  are  followed  throughout  his 


training  period.  For  example,  for  the  first  year 
there  are  25  families,  then  50  families  for  the 
second  year,  and  finally  for  the  third  year  there 
will  be  100  families.  This  neophyte  doctor  pro- 
vides care  in  whatever  setting  is  required.  The 
conditions  may  require  the  patient  to  be  treated 
at  home,  the  office  or  model  of  family  practice, 
hospital,  emergency  room,  an  extended  care  facil- 
ity or  nursing  home.  The  responsibility  for  pro- 
viding 24  hours  coverage  rests  on  the  shoulders  of 
this  resident. 

Assisting  the  resident  with  this  responsibility, 
the  hospital  switchboard  functions  as  a “doctors’ 
answering  service.”  These  families  learn  the  name 
of  “their  doctor”  and  call  the  hospital  whenever 
a medical  problem  arises.  The  switchboard  opera- 
tor locates  the  resident  involved  who  decides  what- 
ever action  is  needed.  That  is,  home  remedies  or 
adjustment  of  present  medications  may  suffice 
until  the  next  regularly  scheduled  visit  in  “the 
office.”  Or,  the  resident  may  meet  the  patient 
in  the  emergency  room  where  evaluation  is  made 
concerning  immediate  therapy  or  possible  hospi- 
talization. If  the  patient  is  admitted  to  the  hos- 
pital, the  resident  “works  up”  the  patient  and  ob- 
tains any  consulting  services  needed.  Even  if  a 
special  surgical  procedure  is  performed,  the  stu- 
dent physician  follows  the  progress  of  his  patient 
and  coordinates  all  the  medical  services,  also  act- 
ing as  liaison  for  interpretation  of  this  progress 
to  the  relatives.  That  is,  the  patient  or  his  family 
will  always  have  one  physician  who  can  be  ap- 
proached for  information  regarding  medical  care. 
If  a resident  desires  to  take  an  evening  or  week- 
end off,  he  checks  out  to  another  resident  who  so 
to  speak  “covers  his  practice.”  In  this  manner,  it 
is  hoped  the  neophyte  physician  will  realize  the 
responsibility  of  continual  medical  care. 

In  addition,  w’henever  a resident  examines  a 
patient,  four  categories  of  diagnoses  will  be 
stressed.  These  are  (1)  the  acute  problem — what 
condition  may  have  precipitated  the  seeking  of 
medical  care;  (2)  evidence  of  chronic  conditions 
— these  conditions  may  have  been  present  for 
years  but  no  disturbing  symptoms  caused  patient 
concern,  such  as  obesity,  pulmonary  emphysema, 
arthritis,  hypertension,  etc.;  (3)  the  personality 
type  or  psychiatric  diagnosis — the  personal  habits 
and  pattern  of  patient  behavior  may  alter  the 
type  of  therapy  prescribed,  and  (4)  the  home  or 
family  situation — the  environmental  factors  and 
interpersonal  relationships  may  affect  illnesses  and 
proposed  treatment.  This  outlook  is  not  only  an- 
other comprehensive  approach  in  patient  care  but 
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also  it  is  more  an  involvement  of  patients  as  peo- 
ple rather  than  separate  diseases  or  particular 
“sick  systems.”  This  same  concept  has  been  ably 
expressed  as,  “the  whole  sometimes  is  more  than 
the  sum  of  the  various  parts.” 

Coexisting  Assignments 

This  type  of  residency  training,  as  may  now 
be  apparent,  functions  with  coexisting  assignments 
or  concurrent  responsibilities.  Previously  training 
programs  were  divided  in  neat  blocks  of  assign- 
ments. For  example,  there  may  have  been  four 
months  on  medicine,  then  three  months  on  the 
ob/gjm  service  followed  by  two  months  on  the 
surgical  ward.  Under  this  different  approach, 
however,  the  resident  will  have  conjunctional 
duties.  Although  this  physician  will  be  assigned 
to  the  ob/gyn  service  for  two  months  during  the 
second  year,  he  will  also  see  his  families  four  half 
days  a week  in  the  model  of  family  practice.  An- 
other example  might  be  that  a resident  on  the 
medical  service  may  have  his  hospital  rounds 
disturbed  by  having  an  obstetrical  patient  from 
the  assigned  families  going  into  labor.  The  resi- 
dent will  admit  this  patient  to  the  labor  room  and 
subsequently  deliver  her.  Furthermore,  postpar- 
tum care  for  the  mother  and  nursery  service  for 
the  infant  will  be  furnished  by  this  resident  even 
though  he  is  assigned  to  the  medical  service. 

Although  these  coexisting  assignments  might 
create  confusion  for  a learning  environment,  it  is 
believed  that  this  approach  presents  a more  real- 
istic preparation  for  the  future  practice  of  a fam- 
ily physician.  The  neatly  blocked  areas  of  learn- 
ing may  be  more  appropriate  for  the  medical 
school  level  of  student  doctors.  But,  the  post- 
graduate or  residency  level  of  learning  needs  a 
more  realistic  approach.  The  intent  is  not  to 
create  confusion  or  mayhem  but  to  assist  the 
resident  in  the  accomplishment  of  adjusting  his 
activities  and  schedule  in  a flexible  fashion,  allow- 
ing for  emergencies  and  interruptions  with  decid- 
ing top  priorities.  Furthermore,  the  24  hour 
coverage  seven  days  a week  for  the  assigned  fami- 
lies affords  the  background  for  the  resident  to 
also  adjust  his  own  family  and  outside  activities. 
This  concept  includes  the  provision  for  recreation 
for  the  resident,  but  with  coverage  of  medical  care 
for  his  families.  A necessity  will  be  stressed  to 
allow  time  for  the  physician,  literally  speaking, 
“to  recharge  his  batteries.”  It  is  the  principle  that 
a physician  who  doesn’t  take  care  of  his  own 
health  cannot  for  long  periods  provide  medical 
care  for  his  patients. 

These  coexisting  assignments  will  make  this 


residency  a hard  and  difficult  one.  Some  people 
have  expressed  the  opinion  that  a resident  will 
need  to  be  a “superman”  to  fulfill  all  these  con- 
current responsibilities.  Actually,  though,  many 
communities  anticipate  a practicing  physician  to 
accomplish  the  same  results.  Nevertheless,  during 
this  training  program  the  resident  will  be  exposed 
to  the  various  paramedical  personnel  and  ancil- 
liary  community  health  services.  The  most  efficient 
use  and  maximal  benefit  from  these  personnel  and 
facilities  will  be  demonstrated  in  order  for  the  neo- 
phyte doctor  to  integrate  these  services  into  his 
medical  practice  for  fulfillment  of  many  of  these 
responsibilities. 

Community  Medicine 

This  period  or  activity  of  training  is  spoken 
of  as  community  medicine.  The  team  approach  to 
patients’  problems  is  repeatedly  illustrated 
throughout  the  residency.  The  program  is  inter- 
woven with  the  involvement  of  inhalation  thera- 
pists, dieticians,  orthopedic  technicians,  physical 
and  occupational  therapists,  visiting  nurses,  men- 
tal health  assistants,  and  social  service  workers. 
In  addition,  the  resident  visits  and  observes  the 
function  of  the  local  county  health  department, 
Easter  seal  center,  community  mental  health 
center,  and  local  Red  Cross  blood  bank.  The 
availability  of  these  services  with  their  limitations 
and  the  method  of  referral  are  incorporated  into 
the  training  program.  The  future  physician  learns 
when  and  how  to  obtain  community  assistance  in 
providing  comprehensive  health  care  for  his 
patients. 

Furthermore,  the  resident  becomes  involved  in 
the  physician’s  responsibility  for  providing  super- 
visory and  consultative  services  for  these  ancilliary 
health  services.  The  voluntary  health  services  are 
included,  such  as  the  American  Cancer  Society, 
Diabetes  Association,  Tuberculosis  and  Respira- 
tory Disease  .'Kssociation  and  American  Heart  As- 
sociation. This  orientation  goes  one  step  further 
by  presenting  the  role  of  organized  medicine  in 
the  community  with  provisions  for  the  resident’s 
involvement.  That  is,  the  resident  in  an  ex-officio 
fashion  is  appointed  to  committees  of  the  hospital 
medical  staff  and  the  local  county  medical  society. 
In  this  way,  the  neophyte  physician  learns  and 
appreciates  the  practicing  doctors’  responsibilities 
and  functions  in  these  capacities.  In  short,  the 
student  doctor  is  made  aware  of  how  he  can  help 
the  community,  and  how  the  community  can  assist 
him. 

^ Dr.  Hubbard,  Halifax  District  Hospital,  Day- 
tona Beach  32014. 
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A Medical  Education  Program  for  Florida 


John  A.  D.  Cooper,  M.D.,  Ph.D. 


The  plan  to  expand  medical  education  pro- 
posed by  the  State  University  System  of  Florida 
responds  to  the  crisis  in  health  that  faces  the 
nation.  The  crisis  is  based  on  the  unmet  needs  and 
unsatisfied  expectations  of  the  people  and  the 
mounting  costs  of  medical  care.  Although  we  do 
not  have  adequate  measures  of  the  level  of  health, 
there  are  indices  that  portray  the  incidence  of 
disease.  The  United  States  does  not  rank  high 
among  the  industrial  countries  of  the  world  on 
these  indices  in  spite  of  our  relative  affluence  and 
the  high  level  of  our  medical  competence.  Rising 
costs  of  medical  care  denies  it  to  many  and  con- 
stitutes an  increasingly  serious  financial  burden 
for  a larger  and  larger  proportion  of  the  popula- 
tion. Insurance  coverage  is  still  inadequate,  al- 
though Medicare  and  Medicaid  cover  38%  and 
private  carriers  22%  of  health  care  costs.  The 
major  financial  burden  for  illness  still  falls  on  the 
resources  of  the  family. 

The  problems  facing  us  in  health  care  are 
complex  and  will  require  the  close  and  energetic 
cooperation  of  the  profession,  the  universities, 
and  their  medical  centers,  government  at  all  levels 
and  the  public  in  their  resolution.  Working  to- 
gether, concerned  groups  and  individuals  must  de- 
velop more  effective  and  efficient  ways  to  promote 
health  and  diagnose  and  treat  disease.  This  will 
require  greatly  increased  experimentation,  inno- 
vation and  demonstration  in  health  education  and 
the  delivery  of  health  care.  The  fruits  of  the  rev- 
olutionary advances  in  the  biomedical  sciences  and 
clinical  medicine  must  be  made  available  to  all 
segments  of  society.  Ways  must  be  found  to  al- 
locate the  costs  of  health  care  equitably  to  the 
public  and  private  sector.  We  must  continue  an 
adequate  level  of  biomedical  research  to  provide 
the  advancing  knowledge  that  is  critical  to  the 
replacement  of  empirical  and  palliative  medicine 
with  more  effective  preventive,  diagnostic  and 
therapeutic  medicine.  We  must  expand  our  edu- 
cational programs  to  prepare  health  professionals 
to  alleviate  shortages  which  will  worsen  if  a com- 
prehensive national  health  program  extends  cover- 
age to  millions  of  additional  citizens. 


Dr.  Cooper  is  President  of  the  Association  of  American  Medical 
Colleges. 


The  educational  program  developed  through 
the  cooperative  efforts  of  Florida  State  University, 
Florida  A & M University  and  the  University  of 
Florida  College  of  Medicine  is  an  innovative  ap- 
proach to  increasing  the  supply  of  physicians 
needed  to  meet  the  requirements  of  the  state  and 
the  nation.  It  is  reassuring  that  a college  of  medi- 
cine, which  is  a strong  and  distinguished  institu- 
tion, has  the  responsibility  for  directing  the  pro- 
gram. The  design  recognizes  that  changes  in  the 
biomedical  sciences  and  the  practice  of  medicine 
call  for  carefully  conceived  and  soundly  planned 
modifications  in  the  preparation  of  physicians. 
The  proposal  to  utilize  the  resources  and  facilities 
of  university  departments  and  existing  community 
institutions  in  the  educational  program  is  consis- 
tent with  the  recommendations  of  the  Association 
of  American  Medical  Colleges  Committee  on 
Medical  School  Expansion  and  of  the  Carnegie 
Commission  on  Higher  Education.  Because  of  the 
blurring  boundaries  between  the  traditional  seg- 
ments of  medical  education — premedical,  basic 
medical  sciences,  clinical  medicine,  and  internship 
and  residency  training — and  their  interdigitation 
in  the  curriculum,  it  is  of  critical  importance  to 
have  continuing,  close  liaison  between  the  com- 
ponents of  a decentralized  program.  Although  the 
University  of  South  Florida  (Tampa)  might  accept 
students  from  FSU  and  Florida  A and  M,  extend- 
ing the  program  to  additional  institutions  will 
make  adequate  communication  more  difficult  and 
should  probably  await  experience  with  the  initial 
endeavor. 

The  flexibility  introduced  into  the  program 
permits  students  to  progress  at  a pace  appropriate 
to  their  background  and  previous  educational  ex- 
periences and  their  individual  rate  of  learning  and 
development.  This  is  valuable  not  only  for  the 
student  who  can  move  ahead  faster,  but  also  for 
those  who  may  require  a longer  period  to  correct 
defects  in  their  earlier  education. 

The  use  of  community  health  care  facilities 
for  at  least  a part  of  the  clinical  teaching  program 
can  substantially  decrease  the  costs  and  lead  time 
for  increasing  class  size.  Although  it  is  not  neces- 
sary to  convert  community  hospitals  into  complex, 
university  teaching  hospitals,  there  are  few  that 
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do  not  require  additional  faculty  and  facilities  to 
assume  their  new  role.  Students  also  make  a con- 
tribution to  the  medical  care  given  in  the  hospitals 
where  they  receive  their  education  and  training 
for  they  are  very  effective  in  continuing  education 
of  the  attending  staff. 

The  Florida  program  promises  to  be  an  excit- 
ing venture,  particularly  if  it  can  also  stimulate 


innovation  in  methods  for  improving  the  health 
of  the  community.  It  will  be  followed  with  great 
interest  by  all  concerned  with  the  education  of 
health  professionals  and  the  delivery  of  medical 
care. 

^ Dr.  Cooper,  Suite  200,  One  DuPont  Circle 
Northwest,  Washington,  D.C.  20036. 


New  Students,  New  Physicians,  New  Patients 

Education  presumably  fits  one  to  solve  prob- 
lems; it  is  not  itself  a solution  to  any  specific 
problem.  Academicians  and  practitioners  must 
appreciate  more  fully  that  they  are  not  always 
prime  movers  in  changing  patterns  of  care. 

Our  professions  derive  their  existence  from 
social  and  public  needs,  and  they  must  be  ready 
to  justify  the  investment  society  makes  in  them. 
A healthy  society  is  one  in  which  there  is  the  most 
judicious  balance  between  social  pressure  for 
change  and  the  capacity  of  the  professional  to 
make  changes  which  are  reasonable  and  radical 
at  the  same  time. 

Today’s  curricular  innovations  are  the  sub- 
stance of  tomorrow’s  practice.  They  are  responses 
to  the  unresolved  crises  of  medical  care  and  man- 
power undergirded  by  student  and  public  disaf- 
fection. The  initiative  for  resolution  of  these  crises 
must  be  recaptured  by  medicine  if  quality  is  to 
accompany  the  extension  and  expansion  of  ser- 
vices. This  initiative  is  recapturable  only  by  a 
fundamental  shift  of  attitudes,  motivations,  and 
behavior,  even  at  the  cost  of  certain  comfortable 
conventions  and  privileges. 

In  the  effort,  practice  and  education  are  indis- 
solubly bound  together.  Both  must  respond  grace- 
fully, creatively,  and,  above  all,  with  the  public 
good  foremost.  Only  in  this  way  can  our  profes- 
sion merit  the  social  and  moral  leadership  our  pa- 
tients and  the  public  have  a right  to  demand  of  us. 

Reprinted  from  Special  Communications  article  “Medical 
Practice  and  the  New  Curricula”  by  Edmund  D.  Pellegrino, 
M.D.,  JAMA,  Aug.  ,3,  1970. 
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A General  Practitioner 
Joins  the  Medical  School  Faculty 

Richard  A.  Henry,  M.D. 


The  reason  a general  practitioner  gave  up  a 
15-year  remunerative  and  rewarding  practice  to 
join  the  faculty  of  the  University  of  Florida  Col- 
lege of  Medicine  may  be  of  interest. 

After  establishing  a solo  practice  in  Brooks- 
ville,  I ■was  quickly  inundated  with  patients  and 
found  it  a real  effort  to  preserve  any  semblance 
of  family  life,  get  adequate  postgraduate  training 
and  develop  avocational  interests.  I felt  a personal 
responsibility  for  being  available  and  even  after 
building  and  staffing  a three-doctor  clinic  could 
not  divorce  myself  from  this  obligation.  The  ob- 
vious solution  was  to  attract  more  physicians  to 
the  area  but  this  is  not  easy  simply  because  there 
are  not  enough  practitioners  who  want  to  go  to 
rural  areas.  Once  there,  however,  they  probabl}' 
would  find  the  practice  and  living  as  rewarding 
as  I have.  But  what  a circus  of  gymnastics  is 
required  to  get  good  doctors  to  consider  the  many 
advantages ! 

In  discussing  these  problems  wnth  the  facultj^ 
of  the  medical  school  in  Gainesville,  they  explain- 
ed their  program  at  Mayo  and  invited  me  to  join 
them  in  introducing  rural  practice  to  medical 
school  students  and  residents.  This  gauntlet  was 
irresistible. 

Clinic  at  Mayo 

In  1968  Dr.  R.  C.  Reynolds  and  his  associate 
in  community  medicine.  Dr.  George  Caranasos, 
searched  for  a geographically  circumscribed  rural 
area  needing  health  care  and  receptive  to  an  edu- 
cational program.  The  purpose  was  to  introduce 
the  problems  of  rural  health  care  delivery  to  stu- 
dents and  residents  by  actual  participation.  The 
College  of  Nursing  later  joined  this  innovative 
method  of  teaching.  The  members  of  the  com- 
munity ' would  receive,  in  return,  medical  care 
where  there  previously  had  been  little. 

They  found  such  an  area  in  IMayo,  65  miles 
from  Gainesville.  Lafayette  County  had  been 
without  a practicing  physician  for  ten  years.  An 


Dr.  Henry  is  assistant  professor  of  Medicine,  University  of 
Florida  College,  of  Medicine  in  Gainesville. 


adequate  modern-appearing  clinic  building,  con- 
structed in  1968,  was  already  available.  A com- 
munity advisory  committee  soon  had  worked  out 
the  details  with  Dr.  Reynolds  and  had  requested 
a fee  for  service  arrangement  for  all  patients  with 
receipts  to  be  used  to  support  the  clinic. 

Liaison  and  rapport  were  established  with  doc- 
tors and  community  hospitals  in  Live  Oak  and 
Perry,  the  nearest  medical  facilities  to  residents  of 
Lafayette  County.  This  relationship  has  grown 
from  tentative  acceptance  to  enthusiastic  friend- 
ship. The  clinic  opened  on  Jan.  6,  1969,  staffed 
by  a medical  resident  and  three  senior  medical 
students. 

At  the  Lafaj'^ette  County  Health  Center,  as  it 
is  called,  medical  residents  rotate  on  a one  month 
basis,  medical  students  on  a three  week  basis  and 
senior  nursing  students  on  a five  to  ten  week  basis. 
The  resident  reviews  all  clinic  visits  with  the  senior 
medical  students.  House  calls  are  encouraged  and 
both  students  and  residents  make  home  visits. 
Student  nurses  help  and  learn  in  the  clinic  as  well 
as  make  many  home  and  treatment  follow-up 
visits.  The  students  live  in  trailers  adjacent  to  the 
Health  Center  and  a house  is  rented  for  the  resi- 
dent and  his  family,  thus  providing  24  hour  service 
for  the  community. 

These  figures  give  some  scope  of  the  project 
during  its  first  year  of  operation: 


Patient  visits  to  health  center 

5,488 

Individual  patients  treated 

2,060 

Home  visits 

500 

Ophthalmology  visits  (clinic  at 

Health  Center) 

53 

Patient  fees 

$18,500 

The  County  Commission  provides  $8,000  a 
year.  The  students  operate  the  county-owned  am- 
bulance which  grosses  $3,000  a year  including  a 
supplement  from  the  County  Commission.  Ex- 
penses have  been  greater  than  income  because  of 
initiation  of  the  project. 

My  function  is  that  of  director  and  consultant 
to  the  students  and  residents  in  meeting  the  prob- 
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lems  presented  by  a rural  general  practice  where 
the  general  practitioner  is  indeed  a specialist. 

Benefits  to  Medical  Students 

The  effects  of  this  rural  health  center  on  the 
medical  student  are  quite  striking  and  gratifying. 
The  usual  medical  school  graduate  is  not  informed 
about  rural  practice  because  of  his  lack  of  exposure 
to  it.  He  is  inclined  to  picture  the  general  practi- 
tioner as  a bumbling  ex-graduate  who  is  out  of 
the  current  stream. 

The  student  sees  patients  for  the  first  time 
outside  the  confines  of  the  teaching  hospital.  He 
is  responsible  for  an  accurate  history,  examination, 
formulation  of  problems  and  therapy.  He  knows 
that  no  one  has  seen  the  patient  before  him  and 
that  no  one  will  look  as  closely  at  the  patient  as 
he  does.  He  takes  an  entirely  different  attitude  to- 
ward the  problems  of  the  rural  practitioner. 

From  my  observations  these  young  men  and 
women  are  mature,  alert,  concerned  and  ready  to 
assume  this  responsibility.  They  begin  to  appre- 
ciate the  fact  that  the  usual  general  practitioner 
is  a conscientious,  astute,  hard-working  individual 
who  has  many  excellent  clinical  results  that  are 
never  revealed  at  the  teaching  hospital.  They  have 
told  me  repeatedly  that  seeing  patients  as  they 
do  in  the  home  environment  and  having  to  con- 
sider the  economic,  social  and  behavioral  problems 
are  the  best  medical  school  experiences  they  have 
had. 

The  students  also  express  interest  in  learning 
trade  name  pharmaceuticals.  They  have  no  idea 
of  the  relative  cost  of  medications  and  because  of 
the  interaction  between  themselves,  the  patients 
and  the  pharmacist  they  are  rapidly  learning  that 
the  cost  factor  can  be  important  in  treatment. 

Numerous  visitors  to  the  Health  Center  during 
the  past  16  months  have  expressed  amaizement  at 
the  enthusiasm  of  the  students.  Some  have  indi- 
cated that  they  have  revised  their  thinking  about 
specializing  and  are  considering  general  practice, 
internal  medicine  or  pediatrics  in  a rural  area. 

The  residents  supervise  health  care  delivery 
and  quickly  become  more  incisive  and  more  con- 
fident in  their  ability* to  work  effectively  outside 
the  hospital.  Each  has  shown  interest  by  innova- 
tive approaches  to  patient  contact,  record  keep- 
ing, case  finding  and  preventive  medicine. 

Benefits  to  the  Community 

The  effects  of  this  health  center  on  the  com- 
munity as  well  as  the  health  professionals  in- 
volved are  best  demonstrated  by  a case  presenta- 


tion. A 13-month-old  infant  was  brought  in  with 
severe  second  degree  bums  of  the  abdomen  and 
thigh  with  10%  body  surface  involvement.  The 
resident,  two  medical  students  and  two  nursing 
students  saw  him  initially  and  planned  immediate 
hospitalization.  We  examined  the  child  carefully 
and  I suggested  that  we  could  probably  treat  him 
quite  safely  at  home  by  careful  hydration  and 
prevention  of  infection.  The  unspoken  attitude  was 
that  this  was  a good  example  of  bad  practice  on 
the  part  of  a G.P.  They  went  to  work,  however, 
and  did  a beautiful  job  of  clinic  and  home  visit 
care.  The  child  recovered  in  five  weeks  without 
sequelae,  scarring  or  secondary  infection.  As  a re- 
sult the  resident  and  students  have  more  confi- 
dence in  themselves  and  less  dependence  on  hospi- 
tal care.  The  financial  saving  to  the  family  was 
more  than  $3,000,  not  including  the  dislocation 
and  discomfort  to  the  family  if  the  child  had  been 
hospitalized. 

Since  then  we  have  successfully  treated  five 
other  severe  second  degree  burn  cases,  ranging 
from  5%  to  20%  of  body  surface  involvement. 
These  and  innumerable  other  experiences  have 
favorably  influenced  the  confidence  of  the  students 
in  themselves  and  the  community  in  the  Health 
Center. 

The  economic  effect  of  the  Health  Center  on 
the  community  has  been  surprising.  Lafayette 
County  with  no  change  in  population,  industry  or 
other  economic  influences  we  can  determine  in- 
creased its  state  tax  collection  by  25%  during 
1969.  The  five  surrounding  counties,  some  of 
which  had  population  increases  and/or  new  indus- 
tries in  1969,  had  tax  changes  from  — 10%  to 
-M2%.  Local  merchants  feel  that  out-of-county 
buying  previously  combined  with  out-of-county 
doctor  visits  is  responsible. 

Comparing  this  program  of  medical  education 
in  Lafayette  County  with  reports  of  attempts  by 
other  medical  schools  to  accomplish  similar  objec- 
tives, I would  conclude  that  ours  is  without  peer. 
We  invite  physicians  to  see  the  Health  Center  in 
action  and  to  participate  in  this  innovating  teach- 
ing-learning situation.  Of  the  total  effort  made  by 
the  medical  school  faculty  to  interest  students  in 
good  health  care  delivery,  especially  needed  in 
rural  areas,  the  exposure  at  Mayo  is  probably  the 
most  effective. 

^ Dr.  Henry,  Division  of  Community  Hecdth,  J. 

Hillis  Miller  Health  Center,  P.O.  Box  712, 

Gainesville  32601. 
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The  MEDEX  Training  Program 

Richard  A.  Smith,  M.D. 


In  spite  of  services  rendered  by  professionals 
and  subprofessionals,  many  highly  technical  proce- 
dures involved  in  patient  care  remain  the  practic- 
ing physician’s  sole  responsibility.  There  is  a 
need,  however  to  relieve  him  of  simpler  time-con- 
suming procedures  to  help  him  extend  his  capabil- 
ities. This  is  the  reason  for  the  program  conceived 
at  the  University  of  Washington  School  of  Medi- 
cine at  Seattle  with  the  cooperation  of  the 
Washington  State  Medical  Educational  and  Re- 
search Foundation  and  participating  private  phy- 
sicians. 

Known  as  MEDEX  {medtcm  e:rtension),  this 
program  utilizing  products  of  the  military  medical 
system  seeks  to  develop  another  pair  of  skilled 
hands  supervised  by  the  physician  and  available 
to  him  24  hours  a day — a person  trained  by  and 
for  a specific  physician.  MEDEX  is  a model  of 
nonphysicians  extending  primary  medical  care.  It 
has  demonstrated  that  former  corpsmen  addition- 
ally trained  can  perform  satisfactorily  many  tasks 
which  do  not  require  the  extensive  and  sophisti- 
cated medical  school  education.  A few  physicians 
presently  employ  individuals  in  analogous  practice 
settings. 

The  military  system  developed  methods  for 
rapidly  training  personnel  to  meet  its  specific 
medical  needs  similar  to  those  of  the  civilian 
medical  care  system.  Corpsmen  receive  from  1,400 
to  2,000  hours  of  formal  medical  training  which 
may  include  a nine  week  “clerkship.”  Many  have 
a college  background.  When  discharged  from  the 
service  they  had  had  three  to  20  years  experience 
including  independent  duty  on  the  battlefield, 
aboard  ship  or  isolated  stations  and  possess  certain 
skills  and  knowledge  in  provision  of  primary  care. 
The  investment  of  public  funds  in  medical  capabil- 
ities and  potential  care  are  lost;  however,  for  they 
return  to  a civilian  setting  which  is  unable  to 
utilize  their  training  and  talents.  Personnel  for 
MEDEX  have  been  drawn  from  this  pool. 


Dr.  Smith  is  Director  of  the  MEDEX  Program  at  the  Uni- 
versity of  Washington  School  of  Medicine,  Seattle,  and  also 
.Associate  Professor  of  Preventive  Medicine. 


Initial  screening  of  80  applicants  produced  26 
corpsmen  to  be  interviewed  for  the  15  positions. 
Those  selected  varied  in  age  from  22  to  55  years 
and  educationally  from  a high  school  diploma  to 
a bachelor’s  degree.  Criteria  for  selection  included 
the  individual’s  knowledge  of  his  limitations,  judg- 
ment under  varying  circumstances,  interpersonal 
relationships,  medical  task  proficiency  and  knowl- 
edge, and  satisfaction  with  the  projected  role  of 
MEDEX.  Fourteen  physicians  volunteered  to 
participate  in  the  program,  conduct  a 12-month 
preceptorship  in  their  offices  and  subsequently  hire 
the  corpsmen. 

During  three  months  training  at  the  Univer- 
sity of  Washington  School  of  Medicine,  emphasis 
was  upon  pediatrics,  geriatrics,  histories  and  phys- 
ical examinations,  and  psychiatry.  Instructors  in- 
cluded faculty  members  of  the  school  of  medicine 
and  physicians  in  private  practice. 

The  preceptorship  followed  medical  school 
training.  Twelve  are  in  rural  Washington;  two  are 
in  an  urban  setting  and  one  is  with  a suburban 
general  practitioner.  For  the  initial  months  the 
trainee  learned  and  applied  primary  medical  care 
skills  under  the  physician’s  close  supervision. 
When  the  physician  developed  enough  confidence 
in  him,  he  extended  the  physician’s  capabilities  in 
a variety  of  ways. 

The  conditions  which  produced  the  setting  for 
MEDEX  in  Washington  are  not  totally  unique. 
The  state  medical  association’s  leadership  and 
expressed  concern  for  its  members  were  important 
factors  leading  to  selection  of  this  time  and  place 
for  the  program.  Another  important  element  was 
the  very  obvious  need  for  help  in  rural  Washing- 
ton where  dedicated  general  practitioners  are 
growing  increasingly  concerned  about  their  ability 
to  maintain  the  quality  and  quantity  of  care  for 
their  patients.  Of  major  importance,  also,  is  a 
medical  school  evolving  to  meet  the  needs  of  the 
community  it  serves. 

^ Dr.  Smith,  444  Northeast  Ravenna  Boulevard, 
Seattle,  Washington  98115. 
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A Regional  Computerized  EKG 
Processing  Center 

Lamar  Crevasse,  M.D.  and  Mario  Ariet,  Ph.D. 


When  we  consider  that  25  million  EKG’s  are 
processed  in  this  country  each  year  the  problem  of 
their  systematic  analysis,  storage,  and  retrieval  is 
of  considerable  magnitude.  Furthermore,  the  ever 
increasing  demands  on  the  health  care  system  for 
personnel  and  cost  control  make  computers  ideal 
for  handling  this  large  volume  of  data.  The  speed, 
accuracy,  memory  and  logic  of  the  computer  pro- 
vides an  excellent  system  for  EKG  analysis.  De- 
spite the  fact  that  computers  are  widely  used  in 
the  business  aspects  of  our  hospitals  little  applica- 
tion has  been  made  in  the  medical  field.  It  is  now 
quite  clear  that  computers  will  be  used  extensively 
in  this  area  as  they  are  able  to  perform  repetitive 
decision  making  processes  with  a high  degree  of 
accuracy.  The  computer,  with  its  capability  of 
handling  this  huge  volume  of  electrocardiographic 
analyses,  can  preserve  physician  time  for  direct 
patient  care.  It  is  now  possible,  with  computer 
assisted  analysis,  for  the  physician  to  validate  an 
electrocardiogram  in  less  than  one  minute. 

Systems 

The  central  EKG  system  as  outlined  here  is 
located  at  the  University  of  Florida  College  of 
Medicine  in  Gainesville.  It  is  designed  for  the 
acquisition,  multilead  transmission,  reception  and 
recording  of  electrocardiographic  signals  from 
throughout  the  state  of  Florida.  The  total  system 
consists  of  data  acquisition  carts,  data  transmis- 
sion phones,  telephone  receiving  interface,  tape 
recorders,  an  IBM  1800  computer,  digital  plotter, 
and  telecommunication  system.  This  central  sys- 
tem is  capable  of  receiving,  via  telephone  lines, 
electrocardiographic  signals  from  any  location 
from  which  a regular  voice  grade  telephone  com- 
munication can  be  estctblished.  We  are  currently 
processing  EKG’s  from  three  local  hospitals,  two 
distant  hospitals  and  five  screening  clinics  from 
throughout  the  state  of  Florida. 


From  the  Department  of  Medicine  and  Division  of  Computer 
Sciences.  University  of  Florida  Coll  -ge  of  Medicinj.  Gain  sville. 

Dr.  Crevasse  is  Professor  of  Medicine  and  Assistant  Dean  for 
the  Regional  Medical  Program;  Dr.  Ariet  is  Associate  Professor 
of  Computing  Center  and  of  Industrial  and  Systems  Engineering. 

This  investigation  was  supported  by  Regional  Medical  Pro- 
gram Grant  #,PHS-RM-0024-02-D. 


Data  Acquisition 

Our  EKG  Patientransmitter  carts  have  a set 
of  electrodes  which  acquire  all  the  standard  12 
and  Frank  X,  Y,  Z leads  without  changing  elec- 
trode position.  .After  all  the  electrodes  are  attach- 
ed (Fig.  1)  the  technician  dials  the  EKG  com- 
puter center  and  the  call  is  answered  automatical- 
ly by  our  telephone  interface.  At  this  point  the 
technician  receives  a specific  tone  indicating  estab- 
lishment of  the  telephone  communication  with  the 
interface.  This  EKG  transmission  can  now  either 
be  directed  into  our  computer  or  recorded  on 
analog  magnetic  tape  for  later  processing.  The 
technician  then  enters  the  identification  numbers 
through  a touch-tone  system.  The  first  two  digits 
indicate  the  Florida  county  of  origin,  followed  by 
the  specific  location  within  that  county  and  the 
patient  identification  number.  The  technician 
then  switches  to  EKG  acquisition  and  the  cart 
then  transmits  simultaneously  three  at  a time  all 
standard  and  X,  Y,  Z leads  (Fig.  2).  A three- 
channel  direct  writer  on  the  cart  provides  a paper 
recording  at  the  sending  site.  The  complete  trans- 
mission requires  20  seconds  and  the  total  tele- 
phone transmission  time  is  approximately  one 
minute.  The  three-channel  direct  writer  records 


Fig.  1. — EKG  transmission  via  telephone  to  the  com- 
puter. 
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compactly  three  leads  at  a time  and  eliminates 
subsequent  cutting  and  mounting  of  the  electro- 
cardiogram. 

Telephone  Transmission 

The  three  EKG  signals  generated  from  the 
cart  are  multiplexed  and  transmitted  in  groups  of 
three  simultaneous  leads  over  a single  telephone 
line.  The  EKG  signals  arrive  at  the  computer 
center  and  are  received  by  the  telephone  interface 
and  either  enter  the  computer  directly  or  are 
stored  on  analog  tape  in  multiplexed  form.  The 
receiving  center  has  sequential  telephone  answer- 
ing with  three  tape  recorders  (Fig.  3).  This  per- 
mits the  simultaneous  recording  of  three  electro- 
cardiograms from  remote  sites. 

Data  Processing 

The  analog  tapes  accumulated  throughout  the 
day  are  played  through  the  computer  interface  to 
the  computer.  The  interface  separates  the  identi- 
fication digits  and  transmits  them  in  binary  coded 
digit  form  to  the  computer.  In  addition,  the  EKG 
signals  are  filtered  to  recover  the  three  simulta- 
neous Frank  X,  Y,  Z leads  which  are  sent  to  the 
computer  in  analog  form.  Our  computer  system 
contains  an  analog-to-digital  converter  in  which 


Fig.  3. — Central  Ampex  tape  system  for  EKG  recording. 
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Fig.  2. — Twelve  lead  scalar  EKG  and  computer  analysis. 
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the  electrocardiographic  signals  are  converted  to 
digits  at  the  rate  of  250  samples  per  second.  Once 
the  electrocardiogram  has  been  converted  to  a 
digitized  form  it  is  stored  on  the  computer’s  ran- 
dom access  disk  for  subsequent  analysis. 

Computer  Programs 

The  logic  of  electrocardiography  lends  itself 
quite  well  to  computer  programming.  Caceres^ 
and  Pordy2  have  applied  this  technique  to  the 
practical  aspects  of  the  analysis  of  the  electrocar- 
diogram. Their  system  and  techniques  are  now 
widely  used.  It  is  based  on  the  standard  measure- 
ment of  the  various  P,  QRS  and  T intervals  of 
the  standard  12  lead  scalar  EKG.  Most  computer 
programs  are  designed  to  simulate  the  pattern  rec- 
ognition techniques  used  by  electrocardiographers. 
The  computer  thus  recognizes  first  the  QRS  com- 
plex, then  the  T,  P and  proceeding  QRS  complex. 
For  instance,  Caceres’  program  determines  the  RR 
interval  and  thus  the  rate  for  each  electrocar- 
diogram. It  then  measures  the  QRS,  R prime,  S 
and  various  other  intervals  for  width  in  seconds 
and  amplitude  in  tenths  of  millivolts.  These  meas- 
urements are  made  for  the  12  leads.  In  addition, 
the  overall  intervals  of  the  QRS,  PR,  QR,  T and 
P are  determined  as  well  as  the  angles  between 
the  QRS  and  T vector.  This  mass  of  data  is  com- 
pared to  commonly  recognized  standards  of  meas- 
urements for  the  scalar  electrocardiogram  and  the 
proper  diagnosis  printed. 

Pipberger^  and  Smith^  have  developed  pro- 
grams for  the  Frank  vector  system  for  computer 
analysis.  The  Frank  System  lends  itself  well  to 
this  computer  analysis  as  it  is  an  orthogonal  pro- 
jection of  the  electrical  activity  of  the  heart. 
Thus,  lead  placement  and  body  build  do  not  dis- 
tort the  electrical  activity.  Furthermore,  the 
heart’s  electrical  activity  is  examined  simultane- 
ously from  three  dimensions.  An  additional  ad- 
vantage is  that  the  leads  can  be  transmitted  simul- 
taneously over  the  telephone  line  rather  than  se- 
quentially as  in  the  one-channel  12  lead  scalar 
system.  The  Frank  System  further  provides  loops 
for  examination  and  is  the  most  widely  used  vec- 
tor system  in  this  country.  For  these  reasons  we 
have  elected  to  utilize  the  program  developed  by 
Dr.  Ralph  F.  Smith  of  the  Mayo  Clinic. ^ 

In  the  vector  program  the  simultaneous  leads 
are  combined  to  obtain  vectorial  magnitudes  and 
angles  which  represent  electrical  activity  in  three 
dimensions.  Then  these  values  are  compared  to 
special  criteria  to  generate  a diagnosis.  We  feel 
that  this  latter  approach  has  many  advantages. 


The  data  is  thus  printed  out  on  a teletypewriter 
and  for  each  abnormal  electrocardiogram  a plot 
is  generated  illustrating  the  P,  QRS  and  T vectors 
in  the  frontal,  horizontal  and  saggital  planes 
(Fig.  4). 

Reporting 

Depending  upon  the  circumstances  the  infor- 
mation generated  must  be  returned  to  the  site  of 
origin  in  a reasonable  time.  At  remote  locations 
involved  in  the  day-to-day  care  of  patients,  the 
electrocardiographic  analysis  is  returned  by  tele- 
type. In  the  routine  screening  centers  the  infor- 
mation is  returned  by  mail  or  carrier.  The  FKG 
reporting  system  is  a critical  link  in  a regional 
computerized  processing  center.  As  in  most  hos- 
pital circumstances  the  turn  around  time  for  an 
FKG  analysis  should  not  be  more  than  two  hours. 
This  rapid  reporting  of  information  is  best  accom- 
plished by  the  computer  actually  running  the 
teletype  equipment  and  as  the  FKG  is  analyzed 
the  teletype  from  the  remote  location  is  activated 
and  the  information  printed  out  at  the  site  of 
origin.  In  emergency  situations,  the  system  can 
generate  a report  on  a remote  teletype  in  less  than 
two  minutes  after  reception  of  the  FKG  data.  It 
is  quite  evident,  however,  that  in  mass  or  routine 
screening  the  turn  around  time  is  not  critical  and 
that  FKG  tapes  can  be  sent  to  the  center  for 
processing  and  the  results  also  returned  by  mail. 

Data  Storage  and  Retrieval 

The  storage  of  routine  electrocardiograms  in 
a permanent  form  is  an  overwhelming  problem 
for  medical  records.  The  important  advantage  of 
being  able  to  compare  the  previous  electrocardio- 
gram of  a patient  for  current  changes  is  self- 
evident.  It  is  clear,  however,  that  the  standard 
storage  of  electrocardiograms  as  practiced  in  this 
country  is  obsolete.  Electrocardiograms  would 
best  be  stored  in  a computer  compatible  form 
which  can  be  retrieved  and  compared  by  the  com- 
puter with  a current  electrocardiogram.  We  feel 
that  this  rules  out  optical  systems  such  as  the 
microfilm  aperture  card  and  microfilm  systems 
where  a microfilm  of  the  complete  tracing  is 
mounted  on  an  IBM  card.  We  are  currently 
simply  storing  the  electrocardiograms  on  analog 
tape.  This  approach  is  not  adequate  and  has  two 
main  disadvantages  in  that  the  number  of  EKG’s 
stored  on  each  tape  is  small  and  the  search  and 
retrieval  process  for  a particular  EKG  may  be 
laborious.  It  appears  that  the  electrocardiogram 
would  best  be  stored  on  digital  magnetic  tape. 
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a physician. 


Fig.  4. — Computer  plot  of  the  P,  Initial  .04  (1.04),  QRS,  and  T vectors  of  the  Frank  vector  system. 


This  provides  for  storage  of  thousands  of  electro- 
cardiograms per  tape  and  fast  automated  retrieval 
of  a particular  EKG.  We  believe  that  as  com- 
parative programs  become  available  the  storage 
and  retrieval  in  this  form  will  reach  its  potential 
in  terms  of  increasing  our  efficiency  and  improving 
the  quality  of  the  total  diagnostic  process. 

Computer  Accuracy 

The  computer  by  the  very  nature  of  its  logic 
system  essentially  always  makes  the  same  analysis 
for  the  same  electrocardiogram.  The  variability  in 
computer  analysis  depends  on  inadequacy  of  the 
program,  an  error  in  sampling  of  a complex,  or 
electrical  noise.  Whereas  the  computer  makes 
essentially  the  same  diagnosis  on  the  same  electro- 
cardiogram, two  physicians  reading  the  same  trac- 
ing will  often  differ  in  opinion.  In  measurement 
consistency  of  intervals  such  as  the  P and  QRS, 
the  computer  has  a 97%  consistency,  whereas 
physicians  making  these  measurements  are  ap- 
proximately 60%  accurate.®-®  It  is  entirely  clear 
that  computers  have  a quantitative  advantage  in 
measurement  over  the  human.  Furthermore,  the 
computer  has  an  overall  computer/physician 
agreement  of  83%  in  our  1,000  randomly  selected 


hospital  based  electrocardiograms.  This  is  com- 
parable to  the  80%  accuracy  reported  by  Ca- 
ceres.~  This  is  superior  to  the  considerable  degree 
of  interobserver  variability  of  physicians  where 
complete  electrocardiographic  agreement  has 
ranged  from  33%  to  70%  as  reported  by  Ache- 
son,®  Epstein®  and  Segall.i®  Furthermore,  the 
physician  will  disagree  with  one  in  every  five  of 
his  own  previous  interpretations.®  We  have  ob- 
served that  the  computer  is  more  consistent  than 
20  cardiologists  sampled  from  throughout  the 
United  States.  The  computer  demonstrated  a 77% 
clinical  agreement  with  ten  difficult  EKG’s  as 
judged  by  three  independent  cardiologists.  The  20 
cardiologists  exhibited  only  a 56%  overall  clinical 
agreement.  These  observations  are  not  surprising 
when  one  considers  the  highly  subjective  nature  of 
an  electrocardiographic  analysis.  We  believe  that 
the  computer,  though  not  necessarily  superior  to 
some  cardiologists,  is  probably  more  consistent  in 
analysis  than  cardiologists  as  a group. 

Cost  Analysis 

A major  objective  of  the  computerized  proc- 
essing program  is  an  attempt  to  lower  the  cost  of 
health  care.  A detailed  cost  analysis  of  our  system 
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based  on  our  previous  experiences  and  estimates 
of  future  costs  reveal  that  the  EKG  analysis  is 
dependent  both  on  the  volume  of  electrocardio- 
grams processed  at  the  center  and  the  volume 
transmitted  from  a specific  site.  We  are  presently 
processing  30,000  electrocardiograms  per  year  for 
an  all  inclusive  cost  of  $7.75  per  electrocardio- 
gram. As  our  volume  rises  to  100,000  per  year 
the  estimated  total  cost  of  the  electrocardiogram 
will  be  reduced  to  about  $3.50.  It  is  quite  clear 
that  if  the  average  all  inclusive  cost  of  $15.00  per 
electrocardiogram  for  the  approximately  50  mil- 
lion EKG’s  done  each  year  could  be  reduced,  this 
would  result  in  a substantial  saving. 

Summary 

The  regional  computerized  EKG  processing 
center  provides  automated  efficiency  for  a variety 
of  hospitals  and  screening  clinics.  It  brings  exper- 
tise in  electrocardiography  to  areas  without  car- 
diologists. Quality  control  for  EKG  reporting  and 
an  educational  mechanism  for  physicians  are  pro- 
vided. Computers  can  reduce  the  cost  of  health 
care  and  provide  a tool  for  economic  mass  screen- 
ing for  heart  disease.  The  system  will  ultimately 
improve  health  care  delivery  by  providing  a com- 
puter assisted  analysis  for  physicians  and  by  con- 
serving physician  time  for  more  important  health 


care  problems.  The  automated  heart  station  will 
be  replicated  in  various  population  areas  through- 
out the  state.  Hospitals  will  either  utilize  their 
own  computer  facilities  or  link  their  system  with 
regional  centers. 
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► Dr.  Crevasse,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 


Herein  lies  the  real  value  of  education.  Advanced  education  may  or  may  not  make  men  and  women 
more  efficient;  but  it  enriches  personality,  increases  the  wealth  of  the  mind,  and  hence  brings  hap- 
piness. It  is  the  finest  insurance  against  old  age,  against  the  growth  of  physical  disability,  against  the 
lack  and  loss  of  animal  delights.  No  matter  how  many  there  may  be  in  our  family,  no  matter  how' 
many  friends  we  may  have,  we  are  in  a certain  sense  forced  to  lead  a lonely  life,  because  we  have  all 
the  days  of  our  existence  to  live  with  ourselves.  How  essential  it  is,  then,  in  youth  to  acquire  some 
intellectual  or  artistic  tastes,  in  order  to  furnish  the  mind,  to  be  able  to  live  inside  a mind  with  at- 
tractive and  interesting  pictures  on  the  walls. 

William  Lyon  Phelps 
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Woman's  Auxiliary 


Half  Time  Report 


Bennie  Spanjers 
(Mrs.  Arnold  J.) 


Six  months  have  passed  in  the  ‘Age  of  Aquar- 
ius’ auxiliary  year,  and  most  of  the  members  have 
taken  a well  deserved  sabbatical  during  the  holi- 
days. 

Two  new  auxiliaries,  Charlotte  and  Collier 
Counties,  have  come  into  being.  ]\Irs.  Robert  H. 
Mitchell  is  the  current  president  of  Charlotte 
County  and  Mrs.  Fred  P.  Swing  is  the  presiding 
officer  of  Collier  County. 

The  Fall  Conference  and  Board  Meeting  held 
in  Winter  Haven  is  now  history  and  was  most 
informative  and  well  attended.  The  International 
Health  Activities  Bazaar  raised  over  $1,050  at  the 
Conference  and  this  sum  will  be  donated  to  Care- 
Medico.  The  guest  speakers  were  the  finest  and 
greatly  enhanced  the  meeting.  As  a result  of  a 
visit  from  the  national  WA/SAMA  president,  we 
now  have  a chapter  of  interns’  and  residents’  wives 
in  Orlando.  This  is  the  first  WA/SAiMA  chapter 
in  Florida. 

In  line  with  our  number  one  priority  project, 
Drug  Abuse  Education,  the  auxiliary  has  taken 
an  active  role  in  the  state-wide  planning  of  courses 
prescribed  by  the  Florida  Department  of  Educa- 
tion. We  have  acted  as  a resource  contact  and 
have  distributed  educational  material  around  the 
state.  We  have  also  provided  speakers  and  helped 
arramge  the  physical  facilities. 

January  has  been  designated  as  Blood  Donor 
month.  Throughout  the  nation  there  is  a critical 
need  for  blood.  Every  day  more  than  13,000  units 
of  blood  are  transfused  in  the  United  States — 
nearly  6,000,000  units  per  year.  It  has  been 
estimated  that  the  annual  blood  requirements  of 
the  nation  are  provided  by  less  than  3%  of  the 
eligible  donor  population  of  the  United  States — 
approximately  3,000,000  donors.  Unless  more  peo- 
ple become  donors,  the  supply  will  not  keep  pace 

Mrs.  Spanjers  is' president,  Woman’s  Auxiliary  to  the  Florida 
Medical  Association. 


with  the  growing  demand  for  blood.  !Mrs.  Linus 
W.  Hewit  of  Tampa,  Chairman  of  the  Council  on 
Community  Health,  Woman’s  Auxiliary"  to  the 
AMA,  has  distributed  a Blood  Donor  kit  to  medi- 
cal auxiliaries  throughout  the  country.  This  kit 
has  been  prepared  to  tr}-^  to  help  solve  the  blood 
procurement  problem  in  communities,  whether 
large  or  small,  urban  or  rural.  The  kit  con- 
tains information  on  how  to  be  a blood  donor 
and  also  facts  about  blood.  Suggested  films  and 
information  aids  are  also  included.  The  AMA  has 
requested  that  the  Blood  Donor  program  be  given 
priority  during  1970-71.  If  you  feel  a need  for 
this  in  your  community,  all  you  have  to  do  is  con- 
tact the  nearest  auxiliarj’^  member  (we  hope  it’s 
your  wife!)  and  an  effective  program  can  be  pre- 
sented and  implemented  in  your  area. 

The  auxiliary  is  still  presenting  its  Package 
Programs  around  the  state.  One  of  the  newest 
programs  developed  by  the  AMA  is  “One  Dozen 
Days  for  Public  Affairs.”  It  is  designed  to  help  the 
novice  or  experienced  amateur  in  public  affairs 
activities,  such  as  political  party  work,  candidate 
support,  school  board  elections,  support  of  bond 
issues,  pollution  control  and  community  health 
education.  It  also  offers  in  compact  form  invalu- 
able suggestions  for  activities,  a 1970  Congres- 
sional Directory,  a catalog  of  AMPAC  films  as 
well  as  sample  brochures.  The  1970  elections  are 
behind  us,  but  now  is  the  time  to  start  working  for 
the  next  go  round. 

So  as  the  second  half  of  the  ‘Age  of  Aquarius’ 
marches  on,  we  hope  you  all  have  had  a happy 
holiday  season.  From  the  3,000  members  of  the 
Florida  Medical  Auxiliary  comes  the  wish  for  a 
happy  and  healthy  New  Year  for  each  member 
of  the  Florida  Medical  Association.  Again  we 
reaffirm  our  desire  to  be  of  service.  We  are  here 
if  you  need  us — all  you  have  to  do,  doctor,  is 
whistle. 
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There’s  a soup 

for  almost  every  patient  and  die 
...for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT  / l oz  serving* 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


♦ From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


Green  Pea  with  Ham  (Frozen) 

Hot  Dog  Bean 

Pepper  Pot 

Split  Pea  with  Ham 

Vegetable  Beef 

Vegetable  with  Beef  (Frozen) 


7.6 

8.4 
6.1 

10.2 

5.0 

5.4 


|i 


Searleb  unique  progestin  with  an  unmatched  reced'd  of 

acceptance  in  oral  contraception,  and  50  meg.  of  ethinyl  estradiol 
The  same  low  incidence  of  breakthrough  bleeding  and  of  otho"  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  phis 
ill  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


in  oral  contraception  ^ 

^emlmeru 

Each  tablet  contains!  mg  ethynodioIdiacetatelSOmcg.ethinyl  estradiol 


Actions — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis) . Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain!  leading  to  this  conclusion,  and  one*!  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Dolll  was  about  sevenfold,  while  Sartwell  and 
associates*  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou -smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
“■  adverse  reactions : thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives : 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References;  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13  : 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E. : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 
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Where  “The  Pill*’  Began 

D.  Searle  & Co.»  P.O.  Box  5110,  Chicago,  Illinois  60680 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Good  fasten  patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 


*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Editorial 


1971 


In  the  course  of  the  old  year  just  departed, 
and  during  the  New  Year  now  making  its  appear- 
ance, every  man,  being  an  artist,  by  his  mental 
attitude  and  the  way  he  spends  his  time,  paints 
the  picture  which  is  his  life.  So  should  he,  as  well 
as  I,  utilizing  the  best  of  our  talents,  make  certain 
that  the  portraiture  is  worthy  of  each  of  us,  giving 
it  honesty,  imagination  and  color.  Although  the 
realism  I paint  may  never  rate  an  honored  spot, 
I must  put  everything  I have  in  it,  giving  myself 
the  satisfaction  of  knowing  that  good  or  bad,  it  is 
the  best  that  I can  do,  reflecting  the  real  things  for 
which  I stand.  Realizing  that  while  the  old  year 
may  have  produced  wrinkles  on  my  brow,  let  them 
not  in  the  New  Year  emerge  on  the  cockles  of  my 
heart,  for  one  does  not  grow  old  with  the  passing 
of  years  but  with  the  deserting  of  one’s  ideals. 
Growing  old  is  not  a time  of  life  but  a state  of 
mind.  It  is  not  “a  matter  of  ripe  cheeks,  red  lips 
and  supple  knees,  it  is  a temper  of  the  will,  a qual- 
ity of  the  imagination,  a vigor  of  the  emotions.” 
It  is  a freshness  of  the  deep  springs  of  life. 

In  the  New  Year,  let  me  not  lose  the  love  of 
wonder,  the  amazement  of  the  stars,  the  undaunt- 
ed challenge  of  events  'or  an  unfailing  childlike 
appetite  for  what’s  new.  Let  me  remember  that 
I can  be  “as  young  as  my  faith,  as  old  as  my 
doubts,  as  young  as  my  self-confidence,  as  old 
as  my  fears,  as  young  as  my  hope,  as  old  as  my 


despairs.”  Let  me  greet  each  day  with  reverence 
for  the  opportunities  it  contains.  Let  me  approach 
my  profession  with  a clean  mind,  to  hold  before 
me,  even  in  the  doing  of  little  things,  the  ultimate 
purpose  for  which  I am  working,  to  meet  all  pa- 
tients with  hope  in  my  eyes  and  love  in  my  heart, 
to  be  gentle,  kind  and  courteous  throughout  every 
working  hour  of  each  long  day  and  so  able  to  ap- 
proach each  night  with  weariness  that  woos  sleep 
and  joy  that  comes  from  work  well  done. 

Realizing  that  every  crucial  experience  can  be 
a setback  or  a new  start,  let  me  wisely  make  cer- 
tain what  course  each  new  happening  shall  have 
for  me,  then  let  me  pursue  positively  my  real  con- 
tributions with  determination,  and  sort  out  lasting 
concepts  of  behavior  from  transient  fads.  Finally, 
let  me  always  remember  that  though  advancing 
age  may  be  a hindrance  to  the  body,  it  is  not  to 
the  will,  for  our  minds  have  unbelievable  power 
over  our  bodies  and  a man’s  spirit  is  the  most 
powerful  force  for  good  on  this  earth. 

So,  in  the  New  Year,  though  older  but  hope- 
fully wiser,  let  my  resolution  be  the  dedication  to 
plan  and  work  for  a “physical  and  social  environ- 
ment in  which  the  quality  of  human  life  is  pre- 
served and  the  dignity  and  integrity  of  the  individ- 
ual is  safeguarded.” 

C.M.C. 
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Dear  Dr.  Collins: 

The  problems  inherent  in  using  several  colleges 
to  train  students  for  entering  the  second  year  of 
an  American  medical  program  are  difficult  but 
not  insurmountable.  The  problems  are  those  in- 
herent in  working  with  a mixed  group  of  students, 
only  a part  of  whom  really  intend  to  make  a 
career  of  medicine.  If  the  requirements  for  passing 
the  course  work  are  as  difficult  as  those  in  medical 
school,  the  flunk-out  rate  is  exorbitantly  high.  If 
the  requirements  are  less,  the  student  is  foolish 
to  take  his  first  year  of  medical  school  work  in  the 
college. 

I am  impressed  each  year  by  the  great  effort 
that  medical  students  are  willing  to  make.  They 
have  entered  a profession  for  life,  they  see  many 
doctors  on  the  faculty  obviously  enjoying  the 
fruits  of  their  labor.  First-year  medical  students 
at  work  are  very  different  from  college  students 
at  work.  These  differences  provide  the  drive  that 
causes  two-year  medical  schools  to  evolve  into 
four-year  medical  schools. 

The  plan  to  use  community  hospitals  as  pri- 
mary teaching  hospitals  for  the  fourth  year  and 
for  the  education  of  interns  and  residents  is  doom- 
ed to  failure  unless  one  makes  a much  greater 
investment  in  faculty  than  the  plan  envisages. 
The  problems  in  this  approach  are  discussed  in  a 
paper  entitled  “Medical  Education  and  Practice,” 
.'\nnals  of  Internal  Medicine,  February  1970. 

Happy  doctors  practicing  family  medicine  will 
bring  more  students  into  the  field  of  family  prac- 
tice. Harried  doctors  with  no  time  for  relaxation 
and  enjoyment  of  their  own  families  will,  keep 
students  from  entering  the  field.  The  family  doc- 
tor needs  an  effective  clinical  support  system  to 
allow  him  to  serve  a large  number  of  people  at  a 
low  cost  per  person  and  to  allow  the  doctor  to 
have  time  to  enjoy  the  fruits  of  his  labor.  Florida 
undoubtedly  needs  more  doctors,  but  the  doctors 
now  in  practice  need  more  effective  support.  This 
need  to  produce  health  manpower  other  than  the 
doctor  and  nurse  has  not  been  faced  up  to  by 
most  medical  schools. 

Eugene  A.  Stead  Jr.,  M.D. 

Durham,  North  Carolina 

Dr.  Stead  is  Professor  of  Medicine,  Duke  University  Medical 
Center,  Durham,  N.C. 


Dear  Editor: 

As  a member  of  the  Health  Manpower  Com- 
mittee of  the  Areawide  Health  Planning  Council, 
I am  fully  aware  of  all  the  shortages  that  exist  in 
health  service  fields — from  technicians  to  physi- 
cians. With  the  population  explosion  and  the  in- 
crease in  longevity  due  to  better  medical  care,  the 
need  for  technicians  and  physicians  is  more  ap- 
parent daily.  The  standard  approach  to  medical 
education,  I believe,  needs  to  be  reconsidered. 

The  Kellogg  Community  College  is  working  on 
this  with  its  “core  and  cluster”  approach  to  educa- 
tion in  the  health  technologies,  but  it  is  felt  not 
only  does  one  need  to  provide  lateral  mobility  in 
the  technical  training,  but  to  allow  forward  mobil- 
ity in  their  training  so  that  they  can  progress  up 
the  health  service  ladder  to  become  an  M.D. — a 
type  approach  of  on-the-job  training  with  associa- 
tion of  medical  schools  for  their  academic  knowl- 
edge. It  is  felt  that  if  medical  schools  can  incor- 
porate this  thought  into  their  requirements  for 
entrance  to  schools  that  not  only  will  they  be  pro- 
viding an  additional  source  of  labor  for  their  hos- 
pitals, but  will  be  turning  out  individuals  who  have 
a basic  and  fundamental  interest  in  services  in  the 
health  field. 

The  enclosed  letter  is  to  help  evaluate  the  con- 
sideration in  this  regard. 

Carl  E.  Andrews,  M.D. 

West  Palm  Beach 

Dear  Dr.  Andrews: 

Excuse  this  rather  impersonal  response  to  your 
query  about  the  “core  and  cluster”  approach  to 
education  in  the  health  technologies  here  at  Kel- 
logg Community  College. 

This  program  is  being  funded  by  a grant  from 
the  W.  K.  Kellogg  Foundation.  In  the  grant  pro- 
posal submitted  by  the  college  to  the  foundation, 
the  term  “core  and  cluster”  was  used  to  describe 
an  approach  the  college  wanted  to  attempt  to 
develop  as  a means  of  making  education  in  the 
health  technologies  more  meaningful  to  the  student 
and  more  efficient  in  terms  of  lowered  attrition 
from  the  field  in  general. 

The  “core”  program  we  are  attempting  to  de- 
velop will  be  one  of  complete  commonality.  All 
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1 students  entering  Kellogg  Community  College 
I with  the  intention  of  matriculating  in  one  of  the 
[ specific  health  technology  programs  will,  in  their 
first  semester,  take  the  same  courses.  This  type 
' of  core  will  enable  students  to  become  more  fami- 
liar with  the  work  of  various  health  related  fields 
and  thus  encourage  greater  respect  between  the 
members  of  the  health  team.  It  will  also  provide 
; him  with  the  freedom  to  change  his  career  goals 
within  the  health  technology  area  with  a minimum 
; loss  of  credits  and  time. 

I We  are  currently  involved  in  the  following 
health  related  programs:  Nursing  (ADN) ; Nurs- 
j ing  (LPN) ; Radiologic  Technology  (AD) ; Dental 
Hygiene  (AD);  Medical  Secretary-Assistant 
I (AD),  and  Medical  Laboratory  Technician  (AD). 
; \t  the  beginning  of  the  1971-72  academic  year,  we 
I will  introduce  programs  in  Dental  Assisting  (certif- 
! icate)  and  Physical  Therapy  Technician  (AD). 

We  hope  that  all  of  these  programs  will  be  able 
! to  utilize  the  “core”  semester  and  they  represent 
the  “cluster”  of  health  related  programs.  The  stu- 
[ dent  who  completes  the  core  semester  will  have 
I satisfied  the  first  semester  curriculum  requirements 
for  the  entire  spectrum  of  health  related  programs 
offered  here. 

We  have  been  involved  in  a “core”  approach 
in  the  nursing  program  for  two  years.  Basically, 
we  are  expanding  on  this  program  and  at  the 
same  time  attempting  to  remedy  some  of  the  prob- 
lems. Students  are  not  categorized  as  ADN  or 
LPN  candidates  but  rather  as  nursing  students 
and  in  the  future  we  plan  to  recruit  to  the  health 
technology  program  in  general  and  make  the  selec- 
tions during  the  core  semester.  Acceptance  to  a 
particular  program  will  be  based  on  performance 
in  the  academic  area,  aptitude  testing  and  per- 
sonal interviews  for  the  purpose  of  determining 
motivation.  . . . 

Concerning  your  question  about  articulation 
with  higher  levels  of  education  culminating  in 
admission  into  medical  school,  this  is  not  “built 
into”  the  program  nor  can  it  be  at  this  point,  how- 
ever, the  student  is  not  necessarily  “dead-ended” 
by  the  programs  either. 

Thank  you  for  your  interest  in  our  program. 
If  you  can  provide  us  with  any  information,  sug- 
gestions or  comments,  feel  free  to  do  so.  I look 
forward  to  further  communication  with  you. 

Thomas  D,  Klopfenstein,  Ph.D. 

Associate  Dean  for  Health  Technologies 
Kellogg  Community  College 
Battle  Creek,  Michigan 


Dear  Dr.  Collins: 

Just  a note  in  appreciation  of  your  mentioning 
my  favorite  conservation  organization  in  the  Octo- 
ber issue  of  the  F.M.A.  Journal.  Might  add  too 
that  the  national  office  has  just  recently  changed 
address  and  the  new  address  is:  1800  North  Kent 
Street,  Arlington,  Virginia  22209.  Also  that  we 
have  a very  active  and  ambitious  chapter  here  in 
Florida.  The  state  chapter  president  is:  Mrs. 
Jeanne  Niswonger,  Post  Office  Box  2544,  Lake- 
land, Florida  33803. 

As  you  may  or  may  not  know.  The  Nature 
Conservancy  is  a non-profit  corporation  whose 
prime  goal  is  the  saving  of  natural  areas,  regard- 
less of  what  Mother  Nature  made  originally  or 
what  she  has  done  to  it  since.  The  organization 
is  only  8 years  old  and  has  already  set  aside  near- 
ly 200,000  acres  of  natural  areas  in  the  United 
States.  The  areas  are  of  all  types,  ranging  from 
13,500  acres  of  Rain  Forest  in  Mauai,  the  Hawai- 
ian Islands,  to  desert  in  Utah,  to  natural  stands 
of  birch  timber  in  New  England. 

Here  in  Florida  where  I have  been  a member 
6 years,  our  efforts  have  been  very  rewarding  and 
include:  St.  Vincent  Island  off  Apalachicola, 

Koreshan  Unity  near  Fort  Myers,  Fuchs  Ham- 
mock south  of  Miami,  the  William  H.  Browne 
gift  of  the  Theodore  Roosevelt  Preserve  here  in 
Jacksonville,  Rookery  Bay,  Corkscrew  Swamp, 
Pelican  Island,  Sanibel  Island,  and  others. 

Presently  we  have  a number  of  projects  going 
on:  a ten  acre  tract  in  Tallahassee,  8,000  acre 
tract  of  the  Ten  Thousand  Islands  south  of 
Naples,  Two  Keys  in  Monroe  County,  and  others. 

Doctors  may  be  interested  in  The  Nature  Con- 
servancy for  several  basic  reasons;  one,  joining 
as  members;  two,  notifying  The  Nature  Conser- 
vancy of  natural  areas  threatened  with  the  bull- 
dozer; three,  they  may  be  able  to  help  patients 
with  natural  lands  that  the  patient  would  like  to 
see  kept  in  its  natural  state  and  they  (the  patient) 
can’t  do  it  themselves. 

The  Nature  Conservancy  can  help  in  many 
different  ways,  depending  on  individual  circum- 
stances. 

In  case  any  physician  is  interested  in  further 
information,  he  should  feel  free  to  contact  me  or 
any  of  the  aforementioned. 

N.  G,  Johnson,  Trustee 
Florida  Chapter 
THE  Nature  Conservancy 
Jacksonville 
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Dear  Dr.  Collins; 

Thank  you  for  a most  useful  issue;  the  Octo- 
ber number.  One  can  take  this  and  pair  it  quite 
nicely  with  the  December  National  Geographic 
and  work  up  a telling  presentation  to  almost  any 
group,  I think,  and  we  are  doing  so  for  our  own 
local  medical  society;  however,  the  demand  for 
extra  copies  of  your  Journal  has  exceeded  the 
supply,  please  send  me  ten  more. 

I would  call  attention  to  indications  that  some 
may  miss  the  point  of  Dr.  Ragland’s  fine  collec- 
tion of  messages.  On  page  11,  in  a brief  editorial 
note,  it  is  mentioned  that  “eco-catastrophe  may 
develop.”  This  is  not  a realistic  appraisal;  eco- 
catastrophe has  already  developed.  The  other 
dubious  point  in  the  same  editorial  comment  was 
the  direction  of  attention  to  “global”  scale  and 
“international”  responsibility.  What  all  of  the 
authors  are  saying  to  us  in  this  issue  is  that  the 
responsibility  lies  with  each  of  us,  no  matter  what 
the  others  are  doing  or  not  doing.  In  other  words, 
I seem  to  infer  from  the  editorial  note  that  “he 
cannot  surely  mean  me  and  my  friends.”  But 
surely,  the  responsibility  must  remain  a personal 
one,  and  for  professional  men  such  as  physicians, 
we  must  not  fail  to  exercise  noblesse  oblige,  even 
when — as  in  this  ecocatastrophe — it  means  con- 
siderable belt-tightening  beginning  right  where  we 
live. 

Again,  let  me  thank  you  for  this  issue.  It  has 
taken  considerable  personal  courage  on  your  part 
to  bring  it  off,  and  I congratulate  you.  Please 
convey  my  thanks  also  to  your  contributing 
editors. 

Robert  P.  Hornsby,  M.D. 

Chairman,  Health  Problems  Committee 
The  Knoxville  Academy  of  Medicine 
Knoxville,  Kentucky 

Dear  Dr.  Collins: 

Congratulations  on  the  series  of  articles  in  the 
October  Journal  dealing  with  the  ecology  issue. 
The  thoughtful,  authoritative  essays  are  provoca- 
tive and  should  be  helpful  in  stimulating  action 
aimed  at  solving  the  mounting  problems  of  en- 
vironmental pollution. 

We  will  make  use  of  the  materials  in  efforts 
being  made  in  the  Atlanta  area  to  alert  all  of  us 
to  these  problems. 

Robert  P.  Bynum,  Regional  Commissioner 
Department  HEW 
Atlanta,  Georgia 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 

I ARCH  LABORATORIES 

I 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Word,  M.D.,  F.A.P-A. 


CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitols  and 
is  also  approved  for  Medicare  patients. 


C/t6St 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 
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SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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] His  wife  has  a lot  of  different 
aenopausal  symptoms,  but  only  a few 
eally  irritate  him.  Her  hot  flashes,  her 
/ertigo,  her  palpitations — that’s  her 
•roblem.  What  really  bothers  him  is 
ler  nervousness,  her  irritability  and 
ler  excessive  anxiety,  often  expressed 
>y  endless  “book-shuffling,  chain- 
moking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 

S ertigo,  palpitations  in  most 
j aenopausal  women.  Menrium 
J >rovides  the  well-known  antianxiety 
[ ction  of  chlordiazepoxide  (Librium®) 

’ nd  water-soluble  esterified  estrogens, 
t therefore  relieves  more  symptoms 
! han  either  component  separately, 
t takes  care  of  the  vasomotor 
jiymptoms  as  well  as  the  emotional 
Symptoms.  This  means  the  symptoms 
■hat  bother  his  wife  most.  And  the 
lymptoms  that  irritate  him  most. 

I So,  to  help  them  both  get  through 
I ler  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepo.xide  (initially  10  mg  ot  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  p.#:  1 50  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH'[^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  actions  of  the  official 
Tinctvire  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  inrinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Reprinted  from 


The  clinic  at  Mayo  established  by  the  University  of 
Florida  College  of  Medicine  as  an  educational  resource  is 
providing  valuable  clinical  experiences.  Observations  of 
two  medical  students  were  included  in  the  article,  “The 
University  and  Rural  Health — A Year  in  Mayo,  Florida,” 
by  Richard  C.  Reynolds,  M.D.,  published  in  J.A.M.A. 
October  19,  1970. — Ed. 

As  an  experience  in  medical  education,  the 
clinic  offers  several  unique  opportunities.  The  pa- 
tient population  is  unselected,  with  the  physical 
and  emotional,  the  benign  and  the  morbid,  and 
the  sub-clinical  and  the  end  stage  of  disease 
thrown  together.  A knowledge  of  human  behavior 
and  culture  is  essential  in  order  to  function  effi- 
ciently in  such  a setting.  Skill  is  required  in  the 
practice  of  meeting  the  needs  of  the  patient  as  the 
patient  sees  them  and  in  being  able  to  withstand 
the  anxiety,  both  yours  and  the  patient’s,  of  not 
being  able  to  call  the  patient’s  difficulty  by  name 
or  arrive  at  a diagnosis.  In  day-to-day  practice  of 
medicine  this  particular  goal  is  achieved  with  clar- 
ity in  only  a small  percentage  of  cases.  It  was 
fascinating  to  observe  how  the  patient’s  concept 
of  “good  medical  care”  came  to  influence  my  ap- 
proach to  self-limited,  generally  benign  processes. 

Gary  C.  Hankins,  MS4 
(Class  of  1969) 

...  a unique  educational  experience  which 
augmented  and  beautifully  complemented  the 
referral  nature  of  Shands  Teaching  Hospital.  In 
Mayo  I was  usually  the  first  “physician”  to  see 
the  patient.  . . . Diagnosis  at  Mayo  had  to  be 
made  without  the  sophisticated  “knee  jerk”  labo- 
ratory procedures  we  all  use  at  Shands  Teaching 
Hospital.  Physical  examination  and  improvisation 
suddenly  became  more  important.  We  had  to 
think  twice  before  getting  a simple  chest  x-ray. 
Cost  of  medical  care  to  the  patient  came  to  the 
forefront.  ...  I was  left  with  certain  concepts  of 
health  care  and  the  role  of  the  LMD.  These  con- 
cepts can  be  appreciated  in  such  a short  time  only 
in  a very  small  community  as  Mayo.  I became 
acutely  aware  of  the  frustrations  of  a referring 
physician  trying  to  utilize  Shands  Teaching  Hos- 
pital. In  a sense,  for  the  first  time  I was  on  the 
outside  looking  in. 

Walter  H.  Murshall,  Jr.,  MS4 
(Class  of  1969) 
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Biochemical  Screening 
A Critique 

biochemical  screening  program  produces  a 
great  deal  of  laboratory  data  at  small  unit  cost 
to  the  patient,  but  at  considerable  cost  to  the  whole 
patient  population.  No  evidence  is  available  that 
its  introduction  is  medically  justified. 

Robert  C.  Ahlvin,  M.D. 

New  England  Journal  of  Medicine 
November  12,  1970 

Multiphasic  Health  Testing 
and  Medical  Care  as  a Right 

Although  no  long-term  evidence  exists  that  the 
course  of  disease  is  influenced  by  multiphasic 
health  testing,  this  is  largely  irrelevant.  Such  pro- 
grams are  essential  for  other  very  important  rea- 
sons. The  existing  and  spreading  concept  of  medi- 
cal care  as  a right,  with  its  elimination  of  per- 
sonally paid  fees,  is  creating  a demand  for  periodic 
health  checkups  and  health  appraisals.  This  de- 
mand cannot  be  met  by  traditional  methods  total- 
ly involving  the  physician  without  great  waste  of 
doctor  time.  Multiphasic  health  testing  can  help 
separate  the  entry  mix  of  patients  into  the  well, 
the  asymptomatic  sick  and  the  sick.  This  separa- 
tion makes  possible  optimum  use  of  physicians’ 
services,  which  can  be  devoted  to  the  area  where 
they  are  most  needed;  the  care  of  the  sick. 

Sidney  R.  Garfield,  M.D. 

New  England  Journal  of  Medicine 
November  12,  1970 


The  best  thing  to  give  your  enemy  is  forgive- 
ness; to  an  opponent,  tolerance;  to  a friend,  your 
heart;  to  your  child,  a good  example;  to  a father, 
deference;  to  your  mother,  conduct  that  will  make 
her  proud  of  you;  to  yourself,  respect;  to  all 
men,  charity. 

Anonymous 
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General  News 


Dr.  Hodes 


Richard  Hodes,  M.D.,  of  Tampa  has  been 
named  a member  of  the  Intergovernmental  Rela- 
tions Committee  of  the  National  Legislative  Con- 
ference; under  the  aegis  of  the  Council  of  State 
Governments. 

Doctor  Hodes,  an  anesthesiologist  and  a mem- 
ber of  the  Florida  House  of  Representatives,  was 
appointed  to  the  committee  by  Maryland  Senate 
President  William  S.  James,  President  of  the  Na- 
tional Legislative  Conference. 


Military  Medic  Placement  Program 

Less  than  a year  old,  the  joint  HEW-Depart- 
ment  of  Defense  program  to  bring  discharged  mili- 
tary medical  personnel  into  the  health  professions 
has  met  with  results  that  one  official  terms  miracu- 
lous. Dr.  John  S.  Zapp,  HEW’s  acting  deputy 
assistant  for  health  manpower,  adds  that  the  pro- 
gram, MEDIHC  (Military  Experience  Directed 
into  Health  Careers),  is  well  ahead  of  schedule 
in  setting  up  agencies  throughout  the  U.S.  He 
adds  that  “more  and  more  professional  organiza- 
tions are  basing  their  admission  standards  on  what 
a serviceman  knows  rather  than  where  he  acquired 
the  knowledge.” 


Rising  Numbers  of  Lawsuits 

The  rising  number  of  lawsuits  against  physi- 
cians poses  a serious  threat  to  quality  surgical 
care  and  is  increasing  health  costs,  the  American 
College  of  Surgeons  has  warned.  The  admonitions 
were  contained  in  a statement  attributed  to  the 
ACS  Board  of  Regents  and  reads  in  part: 

“Instead  of  attempting  procedures  which  may 
cure  the  patient,  but  have  a higher  risk  of  failure 
and  exposure  to  the  threat  of  a lawsuit,  some  sur- 
geons may  prefer  to  use  standard,  proved,  con- 
servative methods  which  might  bring  relief  to  the 
patient,  but  will  not  cure  him. 

“The  rash  of  lawsuits  has  driven  many  other 
surgeons  to  still  another  extreme.  To  protect 
themselves  against  possible  litigation,  they  are 
being  forced  to  order  costly  tests  and  elaborate 
x-rays  which  under  normal  conditions  would  not 
be  required.” 

The  ACS  statement  went  on  to  say  that  since 
many  insurance  companies  have  stopped  issuing 
Professional  Liability  insurance,  some  surgeons 
may  give  up  their  practice,  thereby  aggravating 
the  problem  of  an  already  deficient  supply  of 
physicians.  The  Regents  believe  the  problem 
extends  beyond  the  profession  and  requires  in- 
creased public  awareness  for  its  solution. 


The  Doctor  Shortage 

Are  medical  schools  easing  the  doctor  shortage? 
More  than  is  generally  realized.  In  the  second 
half  of  the  1960s,  for  instance,  the  number  of 
graduates  jumped  to  8,500  a year,  up  from  7,500 
at  the  beginning  of  the  decade  and  7,800  at  mid- 
decade. By  the  end  of  the  1970s,  12,000  M.D.s 
will  be  graduated  each  year,  though  rising  health 
demands  will  reduce  some  of  the  gain. 
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Health  Care  Foundation 

Bylaws  for  a health  care  foundation  were 
adopted  by  the  Duval  County  Medical  Society  at 
its  November  meeting. 

The  foundation  concept  provides  the  mecha- 
nism for  prepaid  comprehensive  health  aid  pro- 
grams in  the  Jacksonville  area.  .'\11  members  of 
the  Duval  County  Medical  Society  will  be  invited 
to  join  the  program,  and  subscribers  will  have  the 
freedom  of  choice  as  to  participating  doctors. 
Physicians  will  be  paid  standard  fees  for  services 
rendered. 

“We  are  now  in  the  position  to  bid  for  any 
federal  legislation  or  private  insurance  programs,” 
according  to  Thad  Moseley,  M.D.,  President-Elect 
of  the  society  and  one  of  the  prime  movers  in  the 
creation  of  the  program. 

It  was  learned  that  the  Blue  Cross-Blue  Shield 
and  Prudential  Life  Insurance  companies  have 
already  expressed  interest  in  providing  coverage 
through  the  foundation  program. 


Combined  Doctor-Nurse  Meeting 

The  American  College  of  Surgeons  will  conduct 
its  18th  combined  meeting  for  doctors  and  nurses 
in  New  Orleans,  March  15-17. 

There  will  be  scientific  sessions  in  general  sur- 
gery and  in  nine  surgical  specialties. 

Florida  physicians  participating  in  the  scien- 
tific program  are:  Edward  R.  Woodward,  M.D., 
of  Gainesville  will  serve  on  a panel  on  “Stress 
Ulcer”  on  Monday. 

.Also  on  Monday,  there  will  be  shown  a film  on 
“Radical  Operation  for  Carcinoma  of  the  \"ulva 
During  Pregnancy,”  prepared  by  Herby  E. 
■Averette,  M.D.  of  Miami  and  Denis  Cavanagh, 
M.D.,  of  St.  Louis. 

A “How-I-Do-It  Clinic”  on  Tuesday  will  fea- 
ture James  R.  Jude,  M.D.,  of  Miami  on  “Cardiac 
-Arrest.” 

-A  film  on  “Corneal  Cryo-Preservation”  will  be 
shown  on  Tuesday  by  Herbert  Kaufman,  M.D. 
and  Mr.  Joseph  A.  Capella  both  of  Gainesville. 

Diran  M.  Seropian,  M.D.,  of  Ft.  Lauderdale 
will  participate  in  a “How-I-Do-It  Clinic”  on 
“Rhytidectomy”  on  Wednesday. 


FHA  Meeting 

-Almost  1,000  persons  attended  the  annual 
meeting  of  the  Florida  Hospital  Association  and 
Allied  Groups  which  was  held  at  Daytona  Beach 
in  November. 

The  Association  installed  Mr.  Ernest  C.  Nott 
Jr.,  as  its  president.  Mr.  Nott  is  administrator 
of  Baptist  Hospital  in  Miami. 

FHA’s  new  President  Elect-Vice  President  is 
Mr.  Donald  W.  Welch,  administrator  of  the  Flor- 
ida Sanitarium  & Hospital  in  Orlando. 


Physician’s  Recognition  Award 

-At  least  one  state  medical  association  has 
adopted  the  American  Medical  Association  Phy- 
sician’s Recognition  .Award  requirements  as  a 
prerequisite  of  membership. 

-According  to  a recent  issue  of  the  AMA’s  Con- 
tinuing Medical  Education  Newsletter,  the  Penn- 
sylvania Medical  Society  will  insist  on  all  of  its 
members  achieving  the  requirements  of  the  award 
in  order  to  retain  medical  society  membership 
starting  July  1,  1972. 

The  requirement  was  recommended  to  the 
Pennsylvania  Society’s  Board  of  Trustees  by  its 
Council  on  Education  and  Science.  The  Council 
stated  that  “if  the  state  society  does  not  initiate 
steps  for  minimum  standards  of  education,  leader- 
ship will  fall  into  other  hands  less  aware  of  the 
problems  involved.” 

The  Physician’s  Recognition  .Award  program 
was  adopted  by  the  -AMA  House  of  Delegates  in 
December,  1968,  to  encourage  member  physicians 
to  participate  regularly  in  various  programs  of 
continued  medical  education.  More  than  16,000 
doctors  throughout  the  country  applied  for  the 
award  when  it  was  first  offered,  and  about  three 
out  of  every  four  were  found  to  be  qualified. 

The  award  is  granted  for  a minimum  total  of 
150  credit  hours  of  postgraduate  education  that 
are  earned  over  a period  of  three  consecutive 
years.  For  example,  the  qualifying  period  for  the 
1970  award  began  on  July  1,  1967,  and  ended  on 
June  30,  1970.  A physician  who  qualified  for 
1970  is  issued  a certificate  that  is  valid  for  three 
years. 
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Announcing  the  Thirty-Fourth  Annual  Meeting  of 
THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 

Conference  Headquarters  — The  Roosevelt  Hotel 

March  8,  9, 

10,  11,  1971 

GUEST  SPEAKERS 

Chas.  Ronald  Stephen,  M.D.,  Dallas,  Tex. 

Henry  F.  Allen,  M.D.,  Boston,  Mass. 

Anesthesiology 

Ophthalmology 

Alejandro  F.  Castro,  M.D.,  Washington,  D.  C. 

Phillip  L.  Day,  M.D.,  San  Antonio,  Tex. 

Colon  and  Rectal  Surgery 

Orthopedic  Surgery 

Alexander  A.  Fisher,  M.D.,  Woodside,  L.I.,  N.Y. 

Ediey  H.  Jones.  M.D.,  Vicksburg,  Miss. 

Dermatology 

Otolaryngology 

Thomas  P.  Almy,  M.D.,  Hanover,  N.  H. 

John  A.  Shively,  M.D.,  Columbia,  Mo. 
Pathology 

Gastroenterology 

Jack  H.  Hall,  M.D.,  Indianapolis,  Ind. 

Max  D.  Cooper,  M.D.,  Birmingham,  Ala. 

General  Practice 

Pediatrics 

Denis  Cavanagh,  M.D.,  St.  Louis,  Mo. 

William  B.  Seaman,  M.D.,  New  York,  N.  Y. 

Gynecology 

Radiology 

John  T.  Galambos,  M.D.,  Atlanta,  Ga. 

Robert  S.  Litwak,  M.D.,  New  York,  N.  Y. 

Internal  Medicine 

Surgery 

Roger  F.  Palmer,  M.D.,  Miami,  Fla. 

Edward  R.  Woodward,  M.D.,  Gainesville,  Fla. 

Internal  Medicine 

Surgery 

Nathan  S.  Schlezinger,  M.D.,  Philadelphia,  Pa. 

James  F.  Glenn,  M.D.,  Durham,  N.  C. 

Neurology 

Urology 

Ernest  W.  Page,  M.D.,  San  Francisco,  Calif. 

Obstetrics 

Lectures,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  ex- 

hibits,  and  entertainment  for  visiting  wives. 

This  program  is  acceptable  for  twenty-two  (22)  prescribed  hours  and  eight  (8)  elective  hours  by  the 

American  Academy  of  General  Practice. 

(All-inclusive  registration  fee  — $35.00) 

For  information  concerning  the  Assembly  meeting 

write  Secretary,  The  New  Orleans  Graduate  Medical 

Assembly,  Room  1538,  1430  Tulane  Avenue,  New  Orleans,  Louisiana  70112. 
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TUCKER  HOSPITAL  INC. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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ORGANIZATION 


13th  Annual  Conference  of 
County  Medical  Society  Presidents  and  Secretaries 

Sponsored  by  the 

FLORIDA  MEDICAL  ASSOCIATION,  INC. 
January  30,  1971 
Robert  Meyer  Motor  Inn 
Orlando,  Florida 


The  13  th  Annual  Conference  of  County  Medical  Society  Presidents  and  Secretaries  will  be  held 
on  Saturday,  January  30,  1971,  under  the  sponsorship  of  the  Florida  Medical  Association. 

The  session  will  begin  at  the  Robert  Meyer  Motor  Inn  at  9:00  A.M.  and  will  be  completed  tha^ 
afternoon. 

A Seminar  on  Medical  Legislation  will  be  held  the  following  day,  Sunday,  beginning  at  9:00  A.M. 
The  program  for  the  officers’  conference  on  Saturday  will  include  discussion  of  FMA  organization. 
Workmen’s  Compensation,  medical  education,  hospital-based  physicians,  osteopathy,  medical  peer 
utilization  review,  Florida  Health  Manpower  Council,  the  legislative  program,  school  health  anc 
foundations  for  medical  care. 

James  T.  Cook,  M.D.,  of  Marianna,  President  of  the  Florida  Medical  Association,  expressed 
the  hope  that  all  component  medical  societies  will  be  represented  at  the  conference.  Doctor  Cook 
will  preside  at  the  morning  session  and  will  present  the  introductory  remarks. 

Richard  C.  Dever,  M.D.,  of  Miami,  FMA  Vice  President,  will  preside  at  the  Seminar  on  Medical 
Legislation  on  Sunday,  January  31. 

The  program  for  the  Conference  of  County  Medical  Society  Presidents  and  Secretaries  on  Satur- 
day will  be  as  follows: 


MORNING:  Presiding — James  T.  Cook,  M.D.,  President 

9 : 00  Registration 

9:15  Introductory  Remarks — Dr.  Cook 

9:30  Organization  of  FMA — Robert  E.  Zellner,  M.D.,  Chairman,  Ad  Hoc  Committee  to  Study  the 
Structure  of  the  FMA,  Orlando 

10:00  Workmen’s  Compensation — Joseph  G.  Matthews,  M.D.,  Chairman,  Ad  Hoc  Committee  on 
Workmen’s  Compensation,  Orlando 
10:30  Coke  and  Coffee  Break 

10:45  Florida  Plan  for  Medical  Education — Dr.  Kenneth  E.  Penrod,  V’^ice  Chancellor  for  Medical 
Affairs,  Florida  State  University  System,  Tallahassee 
11:15  Hospital  Based  Physicians;  Osteopathy — John  J.  Cheleden,  M.D.,  Chairman,  Judicial  Council, 
Daytona  Beach 
11:45  Recess 

12:15  Buffet  Luncheon  (Complimentary) 

“The  National  Medical  Scene” — Ernest  B.  Howard,  M.D.,  Executive  Vice  President, 
American  Medical  .'\ssociation,  Chicago 


.\FTERNOON:  Presiding — Floyd  K.  Hurt,  M.D.,  President-Elect 

2:00  Medical  Peer  Review — James  B.  Byrne,  M.D.,  Chairman,  Committee  on  Peer  Medical  Utiliza- 
tion Review,  Miami 

2:30  Florida  Health  Manpower  Council — Irving  E.  Hall  Jr.,  M.D.,  President,  Bradenton 
3:00  Activities  of  Woman’s  Auxiliary  to  the  FM.\ — Mrs.  .Arnold  J.  Spanjers,  President,  Winter 
Haven 
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3:15  Coke  and  Coffee  Break 

3:30  FMA  Legislative  Program,  National  and  State — Joseph  C.  Von  Thron,  M.D.,  Chairman, 
Council  on  Legislation  and  Public  Agencies,  Cocoa  Beach 
4:00  School  Health — Wesley  S.  Nock,  M.D.,  Chairman,  Committee  on  Child  Health,  Coral  Gables 
4:30  Foundations  for  Medical  Care — Thad  Moseley,  M.D.,  Chairman,  Florida  Medical  Foundation 
Committee  on  Foundations  for  Medical  Care,  Jacksonville 
6:00  Reception 

Sunday,  January  31 

8:00  Editor’s  Breakfast  Presiding:  Clyde  M.  Collins,  M.D.,  Editor 

Seminar  on  Medical  Legislation 

Presiding — Richard  C.  Dever,  M.D.,  Vice  President 

9:00  Joseph  C.  Von  Thron,  M.D.,  Chairman,  Council  on  Legislation  and  Public  Agencies,  Cocoa 
Beach 

Sanford  A.  Mullen,  M.D.,  Chairman,  Committee  on  State  Legislation,  Jacksonville 

(Program  to  be  announced) 


To  Promote  Better  Medical  Care  in  Florida 


One  of  the  noteworthy  projects  of  organized 
medicine  in  Florida  is  to  help  bright  young  men 
and  women  get  a medical  education  through  a loan 
program. 

A large  source  of  student  loan  money  is  the 
Florida  Medical  Foundation,  whose  President  is 
Eugene  G.  Peek  Jr.,  M.D.,  of  Ocala. 

Established  by  the  FMA  House  of  Delegates  in 
1956  “to  promote  better  medical  care  in  Florida,” 
the  Foundation  has  a half-dozen  objectives,  in- 
cluding assistance  to  Florida  residents  who  need 
financial  assistance  to  complete  their  medical 
education. 

The  Loan  Guarantee  Plan  for  medical  students, 
interns  and  residents  became  operational  in  1965. 
At  the  present  time,  lending  capacity  is  in  the 
neighborhood  of  $250^00.  During  the  year  end- 
ing March  31,  1970,  the  Foundation  approved  31 
applications  totaling  $45,000. 

In  addition  to  the  Foundation’s  own  loan 
funds,  monies  have  been  channeled  through  the 
Foundation  by  the  Dade  County  Medical  Asso- 
ciation, Florida  Academy  of  General  Practice, 
Medical  Center  Clinic  of  Pensacola,  Florida  Asso- 
ciation of  General  Surgeons  (for  resident  physi- 
cians), Florida  Association  of  Industrial  and  Rail- 


way Surgeons  and  the  Palm  Beach  County  Medi- 
cal Society. 

Members  of  the  FMA  Woman’s  Auxiliary  for 
many  years  have  shared  with  their  husbands  a 
compassion  for  deserving  medical  students.  In- 
dividual Auxiliary  members  have  spent  countless 
hours  raising  funds  for  the  American  Medical 
Association  Education  and  Research  Fund  (AMA- 
ERF). 

AMA-ERF  funds  support  grants  for  medical 
schools  throughout  the  country  as  well  as  a stu- 
dent loan  program. 

Through  various  fund  raising  activities,  includ- 
ing a Benefit  Art  Show,  FMA’s  Auxiliary  raised 
$15,817.18  for  AMA-ERF  in  1968,  and  increased 
this  to  $19,343.91  last  year.  Through  last  Octo- 
ber, another  $10,224.92  had  been  raised  by  the 
Auxiliary,  with  more  to  be  reported  between  that 
time  and  the  year’s  end. 

Florida  physicians  also  have  been  consistent 
supporters  of  AMA-ERF,  although  their  donations 
have  not  kept  pace  with  those  of  the  women.  The 
doctors  gave  $13,527.99  in  1968,  $10,057.00  in 
1969,  and  $6,525.00  for  the  first  10  months  of  the 
year. 
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Professional  Liability 


Robert  J.  Brennan,  M.D. 


A continuing  rise  in  claims  will  result  in  an- 
other increase  in  premiums  under  the  FIMA-spon- 
sored  Professional  Liability  Insurance  Program, 
effective  January  2,  1971. 

On  and  after  that  date,  new  enrollees  in  the 
program  will  have  to  pay  premiums  averaging 
about  30  per  cent  above  the  current  rates.  Mem- 
bers already  enrolled  in  the  program  on  January 
1,  1971,  will  not  be  affected  by  the  increase  until 
January  2,  1972. 

At  a recent  meeting  in  Miami,  the  FMA  Com- 
mittee on  Professional  Liability  was  advised  that 
premiums  under,  the  group  program  will  remain 
below  Bureau  rates. 

A review  of  the  FIMA  program  indicates  that 
between  1963  and  June  30,  1970,  losses  includ- 
ing cost  of  investigation  and  defense  totaled 
$2,992,004.  In  several  of  the  21  categories  of 
claims,  the  cost  of  defense  actually  exceeded  the 
total  of  award  and  settlement. 

Technical  surgical  error  was  far  and  away  the 
largest  cause  of  action  in  terms  of  loss  and  dollars 
expended  with  a total  of  $1,094,809.  Others  in  the 


Dr.  Brennan  is  Chairman,  FM.A  Committee  on  Professional 
Liability  Insurance. 


“Top  10”  included:  Improper  diagnosis  or  treat- 
ment not  involving  surger\%  $489,511;  .\dverse 
reaction  to  drugs,  $319,735;  Improper  anesthesiol- 
ogy, $259,817;  Injury  to  mother  in  childbirth, 
$136,804;  Improper  treatment  of  fractures, 
$86,833;  Foreign  body  left  in  patient  during  sur- 
gery, $83,163;  Disfigurement  from  surgery, 
$77,282;  Infection  in  surgical  site,  $71,247;  and 
Injury  to  child  in  childbirth,  $53,861.  Rates  for 
1970  and  1971  are  shown  in  Table  1. 

The  FM.\-sponsored  program  got  underway 
in  1961  after  more  than  ten  years  of  study  of  the 
liability  problem  by  Association  officers.  The  pro- 
gram, offered  by  Employers’  Fire  Insurance  Com- 
pany, features  centralized  claim  handling,  cen- 
tralized legal  coordination,  active  opposition  to 
any  unwarranted  suits  in  the  courts,  review  of 
underwriting  before  denial  of  a member’s  applica- 
tion, and  medical  review  of  reported  claims. 

At  the  present  time  more  than  4,200  FMA 
members  are  participating  in  the  program. 

Coverage  under  the  program  may  be  obtained 
from  your  local  insurance  agent  or  Marsh  & Mc- 
Lennan, the  administrators  of  the  program. 

^ Dr.  Brennan,  3471  North  Federal  Highway,  Fort 
Lauderdale  33306. 


Table  1.— Annual  Premiums  for  $100,000/$3 00,000  Coveraget 

(1970-1971) 


Class 

Dade 

County 

Broward 

County 

Remainder 
OF  State 

1970 

1971** 

1970 

1971** 

1970 

1971** 

1 . Physicians-no  surgery 

$ 285 

$ 446 

$ 168 

$ 446 

$ 168 

$ 263 

2.  Physicians-minor  surger}^ 

500 

777 

295 

777 

295 

463 

3.  Surgeons* 

855 

1,686 

505 

1,686 

505 

1,002 

4.  Surgeons* 

1,140 

2,245 

673 

2,245 

673 

1,334 

5.  Surgeons* 

1,425 

2,809 

842 

2,809 

842 

1,667 

* Class  3 consists  of  Cardiologists  doing  catheterization  but  not 
cardiac  surgery:  Ophthalmologists,  Proctologists  and  General 
Practitioners  who  perform  major  surgery. 

Class  4 consists  of  General  Surgeons,  Cardiac  Surgeons, 
Otolaryngologists  (no  plastic  surgery).  Thoracic  Surgeons, 
Urologists  and  Vascular  Surgeons. 

Class  S includes  Anesthesiologists,  Neurosurgeons,  Obstetri- 
cians, Gynecologists,  Orthopedists,  Otolaryngologists  (plastic 
surgery),  and  Plastic  Surgeons. 


t Premiums  quoted  apply  only  to  solo  practitioners;  premiums 
for  partnerships  are  20  per  cent  higher. 


**  These  premiums  apply  only  to  members  already  enrolled  in 
the  program  on  January  1,  1971. 


(Continued  on  page  63) 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


B8^iMiin-pharmaceuticals  created  for  your  specialized  clinical  needs 


...with  episodes  of  vertigo, 
headache,  confusion,  sensory  loss, 
slurred  speech,  consider 

VASOdLAUr 

SOXSUPRINE  HC 

to  help  relieve  symptoms  by 
preventing  vasospasm  and 
increasing  cerebral  blood  flow 


New  20  mg.  strength  now  available:  Vasodllan  20  mg.  tablets  for  greater  dosage 
simplicity  and  convenience.  Recommended  Initial  dose;  one  20  mg.  tabiet  q.i.d. 


Uthough  not  all  clinicians  agree  on  the  value  of  vasodilators  In  vascular  disease,'  several  investigators^'''  have  reported  favorably  on  the  effects  of 
soxsuprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement^'’  and  observation  of  clinical  improvement.’'* 
Indications;  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
Raynaud's  disease,  po_stphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VASODlLAN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications 
and  Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
mg.  or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
recommended.  Complete  details  available  In  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

U.  F.;  Alman,  R.  W.;  Ticktin,  H.  E.:  Ehrmantraut,  W.  R.,  and  Savarese,  C.  J.;  Angiology  75.No.  2 (Feb.)  1964.  (2)  Horton, 
p.  E..  and  Johnson,  P.  C.,  Jr.;  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192 
(June)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 

75;82-87  (Feb.)  1964.  © 1970  mead  JOHNSOK  a company  . EVANSVILLE.  INDIANA  47721  75970 


l-aboratories 


Need 

another  car? 


Visit  your 
auto  dealer! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Just  as  the  jeweler  is  trained  in  his  field, 
and  the  auto  dealer  is  knowledgeable  in 
liis  business,  the  Guild  Optician  is  an  ex- 
pert in  his. 

We  say  “Call  on  an  expert . . •”  because  your 
local  Guild  Optician  is  an  expert  in  me- 
chanical optics.  You  know  he  is  equipped 
to  handle  your  most  critical  cases,  both 
in  experience  and  in  training.  You  know 
also,  because  he  is  a Guild  Member,  that 
his  standards  are  high,  and  that  you  can 
depend  on  him  to  accurately  translate  your 
patient’s  prescription  and  to  render  such 
after  service  as  your  patient  might  need, 
for  the  life  of  that  prescription. 


Your  local  Guild  Optician  also  is  an  expert 
at  working  with  your  patient  in  an  under- 
standing manner  when  it  comes  to  the  styl- 
ing and  fit  of  your  patient’s  frame.  His 
stocks  reflect  not  only  the  most  modern 
fashions,  but  also  the  conservative  styles 
that  have  lasted  over  the  years. 

There  are,  of  course,  many  other  areas  in 
which  your  Guild  Optician  may  be  highly 
skilled:  sub-normal  vision  cases,  aphakic 
cases,  contact  lenses. 

When  you  need  optical  sel•^ices.  think  first 
of  your  (Tiiihl  Optician!  Guild  of  Proscrip- 
tion Opticians  of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETO  SERVE  YOUR  PATIENTS 

• ' 


Problems  of  Political  Medicine 
Report  of  Board  of  Trustees  AM  A 


A summary  of  priorities  for  maximum  utiliza- 
tion of  physician  time  in  meeting  the  country’s 
health  service  needs  was  adopted  by  the  Ameri- 
can Medical  Association’s  House  of  Delegates 
during  the  Clinical  Convention  in  Boston  on 
December  4. 

Known  officially  as  “Report  U of  the  Board 
of  Trustees,”  the  document  is  essentially  the  com- 
ments of  AM  A House  Speaker  Russell  Roth,  M.D. 
Dr.  Roth’s  comments  were  presented  to  the  De- 
partment of  Health,  Education  and  Welfare  after 
the  Board  of  Trustees  discussed  a national  health 
program  with  Roger  Egeberg,  M.D.,  Assistant 
Secretary  for  Health. 

The  Executive  Committee  of  the  Florida  Medi- 
cal Association  was  particularly  impressed  by  the 
I report  and  recommended  to  the  editors  of  the 
I Journal  that  it  be  reprinted  in  this  issue.  This 
very  well  expresses  the  views  of  Florida’s  delegates 
j to  the  A.M.A. 

The  report  is  as  follows: 

' Thesis: 

The  principal  resource  for  meeting  the  medical 

service  needs  of  the  nation  is  the  existing  sup- 
ply of  practicing  physicians. 

1st  priority  is  for  using  effectively  those 
practicing  physicians  we  now  have. 

2nd  priority  is  to  do  those  things  which 
may  be  done  to  increase  the  productiv- 
ity of  physicians. 

3rd  priority  is  to  augment  the  number  of 
physicians. 

4th  priority  is  to  use  the  physician  effec- 
tively in  his  role  as  a conservator  of 
expenditures  by  and  in  behalf  of  his 
patients. 

Considerations  in  respect  to  the  1st  priority  (effec- 
tive use) : 

There  has  been  a substantial  “flight  from  prac- 
tice,” and  especially  from  general  practice,  which 
has  intensified  our  problems  in  the  delivery  of 
medical  service.  The  factors  which  have  caused 
this  exodus  from  direct  patient  care  should  be  rec- 
ognized and,  to  the  extent  possible,  eliminated. 
There  has  also  been  the  disturbing  fact  that  al- 
though new  physicians  are  being  trained  at  a rate 
well  exceeding  the  rate  of  general  population 
growth,  these  young  doctors  are  not  being  moti- 
vated to  enter  into  direct  patient  care  in  the  areas 
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of  greatest  need.  If  we  wish  to  hold  on  to  our 
current  supplies  of  active  practitioners  and  to  in- 
crease them  in  a rational  fashion  there  are  certain 
things  that  we  should  do,  and  a number  of  things 
which  w’e  assuredly  should  not  do. 

1.  — In  the  existing  climate  of  the  United  States 

efforts  to  regiment,  conscript,  or  apply  eco- 
nomic sanctions  to  the  medical  profession 
are  destined  to  make  matters  worse  rather 
than  better.  They  have  the  effect  of  driv- 
ing even  more  physicians  from  active  prac- 
tice into  research,  teaching,  administrative 
medicine,  more  narrow  specialization  or 
premature  retirement. 

2.  — Promises  on  the  part  of  government  that 

practicing  physicians  will  deliver  even 
more  health  service  to  beneficiaries  than 
they  are  now  able  to  produce  under  stress 
conditions  force  still  more  physicians  to 
seek  refuge  from  the  pressures. 

3.  — The  practicing  physician  is  confronted 

with  increasing  costs  of  living  and  of  do- 
ing business.  In  a generally  uncontrolled 
economy  measures  which  would  freeze  the 
income  levels  of  physicians,  eliminating 
their  ability  to  adjust  to  the  economic  en- 
vironment are  discriminatory  and  lead  to 
still  further  departures  from  active  prac- 
tice. 

4.  — The  individual  physician  has  limited  op- 

portunity or  capacity  to  respond  to  over- 
all societal  demands.  These  responses  are 
best  made  by  physicians  collectively,  act- 
ing in  concert  through  their  professional 
cLssociations.  It  is  in  the  best  interests  of 
the  nation  that  professional  organizations 
be  aided  and  abetted  in  their  cooperative 
efforts.  To  denigrate  them  and  to  give 
them  adverse  tax  treatment  reduces  their 
capacities  and  their  resources  for  construc- 
tive input. 

5.  — It  has  been  proposed  in  several  legislative 

bills  that  bonus  dollars  will  motivate  phy- 
sicians to  establish  practices  in  rural  and 
urban  shortage  areas.  The  fact  is  that 
large  numbers  of  physicians  who  have  been 
providing  service  in  those  areas  leave 
lucrative  practices  for  less  rewarding  cir- 
cumstances in  which  the  offsets  are  such 
things  as  personal  and  family  security,  im- 
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proved  educational  facilities,  or  a lessened 
pressure  of  patient  demand. 

6.  — Prepaid  comprehensive  group  practice  has 

been  “discovered”  as  a potential  answer  to 
most  of  the  delivery  problems.  Rechris- 
tened “Health  Maintenance  Organiza- 
tions,” these  arrangements  for  practice  are 
offered  as  a panacea  without  recognition  of 
the  fact  that  such  groups  have  been  en- 
countering serious  problems  of  their  own, 
that  many  patients  do  not  wish  to  enroll 
in  such  plans,  and  that  many  physicians 
have  no  interest  in  practicing  in  them.  The 
many  variations  of  this  approach  deserve 
support  as  competitive  mechanisms  with 
a chance  to  prove  such  superiorities  as  they 
may  develop  in  respect  to  quality,  efficien- 
cy and  economy,  but  to  attempt  to  force 
all  physicians  into  a rigid  pattern  of  sal- 
aried group  practice  could  be  the  most  de- 
structive move  made  by  government. 

7.  — Plans  which  would  base  the  entire  delivery 

system  of  medical  service  upon  “primary 
physicians”  with  responsibility  for  chan- 
nelling patients  and  regulating  payments 
to  consultants,  specialists  and  the  like 
betray  a lack  of  understanding  as  to  how 
medicine  is  practiced. 

8.  — ^The  willingness  of  physicians  to  partici- 

pate in  and  to  be  subject  to  peer  review 
in  respect  to  the  quality  and  quantity  of 
their  services  and  the  charges  made  there- 
for are  encouraging.  This  should  be  sup- 
ported, not  discounted.  The  prospect  of 
evaluation  by  non-medical  reviewers,  or 
medical  reviewers  hired  by  non-medical 
agencies  is  a strong  deterrent  to  coopera- 
tion. 

In  summary,  to  keep  physicians  in  active  prac- 
tice, rather  than  to  disperse  them,  government 
should  abandon  emphasis  on  prepaid  comprehen- 
sive group  practice  although  it  may  still  support 
it.  It  should  uphold  the  principle  that  a physician 
should  be  expected  to  charge  his  usual  fees  to  all 
patients  and  should  depend  on  a strengthened 
system  of  peer  review  to  guarantee  that  such  usual 
fees  will  conform  with  customary  fees  and  be  kept 
within  the  ranges  of  what  can  be  defined  as  “rea- 
sonable.” Mathematical  formulae  for  freezes  and 
arbitrary  percentiles  should  be  abandoned.  It 
should  probably  be  accepted  that  highly  trained 
physicians  cannot  be  attracted  into  practice  in 
rural  areas  or  in  many  slum  areas,  and  alternative 
mechanisms  for  the  provision  of  adequate  medical 
service  should  be  developed. 


Considerations  in  respect  to  the  2nd  priority  (in- 
creased productivity) : 

1.  — There  is,  in  general,  little  opportunity  to 

increase  the  productivity  of  the  average 
practicing  physician  by  simple  extensions 
of  his  working  hours.  Actually  current  en- 
thusiasm for  group  practice  formulae  seem 
to  be  retrogressive  inasmuch  as  it  is  repre- 
sented to  the  physician  who  is  currently 
working  60-70  hours  per  week  that  under 
group  practice  arrangements  he  may  re- 
duce this  to  SO  or  less  hours  per  week. 
Scattered  figures  may  be  cited  to  support 
the  idea  that  100  physicians  in  solo  prac- 
tice actually  provide  service  to  more  pa- 
tients per  week  than  do  100  physicians  in 
group  practice  of  any  type. 

2.  — The  multiple  experimental  programs  of 

Medex,  Duke  University,  th'j  American 
Urological  Association,  and  scores  of  others 
to  develop  support  to  the  practicing  phy- 
sician deserve  subsidy  and  assistance.  At 
the  same  time  serious  attention  must  be 
paid  to  the  medical  practice  acts  of  the 
several  states,  to  factors  of  professional 
liability,  insurance  coverage,  and  the  like. 

3.  — Restrictive  provisions  in  such  programs  as 

Medicare  and  Medicaid  which  make  it 
economically  unfeasible  for  physicians  to 
delegate  to  others — especially  to  interns, 
residents  and  office  assistants — the  provi- 
sion of  appropriate  services  should  be  elim- 
inated or  readjusted. 

4.  — Government  has  taken  an  unproductive 

and  adverse  position  in  respect  to  those 
physicians  who  have  appeared  to  earn 
“too  much”  money  from  federal  and  state 
programs.  Instead  of  the  antagonistic  ap- 
proach of  questioning  the  financial  “take” 
by  such  persons,  focus  should  be  on  re- 
questing “peer  review”  of  the  quality  of 
care  offered  by  these  mass  producers.  It 
may  be  good. 

5.  — Many  physicians  are  dissuaded  from,  or 

become  disenchanted  with,  efforts  to  pro- 
vide medical  service  for  federal  and  state 
program  beneficiaries  because  of  relatively 
low  compensation,  excessive  paper  work, 
and  an  exposure  to  adverse  publicity  be- 
cause of  payments  received.  This  should 
be  corrected.  Physicians  willing  to  devote 
themselves  to  this  type  of  work  in  volume 
should  be  praised  rather  than  denigrated 
for  their  efforts. 
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Consideration  in  respect  to  the  3rd  priority  (aug- 
mentation of  physician  numbers) : 

1. — -Support  to  the  educational  roles  of  medical 

schools  should  be  clearly  separated  from 
support  to  medical  research  so  that  the 
latter  is  not  used  as  a subterfuge  for  the 
building  of  a medical  school  faculty,  or  the 
underwriting  of  medical  school  operations. 

2.  — As  much  attention  should  be  devoted  to 

keeping  in  clinical  practice  of  medicine 
those  physicians  who  we  have  as  to  the 
training  of  more  physicians. 

3.  — positive  program  of  public  relations  ded- 

icated to  making  the  clinical  practice  of 
medicine  attractive  to  oncoming  genera- 
tions of  young  Americans  would  be  more 
productive  than  a campaign  to  picture  phy- 
sicians as  entrepreneurs  requiring  regimen- 
tation and  control. 

4.  — Serious  attention  should  be  given  to  the 

problem  of  professional  liability  insurance 
and  the  jeopardy  in  which  the  practicing 
physician  finds  himself  today.  It  is  no 
small  matter  that  the  new  physician  finds 
that  he  must  pay  from  two  to  ten  thou- 
sand dollars  per  year  in  malpractice  in- 
surance premiums  before  he  feels  safe  to 
treat  his  first  patient.  It  is  equally  impor- 
tant to  recognize  that  many  active  practi- 
tioners are  being  forced  from  practice  by 
the  inability  to  purchase,  at  any  reasonable 
figure,  adequate  liability  insurance.  The 


answer  does  not  lie  in  finding  new 
“carriers”  for  the  insurance.  It  lies  in  legal 
reforms  governing  liability. 

Considerations  in  respect  to  the  4th  priority  (con- 
servator of  public  expenditures) : 

1. — “Peer  Review”  is  the  governing  concept 

which  requires  support.  To  dilute  it  with 
lip  service  to  consumer  representation  is 
not  helpful.  The  medical  profession  needs 
to  be  supported  in  the  outstanding  prog- 
ress which  it  has  made  in  the  past  decade 
in  the  perfection  of  peer  review  techniques. 

2.  — Indoctrination  in  peer  review  should  be 

looked  upon  as  a proper  role  of  national, 
state  and  county  medical  societies  for  in- 
corporation into  medical  school  curricula 
and  hospital  intern  and  residency  training 
programs. 

3.  — Techniques  of  education  for  the  practicing 

physician  in  the  relationship  between  hos- 
pitalization, physician  orders  and  prescrib- 
ing practices  and  the  expenditures  man- 
dated for  patients  or  those  who  pay  their 
bills  should  be  advanced. 

4. — Considerable  attention  should  be  given  to 

the  thought  that  when  a physician  is  sal- 
aried, or  otherwise  divorced  from  the  fee- 
for-service  method  of  compensation,  he  is 
insulated  from  a specific  interest  in  how 
his  services  or  his  authorizations  for  ser- 
vice have  impact  upon  the  economics  of 
medical  care. 


Ad  Hoc  Committee  on  Drug  Abuse 


The  organizational  meeting  of  the  FMA’s  Ad 
Hoc  Committee  on  Drug  Abuse  was  held  on  No- 
vember 17,  1970,  at  the  FMA  headquarters  in 
Jacksonville  with  the  chairman,  Robert  P.  John- 
son, M.D.,  of  Tallahassee  presiding. 

The  committee  is  composed  of  members  of 
FMA  as  well  as  representatives  of  the  pharmacy, 
the  clergy,  the  Bar,  law  enforcement,  education, 
Woman’s  Auxiliary  to  the  FMA,  and  others. 

Dr.  Johnson  asked  the  members  present  to 
estimate  the  scope  of  the  drug  abuse  problem  in 
their  areas  and  to  tell  what  measures  are  under- 
way to  combat  it.  The  consensus  was  that  prob- 
ably no  one  knows  the  exact  extent  of  the  situa- 
tion in  any  given  area  of  the  state. 


Mr.  Louis  V.  Morelli,  Director  of  the  Florida 
Department  of  Education’s  drug  abuse  training 
program  for  teachers,  reported  on  the  progress  of 
that  project.  The  committee  went  on  record  as 
commending  Mr.  Morelli  and  his  department  for 
their  outstanding  efforts  in  this  regard. 

The  role  of  the  Florida  Department  of  Law 
Enforcement  in  combating  drug  abuse  was  de- 
scribed by  Mr.  Willis  D.  Booth  of  Tallahassee,  a 
special  agent  for  the  department.  Mr.  Booth  said 
adequate  information  concerning  possession  and 
sale  of  drugs  should  become  available  in  January, 
1971,  when  a uniform  crime  reporting  system  will 
be  launched  in  Florida. 

Members  of  the  committee  expressed  concern 
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about  the  extended  period  of  time  that  elapses 
between  a suspect’s  arrest  emd  his  eventual  trial. 
They  decided  to  investigate  the  situation  on  a 
locality  by  locality  basis  for  consideration  at  the 
next  committee  meeting. 

There  was  considerable  discussion  about  the 
drug  Numorphan  and  concern  was  expressed  that 
physicians  may  be  overprescribing  it.  The  com- 
mittee went  on  record  as  requesting  that  physi- 
cians prescribe  this  drug  for  only  terminal  cancer 
patients.  It  also  recommended  more  restrained 
writing  for  “diet  pills”  and  other  such  drugs. 

The  committee  also  decided  to  undertake 
sponsorship  of  one-day  seminars  for  physicians 
which  would  cover  the  doctor’s  role  in  drug  abuse. 
Topics  for  these  seminars  would  include  treatment 
of  addicts,  counseling  of  drug  abusers,  and  man- 
agement of  overdoses. 

The  committee,  created  by  the  FM.\  House  of 
Delegates  last  IMay,  will  have  its  next  meeting  on 
January  27  at  Holly^vood. 


Flanipac  Speaker 

U.S.  Sen.  Barry  M.  Goldwater  (R-.\riz)  Re- 
publican nominee  for  President  in  1964  will  be 
among  speakers  at  the  97th  Annual  Meeting  of 
the  Florida  Medical  Association. 

Senator  Goldwater  will  address  a luncheon 
sponsored  by  the  Woman’s  x\uxiliary  to  the  FMA 
and  the  Florida  Medical  Political  Action  Commit- 
tee. It  will  be  held  beginning  at  12:15  p.m.  on 
Friday,  May  7,  at  the  Hotel  Americana  in  Bal 
Harbour,  Florida. 

A native  of  Phoenix,  .Arizona,  Senator  Gold- 
water  was  educated  in  the  public  schools  there 
and  at  Staunton  Military  Academy  in  Virginia. 
He  also  attended  the  University  of  Arizona. 

He  is  a veteran  of  World  War  II,  and  he 
retired  from  the  United  States  Air  Force  Reserves 
at  the  rank  of  Major  General. 

Senator  Goldwater  launched  his  political  career 
in  1949  when  he  was  elected  to  the  City  Council 
of  Phoenix  on  a reform  ticket. 

Three  years  later  he  was  elected  to  his  first 
term  in  the  Senate  and  was  reelected  in  1958. 

After  his  unsuccessful  Presidential  Campaign, 
the  voters  of  Arizona  returned  Senator  Goldwater 
to  the  Senate  in  1968. 


New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  os  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 
cups. 

WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


66 


VOLUME  58/NUMBER  1 


This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  FullyTherapeutic 
Age-Calibrated  ” Non-Narcotic 
Cough/Cold  Formula... 
ForAnyMemberQf  The  Family* 

' *Not  for  infants  under  2 years  of  age. 


Ki:i 

u “1  Be  , . . 

NewINlI 

ICOl  Ibblets/Elixir 

:och  scored  tablet  contains;  Phenylproponolomine  HCI  50  mg.  Chlorpheniramine  moleote  4 mg.  Glyceryl  guoiocolote  200  mg.  Dextromethorphan  HBr  30  mg. 

;och  IS  ml  of  elixir  contains;  Phenylpropanolamine  HCI  25  mg.  Chlorpheniramine  moleote  2 mg.  Glyceryl  guoiocolote  100  mg,  Dextromethorphon  HBr  15  mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


Fora  complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Delicious, 

Grape-Flavored 


Elixir 


[ (4  days  — 
no-y/oste  therapy) 


'/2  OZ  (Tt^^ 

1 oz 

8oz 

16  OZ 

tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


II 


It’s  available  because  of  Medicentei 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery^  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  aci 
care  facilities.  A professional  medical  staff  supervi 
all  recuperative  care  under  the  direct  orders  of  each  ] 
tient’s  personal  physician.  Room  rates  are  nominal 
about  one-half  the  cost  of  general  hospitals.  And  ther 
a growing  list  of  insurance  companies  that  already  provi 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  communit; 
health  care  system.  Get  to  know  the  Medicenter  soon.  Yo 
visit  or  inquiry  is  welcome  anytime. 


Medicenter  of  America  / Hopkinsvilie  • Louisville,  Kentucky 
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I-Tb"  Only  you  can  prevent  forest  fires. 


MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 


JANUARY 

7-10  Eighth  Annual  Postgraduate  Seminar  in 
Anesthesiology,  “Anesthesia  and  the  Nerv- 
ous System,”  Diplomat  Hotel,  Hollywood. 
For  information:  Jordan  Katz,  M.D.,  Uni- 
versity of  Miami  School  of  Medicine,  Box 
875,  Biscayne  Annex,  Miami  33152. 

11-12  Infectious  Diseases  1971 — Treatment  and 
Prevention,  Eden  Roc  Hotel,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Pub- 
lic Relations  Office,  Mt.  Sinai  Hospital, 
Miami  Beach  33140. 

11-16  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

13-16  Postgraduate  Seminar  in  Surgery  Art  and 
Science  in  the  Therapy  of  Difficult  Prob- 
lems in  Surgery,  Eden  Roc  Hotel,  Miami 
Beach.  For  information:  Robert  Zeppa, 

M.D.,  University  of  Miami  School  of  Medi- 
cine, Box  875,  Biscayne  Annex,  Miami 
33152. 

24-28  University  of  Miami  Annual  Seminar  on 
Pediatric  and  Adult  Urology,  Sheraton  Four 
Ambassadors  Hotel,  Miami.  For  informa- 
tion: Michael  P.  Small,  M.D.,  University 
of  Miami  School  of  Medicine,  Box  875, 
Biscayne  Annex,  Miami  33152. 

24-28  Practical  Pediatrics,  Deauville  Hotel,  Miami 
Beach.  For  information:  Donald  H.  Alt- 
man, M.D.,  6125  S.W.  31st  St.,  Miami 
33135. 

27-29  Current  Problems  in  Regulation  of  Ionizing 
Radiation,  St.  Joseph’s  Hospital,  Tampa. 
For  information:  Waldo  D.  DeVore,  M.S., 
St.  Joseph’s  Hospital,  3001  W.  Buffalo  Ave., 
Tampa  33607. 


FEBRUARY 

2 Second  Medical  Education  and  Research 
Conference,  St.  Joseph’s  Hospital,  Tampa. 
For  information:  Charles  S.  Thomas,  Dir., 
Community  Relations,  St.  Joseph’s  Hospi- 
tal, 3001  W.  Buffalo  Ave.,  Tampa  33607. 

13- 14  Orange  Memorial  Hospital  and  Emory  Uni- 

versity present  “Two  Days  of  Gastroen- 
terology,” Red  Auditorium,  Orlando.  For 
information:  Freeman  H.  Cary,  M.D.,  Dir. 
of  Medical  Education,  Orange  Memorial 
Hospital,  Orlando  32806. 

14- 19  University  of  Miami  School  of  Medicine 

presents  “Medical  Diagnosis:  Truths, 

Neartruths  and  Nontruths,”  Sheraton  Four 
Ambassadors,  Miami.  For  information:  J. 
Bodes,  M.D.,  U.  of  Miami  School  of  Medi- 
cine, Box  875,  Biscayne  Annex,  Miami 
33152. 

20  Florida  Association  of  General  Surgeons, 
“Practical  Aspects  of  General  Surgery,” 
Duval  Medical  Center,  Jacksonville.  For 
information:  Clyde  M.  Collins,  M.D.,  1503 
Oak  St.,  Jacksonville  32204. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

MARCH 

6 Fifteenth  Watson  Clinic  Annual  Seminar, 
Watson  Clinic,  Lakeland.  For  information: 
Brunildo  A.  Herrero,  M.D.,  Watson  Clinic, 
Lakeland  33802. 

9-13  “Selected  Topics  in  Roentgendiagnosis; 
Radiologic-Pathologic  Correlations,”  Fon- 
tainebleau Hotel,  Miami  Beach.  For  infor- 
mation: Manuel  Viamonte  Jr.,  M.D.,  Uni- 
versity of  Miami  School  of  Medicine,  Box 
875,  Biscayne  Annex,  Miami  33152. 
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National  and  Regional 
Meetings  Held  in  Florida 


14-17  Special  Procedures  in  Diagnostic  Radiology, 
Eden  Roc  Hotel,  Miami  Beach.  For  infor- 
mation: Mrs.  Gwen  Hendel,  Mt.  Sinai 

Hospital,  Miami  Beach  33140. 

17-20  Third  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton  Four  Ambassadors, 
Maimi.  For  information:  Michael  S.  Gor- 
don, M.D.,  University  of  Miami  School  of 
Medicine,  Box  875,  Biscayne  Annex,  Miami 
33152. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


APRIL 

19-24  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

23-24  Seminar  on  Arthritis  and  Related  Diseases, 
Sheraton  Hotel,  Jacksonville.  For  infor- 
mation: William  B.  Thirlwell,  2522  Oak 
St.,  Jacksonville  32204. 


MAY 

3-  8 Comprehensive  Training  in  Coronary  Care 
for  Physicians,  JaCkson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

24-29  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 
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1-  6 Society  for  Cryosurgery,  Diplomat  Hotel 
and  Country  Club,  Holl}rwood.  Sec.:  So- 
ciety for  Cryosurgery,  30  N.  Michigan  Ave., 
Chicago  60602. 

7-12  American  College  of  Chest  Physicians, 
“Problems  and  Approaches  to  Diagnosis 
and  Management  of  Cardiopulmonary  Fail- 
ure,” University  of  Miami  School  of  Medi- 
cine, Miami  Beach.  For  information; 
Charles  F.  Tate,  M.D.,  1000  N.W.  17th  St., 
Miami  33136. 

14-18  International  Anesthesia  Research  Society, 
Americana  Hotel,  Miami  Beach.  Ex.  Sec.: 
B.  B.  Scmkey,  M.D.  3645  Warrensville  Cen- 
ter Rd.,  Cleveland  44122. 

24-26  American  Surgical  Association,  Boca  Raton 
Hotel  and  Club,  Boca  Raton,  Sec.:  G. 
Thomas  Shires,  5323  Harry  Hines  Blvd., 
Dallas  75235. 


APRIL 

18-22  Southeastern  Surgical  Congress,  Americana 
Hotel,  Miami  Beach.  Sec.:  A.  H.  Letton, 
M.D.,  340  Blvd.,  N.E.,  Atlanta  30312. 


MAY 

12-15  American  Gastroenterological  Association, 
Americana  Hotel,  Miami  Beach.  Sec.:  H. 
D.  Janowitz,  M.D.,  HE.  100th  St.,  New 
York  10029. 


AUGUST 

30-Sept.  2 Third  Western  Hemisphere  Nutrition 
Congress,  Americana  Hotel,  Miami  Beach. 
For  information:  Council  on  Foods  and 

Nutrition,  American  Medical  Association, 
535  North  Dearborn  St.,  Chicago,  111. 
60610. 


Reviews 


Water  and  Electrolyte  Metabolism  and  Acid-Base 
Balance  by  Edward  Muntwyler,  Ph.D.  Pp.  169.  33  il- 
lustrations. Price  SS.85.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1968. 

With  a logical  sequence  and  concentration  on 
clinical  situations  the  author  of  this  short  mono- 
graph has  succeeded  in  presenting  a clear  presen- 
tation of  a difficult  aspect  of  medicine.  The  mono- 
graph, based  on  lecture  notes  given  by  the  author, 
combines  the  dynamics  of  human  physiology  and 
biochemistry  in  a manner  not  equalled  by  some 
larger  texts.  The  illustrations  are  clear,  the  math- 
ematics straight-forward,  and  the  clinical  ap- 
plications are  appropriate.  Bold-face  print  is  free- 
ly used  to  introduce  the  contents  of  paragraphs 
and  to  assist  the  reader  in  reviewing.  Of  necessity, 
each  topic  is  stripped  to  fundamentals,  but  a long 
and  erudite  bibliography  is  available  to  satisfy 
the  reader  interested  in  pursuing  a particular  topic 
in  depth.  This  monograph  should  be  valuable  to 
the  student  as  an  introduction  to  this  challenging 
subject  as  well  as  to  the  busy  physician  who 
wishes  to  review  the  principles  on  which  he  bases 
his  clinical  decisions. 

Harry  W.  Eichenbaum,  M.D. 

St.  Petersburg 


How  to  Live  With  Hypoglycemia  by  Charles  Wel- 
ler, M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price 
S4.50.  New  York,  Doubleday  & Company,  Inc.,  1968. 

In  this  short  book  written  for  the  layman,  the 
authors  attempt  to  examine  the  history,  physiol- 
ogy,. and  management  of  a difficult  medical  prob- 
lem and  its  closely  related  disorders.  The  attempt 
is  successful  insofar  as  it  touches  many  bases,  but 
fails  to  fulfill  the  promise  implied  by  the  title. 
For  example,  instead  of  providing  typical  daily 
feeding  plans,  over  thirty  pages  of  this  130  page 
book  contain  a table  indicating  the  carbohydrate, 
fat,  and  protein  content  of  500  common  foods,  a 
list  readily  obtained  elsewhere. 
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The  numerous  illustrations  are  simple,  but 
they  do  make  their  points  and  assist  in  under- 
standing the  text.  The  many  case  histories,  all 
stereot>ped,  appear  more  for  the  benefit  of  medi- 
cal sensationalism  than  for  the  subject  at  hand. 

In  short,  this  book  may  serve  as  a layman’s 
introduction  to  the  subject,  but  the  intelligent  and 
curious  patient  will  probably  seek  out  supplemen- 
tary reading. 

Harry  W.  Eichenbaum,  M.D. 

St.  Petersburg 

Prematurity  and  the  Obstetrician  by  Denis  Cava- 
nagh,  M.D.  and  M.  R.  Talisman,  M.D.  Pp.  S42.  Price 
$16.50.  Illustrated.  New  York,  .\ppleton-Century,  Crofts, 
Division  of  Meredith  Publishing  Company,  1969. 

Doctors  Cavanagh  and  Talisman  along  with 
several  contributors,  many  from  the  University  of 
Miami,  have  written  an  excellent  book  dealing 
with  the  greatest  problem  that  we  face  in  ob- 
stetrics today.  The  different  sections  deal  with  the 
overall  view  and  scope  of  the  problem  of  prema- 
turity; the  various  maternal,  fetal  and  iatrogenic 
factors;  and  the  management  of  labor,  delivery, 
and  the  care  of  the  premature  infant.  The  book 
provides  a comprehensive  review  of  all  of  the  data 
available  in  the  various  related  fields,  and  is  one 
that  has  long  been  needed  in  this  area.  My  only 
small  criticism  is  that  some  of  the  statistics  seem 
outdated. 

^^'hile  the  book  stresses  the  need  for  a multi- 
disciplinary and  team  approach  to  the  problem, 
it  will  be  of  primary  interest  to  those  of  us  who 
practice  obstetrics.  It  should  be  required  reading 
for  all  physicians,  and  perhaps  other  personnel, 
connected  with  the  various  maternal  health  proj- 
ects for  the  underprivileged  who  contribute  so 
much  to  the  problem  of  prematurity.  It  is  here 
that  the  greatest  initial  advances  can  be  made. 

Robert  E.  McCammon,  M.D. 

Tampa 

(Continued  on  page  71) 
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Indication*:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  rr>easures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  wjjh  a known  sensitivity  to  trypsin  orchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  rer>al  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  In  controlled  studies,  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

1 Dosage:  One  tablet  q.l.d. 

I THE  NimONAL  ORUQ  COMPANY 
DIVISION  OF  RiCMARDSON  MERRELL  INC. 
1 PHILADELPHIA.  PENNSYLVANIA  19U4 

T**OfMA»IC:  SITAftS  O.S.  PATINT  NO.  3.004.8M  9I70  0 0O9A  141 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  JW  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


C^r$G  Aaldlef  c|.  i.d. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Tve  therapy 


DOUBLE  STRENGTH 


Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin  100.000 N.F  Units. CbymotrypsMr  S.OOONJF.Un^: 
equwaient  tn  tryptic  activity  to  40  mg.  of  N F trypsm 

Reduces  swelling 
Hastens  healing 

SiAai 


The  causes  of  vagnris 
oremuhipb 


lindications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
■stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  monifestotions  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  introvogi- 
nolly  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV.007A  7/70  Y.fAS 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


WC 

The  treatment  is  singular 


The  Care  of  the  Geriatric  Patient  edited  by  E.  V. 
Cowdry,  Ph.D.,  Sc.D.  Pp.  430.  19  illustrations.  Price 

$15.75.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 

“The  Care  of  the  Geriatric  Patient”  is  the 
third  edition  of  a book  that  grew  out  of  a geriatric 
symposium  in  1955.  Like  many  multi-author 
books,  it  suffers  from  unevenness  in  writing  from 
chapter  to  chapter.  Some  aspects  of  care  are 
covered  many  times  in  several  different  chapters, 
while  others  are  only  touched  on  briefly.  The 
book  succeeds  in  providing  a comprehensive  but 
superficial  view  of  geriatric  medical  care. 

The  philosophy  of  physician  selection  and  the 
physician-patient  relationship  expressed  in  the 
first  chapter  makes  excellent  sense.  Several  chap- 
ters covering  the  geriatric  patient  in  the  com- 
munity, living  arrangements  for  the  elderly,  select- 
ing a nursing  home  and  home  care  could  well  be 
combined  into  one  more  comprehensive  chapter 
that  would  make  finding  related  items  of  informa- 
tion easier.  The  sections  on  various  aspects  of 
medical  and  surgical  care  are  loosely  organized. 

Possibly  most  useful  for  the  practicing  phy- 
sician would  be  the  sections  on  the  psychological 
and  psychiatric  problems,  sexual  aspects,  and  an 
excellent  chapter  on  exercise.  Chapters  on  dental, 
ophthalmic  and  ENT  problems  give  valuable  em- 
phasis to  areas  of  the  routine  medical  examina- 
tions which  we  may  tend  to  treat  lightly  in  the 
presence  of  potentially  more  serious  medical  and 
surgical  abnormalities.  Proper  care  of  the  teeth, 
eyes  and  ears,  all  of  which  tend  to  function  poorly 
in  the  elderly,  cannot  only  prolong  life  but  enrich 
its  quality. 

The  underlying  theme  of  the  book  is  not  only 
medical  care  but  the  maintenance  of  enjoyable 
independent  life  for  the  geriatric  patient.  The 
experienced  family  physician  could  probably  have 
written  most  of  this  book  himself.  Anyone  else 
who  cares  for  geriatric  patients  should  read  it. 

Lawrence  H.  Jacobson,  M.D. 


Learn  as  if  you  might  live  forever 
Live  as  if  you  might  die  tomorrow. 

Anonymous 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library  .-—Ed. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
America,  1969. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Current  Dermatologic  Management  edited  by  Stuart 
Maddin,  M.D.  Illustrated.  Pp.  330.  Price  $38.75.  St. 
Louis,  The  C.  V.  Mosby  Company,  1970. 


Wine  and  the  Digestive  System  by  Salvatore  Pablo 
Lucia,  M.D.  Pp.  157.  Price  $3.50.  San  Francisco,  For- 
tune House  Publishing,  1970. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adriani,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  TOe  C.  V.  Mosby  Company,  1968 


Vital  Statistics  of  the  United  States  1967,  Volume 
III — Marriage  and  Divorce  by  U.S.  Department  of 
Health,  Education,  and  Welfare.  Pp.  S3.  Price  $1.25. 
Washington,  D.  C.,  U.  S.  Government  Printing  Office, 
1970. 


Urological  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


The  Early  Orthopaedic  Surgeons  of  America 

by  Alfred  Rives  Shands  Jr.,  M.D.  Pp.  190.  Illustrated. 
Price  $15.  St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


The  Immunology  of  Malignant  Disease  by  Jules  E. 
Harris,  M.D.  and  Joseph  G.  Sinkovics,  M.D.  Pp.  251. 
Illustrated.  Price  $15.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


The  Face  in  Genetic  Disorders  by  Richard  M.  Good- 
man, M.D.  and  Robert  J.  Gorlin,  D.D.S.,  M.S.  Pp.  169. 
Illustrated.  Price  $19.  St.  Louis,  The  C.  V.  Moshy  Com- 
pany, 1970. 
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physicians  wanrcd 


Cleneral  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  Administra- 
tor, Bartow  Memorial  Hospital,  Bartow,  Fla. 


CENTRAL  FLORIDA:  Join  incorporated  general 

practitioner;  excellent  office  and  hospitals;  profit  shar- 
ing program;  pension  fund;  generous  salary  with  early 
partnership;  rotating  call;  month’s  vacation.  Contact: 
B.  C.  Ostling,  M.D.,  P.O.  Box  1468,  Avon  Park,  Flor- 
ida 3382S.  Phone  (813)453-3121. 

WANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 

GENERAL  PRACTITIONER  WANTED:  TWA 

Kennedy  Space  Center,  Florida.  Challenging  oppor- 
tunity in  preventive  medicine  in  variable,  industrial 
setting.  Industrial  experience  and  Florida  license  pre- 
ferred. Contact  or  call  Ed  McGee,  TWA,  Washington 
Plaza,  Titusville,  Florida  32780.  (305)267-5031. 


Specialists 


WANTED:  Thoracic  and  vascular  surgeon  for 

busy  Miami  Beach  clinic.  Telephone  Dr.  Lighterman 
531-7603  or  write:  South  Beach  Diagnostic  and  Medi- 
cal Center,  627  Washington  Ave.,  Miami  Beach,  Fla. 
33139. 


INTERNIST  WANTED:  Board  qualified  or 

certified.  To  join  two  internists  with  subspecialty 
interests  in  cardiology  in  private  practice.  Salary  plus 
percentage;  eventual  full  partnership;  Miami  Beach. 
Write  C-970,  Post  Office  Box  2411,  Jacksonville,  Flor- 
ida 32203. 


MEDICAL  INTERNIST  WANTED:  TWA,  Ken- 

nedy Space  Center,  Florida.  Challenging  opportunity 
in  preventive  medicine  program  for  aerospace  person- 
nel to  include  cardiac  evaluation.  Board  certified  or 
eligible.  Florida  license  preferred.  Contact  or  call  Ed 
JVIcGee,  TWA,  Washington  Plaza,  Titusville,  Florida 
32780  (305)267-5031. 

ASSOCIATE  OR  LOCUM  TENENS  in  well  estab- 
lished urological  practice  in  S.  E.  Florida  area.  Excel- 
lent hospitals.  Proper  applicant  could  lead  to  future 
purchase.  Write  C-967,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


FORENSIC  PATHOLOGIST  WANTED:  Im- 
mediate need — salary  open.  Apply  Personnel  Office, 
Room  246,  Broward  County  Courthouse,  201  S.  E.  6th 
St.,  Ft.  Lauderdale,  Fla.  33301. 


Miscellaneous 


EMERGENCY  ROOM  COVERAGE,  full  time 
physicians.  Must  be  Florida  licensed.  42  hour  week. 
Contact  Administrator,  St.  Mary’s  Hospital,  900  49th 
Street,  West  Palm  Beach,  Florida  33407. 


EXCELLENT  OPPORTUNITY  for  internist  or 
general  practitioner  in  established  practice  on  island 
about  50  miles  south  of  Sarasota,  Florida.  Present 
physician  leaving  June  1971  to  take  residency.  Free  use 
of  fully  equipped  clinic,  ambulance,  office  and  utilities 
provided;  also  services  of  registered  nurse.  Income 
from  practice  will  be  supplemented  to  make  situation 
extremely  attractive.  Schools,  excellent  fishing,  golf 
available.  If  interested,  call  (813)964-2475  or  (813) 
964-2346  or  Write  Box  517,  Boca  Grande,  Florida 
33921,  for  details. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following;  practi-  ■ 
tioners:  General  practitioner,  pediatrician,  ENT,  der- 
matologist and  ophthalmologist.  Write  C-901,  P.O.  Box  ! 
2411,  Jacksonville,  Fla.  32203. 


EMERGENCY  ROOM:  Attractive  openings  for 

hospital  commencing  its  own  emergency  room  service,  i 
$35-$40,000  minimum.  Located  in  North  Florida  near  | 
Jacksonville  area.  Reply  to  C-961,  P.O.  Box  2411,  ' I 
Jacksonville,  Fla.  32203. 


One  part-time  EMERGENCY  ROOM  PHYSI- 
CIAN wanted.  Compensation  and  hours  of  coverage 
open  for  discussion.  Good  opportunity  in  the  future 
to  establish  own  group.  Contact  Administrator,  Lake 
Wales  Hospital,  Lake  Wales,  Fla.  33853. 


WANTED  IMMEDIATELY : Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


FOR  MEDICAL  ILLUSTRATIONS  AND  PRE- 
SENTATION AIDS  prepared  to  your  specifications, 
contact  J.  P.  Dotts,  1733  West  28th  Street,  Orlando, 
Florida  32805.  Phone  843-4983. 


ADDITIONAL  PHYSICIANS  URGENTLY 
NEEDED:  GP,  internal  medicine,  obstetrics,  pedia- 

trics and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819,  Quincy,  Florida  32351. 


72 


VOLUME  ,58/NUMBER  1 


GENERAL  PRACTITIONER- IN  TERN  1ST 
WANTED:  A delightful,  progressive  southern  com- 

munity of  6,000,  with  a service  population  of  15,000, 
offers  excellent  recreational  facilities,  located  75  miles 
from  Florida’s  “Miracle  Strip”  on  the  Gulf  of  Mexico. 
Currently  three  physicians,  greatly  overloaded.  Modern 
Hill-Burton  Hospital  with  new  addition  opened  Sep- 
tember 14,  1970.  Ample  beds.  Assistance  to  make  easy 
transition.  Write  or  call  Lowell  S.  Benton,  Administra- 
tor, Elba  General  Hospital,  Elba,  Alabama  36323. 
Telephone  (205)897-2257. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
I’hone  (904)  877-1145. 


30  PHYSICL\N  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


INDUSTRI.\L:  We  are  in  need  of  a physician. 

Salary  open;  corporate  benefits  and  partnership  antici- 
pated. Practice  is  strictly  industrial — examinations  and 
Workmen’s  Compensation.  Write  The  Mitchell  Clinic, 
P..\.,  Doctors  Building,  241  W.  .Ashley  St.,  Jackson- 
ville, Fla.  32202. 


EMERGENCY  ROOM  PHYSICIANS  WANTED: 
middle  east  coast  Florida.  Florida  license  required. 
Minimum  $31,000  for  48-hour  week.  Part  time  or 
full  time  available.  Physicians  Emergency  Service, 
1350  S.  Hickory  St.,  Melbourne,  Fla.  32901. 


PSYCHIATRIST  OR  EXP.  GP:  Interested  in 

semi-retirement  on  Florida  east  coast  with  private 
Christian  counseling  center — supervision,  teaching,  pa- 
tient contact,  etc.  Send  resume,  beliefs,  salary  require- 
ment, interests,  etc.  Florida  license  required.  Write 
C-955,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


GP  OR  INTERNIST  preferably  under  35  for  addi- 
tion to  established  4-man  family  practice  group  in 
Cape  Kennedy  area.  Salary  first  year,  partnership 
thereafter.  Complete  facilities,  including  lab,  x-ray 
(consulting  radiologist  for  fluoroscopy)  and  pharmacy. 
Contact  A.  F.  Stratton  Jr.,  M.D.,  Brevard  Medical 
Group,  P.O.  Box  746,  Cocoa  32923,  phone  (305)636- 
2621. 


E.MERGENCY  ROOM  PHYSICLAN  for  JCAH 
fully-accredited  hospital.  ECFMG  required.  Sub- 
t o.Mcal  area  adjacent  to  Miami.  Send  qual.fications 
to  M . Ralph  Settle,  Administrator,  Keys  Community 
Ilo.sp  '.al,  50  High  Point  Road,  Tavernier,  Flo  ida 
33070. 


WEST  FLORIDA  RESORT  COMMUNITY 
NEEDS  PHYSICIANS:  Family  practice  and  all  spe- 

cialties. Excellent  hospital  facilities  and  the  world’s 
most  beautiful  beaches.  .A  wonderful  place  to  raise 
your  family.  John  F.  Mason,  M.D.,  Secretary,  Bay 
County  Medical  Society,  518  North  Cove  Blvd.,  Pan- 
ama City,  Fla.  32401. 

ER  PHYSICI.ANS  to  join  corporate  group  running 
Florida  Gulfcoast  Hospital  emergency  room.  Need  two 
full-time,  will  consider  short  term  six  months  or  more. 
Florida  license  required.  40  hour  week,  all  corporate 
benefits.  Reply  to  George  Moench,  M.D.,  P.A.  5026 
22nd  Avenue,  S.,  Gulfport,  Florida  (813)341-3851. 


situations  wanted 


FAMILY  PHYSICIAN:  Desires  group  practice 

with  other  M.D.’s  16  years  experience  in  solo  rural 
family  practice.  U.S.  medical  school  graduate — 1951, 
internship  and  surgical  residency  at  a university  medi- 
cal center;  Diplomate  National  Board  of  Medical 
Examiners,  Diplomate  of  American  Board  of  Family 
Practice — 1970,  member  .American  .Academy  of  General 
Practice,  member  American  Society  of  Teachers  of 
Family  Practice;  Florida  Medical  License.  Salary 
requirement — $40,000.  Write  C-968,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 

SITU.ATION  W.ANTED:  Soon  to  retire  radiologist 

would  like  full  or  part  time  position.  Write  J.  S. 
Rubin,  M.D.,  206  Golf  Terrace  Dr.,  Crookston,  Minn. 
56716. 

LOCATIO.N  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  Write  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 

GENERAL  SURGEON:  Chief  Resident,  Univer- 

sity Hospital  with  vascular  training  desires  to  make 
contact  during  February,  1971  Florida  visit  with  sur- 
geon desiring  associate.  Interested  in  tropical  coast. 
Available  July  1973  following  Army.  Write  C-969, 
P.O.  Box  2411,  Jacksonville,  Florida  32203. 

GENER.AL  SURGEON:  Florida  license,  age  34, 

board  eligible,  military  obligation  completed.  Desires 
Florida  location  in  association  or  group  practice.  Write 
C-960,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 

real  estate 

EXCELLE.NT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 

FULLY  EQUIPPED  OFFICE  FOR  RENT:  .Ac- 

tive practice  for  sale  by  retiring  physician.  Terms 
open.  Robert  Spencer  Howell,  M.D.,  327  Alcazar  Ave., 
Coral  Gables,  Fla.  33134.  Home  phone:  444-0577. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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FMA  MEETINGS  IN  JANUARY 


January  9 
January  10 

January  14 

January  15 
January  16 
January  29 

January  29 
January  30 

January  31 


Council  on  Medical  Economics,  Hawaiian  Village,  Tampa,  10:00  a.m. 

Committee  on  Physician  Assistants  and  Medical  Assistants,  Robert  Meyer  Motor 
Inn,  Orlando,  10:00  a.m. 

Florida  Committee  on  Smoking  and  Health,  FMA  Headquarters,  Jacksonville,  10:00 
a.m. 

E’MA  Executive  Committee,  FMA  Headquarters,  Jacksonville,  1:00  p.m. 

FMA  Board  of  Governors,  FMA  Headquarters,  Jacksonville,  10:00  a.m. 

Ad  Hoc  Committee  on  Drug  Abuse,  “The  Starting  Place,”  Hollywood,  and  Broward 
County  Medical  Association  Headquarters,  Ft.  Lauderdale,  10:00  a.m. 

FMA  Investment  Plan  Committee,  Robert  Meyer  Motor  Inn,  Orlando,  6:00  p.m. 

13th  Annual  Conference  of  County  Medical  Society  Presidents  and  Secretaries,  Robert 
Meyer  Motor  Inn,  Orlando,  9:00  a.m. 

Seminar  on  Medical  Legislation,  Robert  Meyer  Motor  Inn,  Orlando,  9:00  a.m. 


Reminder 

Send  in  your  favorite  photographs  or  color  slides  which  might  be  appropriate  for  the  cover  of 
the  Journal.  They  will  be  handled  with  care  and  returned  to  you. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  M.D.,  Marianna,  President 

Floyd  K.  Hurt,  M.D.,  Jacksonville,  President-Elea 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

F.ranklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 

Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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anxiety: 
the  tyrant 

JAN  1 8 

ItEW  yOR.K 

OE  MEDiCi,\E 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  agninct 

ric'-"-  ■ -- 

academy  I 
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prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dasage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
stimulation  and  acute 
^ ’'orted  in  psychiatric 
A R Y ctive  aggressive 
lal  precautions  in 
states  with  evidence 

0 0 2 9 

sion;  suicidal  ten- 
;nt  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulotion  have  been  reporte 
very  rarely  in  patients  receiving  the  druc 
and  oral  anticoagulants;  causal  relation 
ship  has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  on 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasio 
ally  observed  at  the  lower  dosage  range 
In  a few  instances  syncope  has  been 
reported  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  mine 
menstrua!  irregularities,  nausea  and 
canstipation,  extrapyramidal  symptoms 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat 
terns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyt 
sis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  makin 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therap 


Roche 

{ laboratories 

Division  of  Hoffmann-La  Roche  Inc 
Nutiey.  New  Jersey  07H0 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


*p/ ‘.J 

His  wife  has  a lot  of  different 
: nopausal  symptoms,  but  only  a few 
n lly  irritate  him.  Her  hot  flashes,  her 
•/(tigo,  her  palpitations — that’s  her 
p )blem.  What  really  bothers  him  is 
'ir  nervousness,  her  irritability  and 
nr  excessive  anxiety,  often  expressed 
b endless  “book-shuffling,  chain- 
stoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vi'tigo,  palpitations  in  most 
nanopausal  women.  Menrium 
p wides  the  well-known  antianxiety 
acion  of  chlordiazepoxide  (Librium®) 
a;d  water-soluble  esterified  estrogens. 
Itiherefore  relieves  more  symptoms 
dm  either  component  separately, 
utakes  care  of  the  vasomotor 
smptoms  as  well  as  the  emotional 
smptoms.  This  means  the  symptoms 
tht  bother  his  wife  most.  And  the 
smptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
A'  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  isthecureforenemaphobia.  i 

It  can  do  almost  anything  an  enema  can  - except  look  scary.  > 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas.  : 

For  preoperative  preparation,  the  combination  of  tablets  ' 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax!.. it’s  predictable 

bisacodyl 


% 


CEIGV  PHARMACEUTICALS,  DIVISION  OF  GFIGV  CHEMICAL  CORPORATION,  ARDSLEV,  NEW  YORK  10502  UNDER  LICENSE  FROM  BOEHRiNGER  INGELHElM  G.  M.  0. 


JOURNAL  9^£0\iCLCi 


OF 
THE 


a 


U/todfitlcrn 


FEBRUARY,  1971  • VOLUME  58  • NUMBER  2 


In  This  Issue 


Editor 


Clyde  M.  Collins,  M.D. 


New  Diagnostic  and  Therapeutic  Approaches  to 
Common  Gastrointestinal  Disease  . 

Martin  H.  Kalser,  M.D. 


Editor  Emeritus 
Franz  H.  Stewart,  M.D. 

Associate  Editors 
Richard  M.  Fleming,  M.D. 
Oscar  W.  Freeman,  M.D. 
William  M.  Straight,  M.D. 


Assistant  Editors 
Charles  S.  Herron  Jr.,  M.D. 

Colin  Kendall,  M.D. 
Willard  E.  Manry  Jr.,  M.D. 
Edward  N.  Willey,  M.D. 


Managing  Editor 

Louise  Rader 


The  Study  of  Portal  Hypertension  as  It  Relates 

to  Choice  of  Operation 

Atef  a.  Salam,  M.D.  and 
W.  Dean  Warren,  M.D. 

Surgery  for  Esophageal  Hiatus  Hernia 
Robert  Zeppa,  M.D.  and 
Hiram  C.  Polk  Jr.,  M.D. 

Diagnosis  of  Pancreatic  Disease 
Bernard  Brom,  M.D.  and 
Martin  H.  Kalser,  M.D. 

Lingering  Hepatitis  

Arvey  Rogers,  M.D. 

An  Approach  to  the  Ileal  Dysfunction  Syndrome 
Eugene  R.  Schiff,  M.D. 


Sections 

Book  Reviews  and  Books  Received 

Editorial 

General  News  . 


19 


21 


26 


29 


32 

36 


60 

44 

56 


Consulting  Editorial  Staff 


lel  J.  Alford  Jr.,  M.D. 

W Bell,  M.D. 

I S D.  Benton  Jr.,  M.D. 
i’  J.  Cheleden,  M.D. 

Kn  D.  Doff,  M.D. 
lies  C.  Flood,  M.D. 
iird  J.  Fogel,  M.D. 
lel  G.  Gilbert,  M.D. 

I \V.  Glotfelty,  M.D. 
rir  Gosselin,  M.D. 
r H.  Hutchinson,  M.D. 
l ence  H.  Jacobson,  M.D. 

in  H.  Kalser,  M.D. 

Tm  H.  Keeler  III,  M.D. 
"nas  J.  Kiernan,  M.D. 


Solomon  D.  Klotz,  M.D. 
Max  Michael  Jr.,  M.D. 
Eugene  L.  Nagel,  M.D. 
Philip  B.  Phillips,  M.D. 
Victor  Politano,  M.D. 
Harry  W.  Reinstine  Jr.,  M.D. 
David  H.  Reynolds,  M.D. 

Wade  S.  Rizk,  M.D. 
Gerold  L.  Schiebler,  M.D. 
Frank  J.  Seidl,  M.D. 
Donn  L.  Smith,  M.D. 
F.  Norman  Vickers,  M.D. 
Clyde  M.  Williams  Jr.,  M.D. 
S.  Russell  Wilson,  M.D. 


Meyer  Yanowitz,  M.D. 


Letters  40 

Organization  52 

President’s  Page  . 6 

Information 

Classified  68 

Florida  Medical  Association  Officers  and 
Council  Chairmen  70 

Meetings  64 


Owned  and  published  by  the  Florida  Medical  Association,  Inc.,  P.  O. 
Box  2411,  Jacksonville,  Florida  32203.  Subscription  price  is  $7.00 
per  year;  single  issue  70  cents.  The  Journal  is  not  responsible  for 
the  opinions  and  statements  of  its  contributors.  Published  monthly 
at  Jacksonville,  Florida.  Accepted  for  mailing  at  special  rate  of  post- 
age provided  for  in  Section  1103.  .Act  of  Congress  of  October  3, 
1917;  authorized  October  16.  1918.  Second-class  postage  paid  at 
Jacksonville.  Florida. 


FEBRUARY  COVER — This  most  unusual  photograph  of  one  of  Mother  Nature’s  quirks  taken  by  Dr.  Carlos 
0.  Rojas  of  Miami  was  selected  to  cover  this  issue  authored  by  members  of  the  faculty  of  the  University  of 
Miami  School  of  Medicine. 
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They  Threw  Us  A Bone 


We  have  heard  from  the  Florida  Industrial  Commission;  some  of  you  will  be  pleased  and  some 
will  not.  The  major  change  is  that  the  conversion  factor  for  all  surgical  and  most  medical  proce- 
dures will  go  from  5.5  to  6.0.  Pathology  and  radiology  will  not  be  changed.  Neither  will  be  first 
office  visit  ($12.00);  follow-up  office  visit  ($8.00);  first  and  follow-up  hospital  visits  ($15.00  and 
$5.00).  The  unit  value  for  myelograms  is  raised  from  10.0  to  15.0. 

The  glaring  deficiency  is  the  $5.00  follow-up  hospital  visit;  I believe  we  can  mostly  live  with  the 
rest,  although  many  will  consider  the  fees  far  from  generous. 

Now  your  Board  of  Governors  must  decide  what  to  do.  Shall  we  accept  what  we’ve  got,  say 
“Thanky”  and  back  out  of  the  room,  hat  in  hand?  Shall  we  immediately  file  for  a re-hearing  on 
the  grossly  unfair  items;  particularly  for  follow-up  hospital  visits?  Or  shall  we  take  the  whole 
matter  or  part  of  it  to  court? 

Joe  IMatthews  and  his  committee  have  accomplished  a great  deal.  We  must  at  least  listen  to 
their  advice.  Legal  counsel  can  only  tell  us  if  we  stand  a chance  in  court,  and  this  must  be  con- 
sidered. The  decision  of  your  Board  will  not  be  a hasty  one,  I assure  you;  and  I hope  to  amend 
this  letter  with  their  decision. 

Finally,  those  who  feel  left  out — don’t  blame  FMA.  The  omissions  were  arbitrary  and  by  the 
Commission;  not  by  your  representatives. 


Addendum:  At  the  January  Board  of  Governors  meeting,  it  was  decided  to  maintain  an  aggressive  and  positive 
approach  to  this  problem.  Appeal  to  the  courts  now  would  be  unwise;  therefore,  a request  for  a new  hearing  will  be 
filed  as  soon  as  possible  with  the  idea  of  correcting  the  worst  inequities. 
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sterile  solution  ( 300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , U 


and  single-dose  2 ml. 
disposable  syringe 


: IccVHItliMto 


For  your  convenience 
in  2 ml.  and  10  ml.  vials, 


/ 

f 


The  Upjohn  Company  JA70-9835  MED  B-4  S (KZL-5) 


Upjohn 


THE' UPJOHN 
KALAMAZOO, 
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Yon  can't  fell  a ledwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
''a  good  thing/'  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragrair 

^ High  Potency  Vitamin  Formula 

Theragrair-M 

High  Potency  Vitamin  Formula  with  Minerals 


r«nr*] 


ice-popular  treatment  for  back  pains 
1 to  have  the  seventh  son  of  a seventh  son 
id  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


r headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one's  head. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 


Sompound  with  Codeine 
*hosphate  gv.  1/2  No.  3 

3ch  tablet  contains: 

odeine  Phosphate  gr.  1/2  (Warning- 

lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  i 

•spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

ceeps  the  promise 
>f  pain  relief 

•W.  & Co.'  narcotic  products  are 
I lass  "B",  and  as  such  are  available  on  oral 
; 'escription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.  | 

Tbckahoe,  N.Y.  jj 


the  incomplete  ' 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides;  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


i 


Ba 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  84)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy .12 


Larobec  Tablets 

A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec'''  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C— but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy, 

1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.;  Trans.  Amer.  Neurol.  Assoc.,  94:81, 1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  210:1255, 1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  Bj) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,j)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B*)  which  has 
been  reported'’^  to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  Bn. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1.  Duvoisin,  R.  0.,  et  al.:  Trans.  Amer. 

Neurol.  Assoc.,  94:  81, 1969. 

2.  Cotzias,  G.  C.-.J.A.M.A.,  210:1255, 1969. 


high-potency 
nutritional  support  for 
the  levodopa  patient 


Announcement 

The  Second  Annual  Stroke  Conference  on  In- 
sufficiency Syndromes  will  be  held  in  Jacksonville, 
Florida,  on  March  6,  1971.  It  is  under  the  aus- 
pices of  the  Florida  Regional  Medical  Program 
and  it  is  approved  for  six  hours  credit  under  the 
.A.AGP.  The  program  is  designed  for  the  physician 
in  practice  who  treats  and  initially  sees  patients 
with  the  “stroke  syndrome.” 

The  featured  speakers  at  this  meeting  will  in- 
clude Dr.  Michael  E.  DeBakey,  President,  Baylor 
College  of  Medicine,  Houston,  Texas;  Dr.  Howard 
Rusk,  Director  of  Institute  of  Rehabilitative 
Medicine,  New  York  University  Medical  Center; 
Dr.  H.  B.  Curry,  Professor  and  Chairman,  De- 
partment of  Family  Practice,  Associate  Professor 
of  Department  of  Neurology,  Medical  University 
of  South  Carolina,  Charleston,  South  Carolina; 
Dr.  Peritz  Scheinberg,  Professor  and  Chairman, 
Department  of  Neurology,  University  of  Miami 
School  of  Medicine;  Dr.  Thomas  Bartley,  Profes- 
sor of  Thoracic  and  Cardiovascular  Surgery,  Uni- 
versity of  Florida  College  of  Medicine,  and  Dr. 
Fred  Vroom,  Assistant  Professor  of  Medicine,  Di- 
vision of  Neurology,  University  of  Florida  College 
of  Medicine. 

This  one  day  intensive  program  will  be  held 
at  Ponte  Vedra  Inn,  on  Saturday,  March  6,  1971. 
Registration  will  be  limited  to  300  and  the  cost 
will  be  $25. 


A house  is  built  of  logs  and  stone. 
Of  tiles  and  posts  and  piers; 

.\  home  is  built  of  loving  deeds 
That  stand  a thousand  years. 


Larobec 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
{pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease),  h 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-11 


Ulcer 

Re- 

lief! 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 
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THIS  PUSH  BUTTON  CAN . . . 

BREAKS  THE 
EXERCISE/PAIN  CYCLE 


. by  reducing  pain/  Thus  permitting  necessary  functional 
' exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine3%  in  a specially  processed  emulsion 

^ PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  IV2  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordorr,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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The  concert  was  fust  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
H combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
B GI  hypermotility  and  help  relieve  the  distressing  discomforts 
B which  so  often  accompany  diarrhea.  Certainly  it's  less 

expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8'/i. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


MLOt.  *•*<»« 


GOAM<a«tt 


RoOitiftyfi  DM  6 d 
Couf)t  fonmU  w 
U»n<en»»l  ivw-i  -’tfc 


leair  the  tract 
iththe 


RotMtussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu" 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1 .4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers™ 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs; 


Robitussin^ 

extra 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


chart 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 

ROBITUSSIN® 

ROBITUSSIN  A-C® 

m m 

ROBITUSSIN-DM® 

m ^ ^ 

ROBITUSSIN-PE® 

COUGH  CALMERS™ 

Q Q @ 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/I'H'DOBINS 


rae  night  shift 
ijf  depression... 
insonuiia 


ssion  is  a 24-hour-a-day  problem.  And  insomnia  is 
ts  nocturnal  expression.  In  fact,  insomnia  may  be  a 
mptom  in  establishing  the  diagnosis  of  depression. 
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: Not  recommended  during  the  acute  recovery  phase 
ing  myocardial  infarction.  Patients  with  cardiovascular 
ers  should  be  watched  closely;  arrhythmias,  sinus 
:ardia,  and  prolongation  of  the  conduction  time  have 
eported,  particularly  with  high  doses;  myocardial 
ion  and  stroke  have  been  reported  with  drugs  of  this 
Close  supervision  is  required  for  hyperthyroid 
its  or  those  receiving  thyroid  medication.  Concurrent 
shock  therapy  may  increase  the  hazards  of  therapy; 
reatment  should  be  limited  to  patients  for  whom  it  is 
QiJtial.  Discontinue  the  drug  several  days  before  elective 
qiHry  if  possible. 
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L HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
when  you  have  arrived  at  such  a diagnosis.  Unlike 
ic  energizers  or  agents  that  merely  elevate  mood, 

L HCI  embodies  a mild  antianxiety  action  which 
sts  itself  even  before  the  fundamental  antidepressant 
y of  the  drug  becomes  evident.  Daytime  drowsiness 
in  some  patients,  usually  within  the  first  few 
if  therapy. 


ijndications:  Known  hypersensitivity.  Should  not  be  given 
tantly  with  or  within  at  least  14  days  following  the  discontinuance 
noamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
sly  with  gradual  increase  in  dosage  until  optimum  response  is 
d.  Not  recommended  during  the  acuje  recovery  phase  following 
;|lial  infarction  or  for  patients  under*12  years  of  age. 

;s:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
ompounds.  Should  be  used  with  caution  in  patients  with  a history  of 
; or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
jiar  pressure.  Patients  with  cardiovascular  disorders  should  be 
I closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
ion  time  have  been  reported,  particularly  with  high  doses; 
i^dial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
lose  supervision  is  required  for  hyperthyroid  patients  or  those 
ig  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
d for  performance  of  hazardous  tasks,  such  as  operating  machinery 
ng  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
tablished;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
pregnant,  weigh  possible  benefits  against  possible  hazards  to 
and  child. 

ions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
ic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 

>ed  patients  may  experience  a shift  toward  the  manic  phase,  and 
d delusions,  with  or  without  associated  hostility,  may  be 
ated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
«le  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
lazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  /Vote.-  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
biurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck&Co.Inc.,  West  Point,  Pa.  19486 
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NewNilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion;  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

cups.  N-QP*11*4C 

WAR  N KR  -CHII.COTT 

Morris  Plains,  New  Jersey  07950 
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This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 


Introducing 
The  FullyTherapeutic 
Age-Calibrated  ” Non-Narcotic 
Cough/Cold  Formula... 
ForAnyMemberQf  The  Family* 

*Not  tor  infants  under  2 years  of  age. 


K.I 

|!|^  "1  Be 

New  IN 

1 1 ICOl  ibblets/ Elixir 

Eoch  scored  tablet  contains:  Phenylproponolomine  HCI  50  mg.  Chlorpheniramine  moleote  4 mg.  Glyceryl  guoiocolote  200  mg.  Dextromethorphan  HBr  30  mg. 

Each  15  ml  of  elixir  contains;  Phenylpropanolamine  HCI  25  mg.  Chlorpheniramine  maleate  2 mg.  Glyceryl  guaiacolate  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Deficious, 

Grape-Flavored 


Elixir 


R( 


[ (4  days  — 
n&waste  therapy) 


tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Yes,  KolantyK 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Beiityl®  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc, 
Cincinnati,  Ohio  45215 


0*2572  121721 


t’s  available  because  of  Medicenter. 


:ause  of  Medicenter,  this  hospital  bed  can  be  used 
omeone  who  needs  it.  That’s  what  Medicenter  is 
bout.  A recuperative  care  facility  specializing  in  the 
i of  patients  who  no  longer  require  the  intensive  care 
general  hospital  and  who  are  on  the  road  to  recovery, 
t that’s  only  part  of  the  Medicenter  story  . . , Beauti- 
carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
in  facilities,  physical  and  inhalation  therapy  are 
a few  of  many  luxurious  health  care  features  that 
recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


nice  Place  to  §et  Well 


Medicenter  of  America  / Fort  Lauderdaie  • Jacksonville  • Leesburg  • Tallahassee  • Tampa,  Florida 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
.Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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Brief  Summary  of  Prescribing  Information— 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications;  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions;  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  dkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliap'  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic  should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
olvcosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Saliitensitf 

hydroflumethiazide,  50  mg. /reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-H'ith  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy*to-!ive  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Saliitensiir 

hydroflametiiiazide,  SO  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

IiasoheXiquid  250 

Ery  thrxTnycin  Estolcite 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editor’s  Note:  These  remarks  by  Dr.  Ma"tin  H.  Kaiser  introduce  a special  issue  of  the  Journal  prepared  by  a 

group  of  authors  who  are  faculty  members  of  the  University  of  Miami  School  of  Medicine.  We  present  it  with  a 
great  deal  of  pride.  For  making  it  possible,  we  are  grateful  to  Dr.  Kaiser,  Professor  of  Medicine  and  Physiology. 
Dr.  W.  Dean  Warren,  Chairman  of  the  Department  of  Surgery  and  Drs.  Zeppa,  Rogers,  Schiff.  Polk.  Rrom  and 
Salam. 

Dr.  Richard  C.  Dever  of  Miami  suggested  this  discussion  of  the  diagnosis  and  medical  and  surgical  therapy  of 
gastrointestinal  disorders  and  laid  the  ground  work  resulting  in  the  cooperation  of  Drs.  Kaiser  and  Warren,  who,  in 
turn,  aroused  the  interest  of  their  colleagues.  We  are  indebted  to  Dr.  Dever  and  his  colleagues  for  this  excellent 
presentation. 


Newer  Diagnostic  and  Therapeutic  Approaches 
to  Common  Gastrointestinal  Disease 

Martin  H.  Kalser.  M.I). 


A major  objective  of  laboratory  research  is  to 
augment  the  diagnosis  of  disease  and  to  enhance 
the  therapy  of  the  individual  patient.  It  is  in  the 
environment  of  a medical  center  where  this  transi- 
tion can  be  accomplished,  and  it  is  the  responsi- 
bility of  the  center  to  disseminate  this  clinical 
knowledge.  In  this  issue  of  the  Journal,  newer 
diagnostic  and  therapeutic  approaches  to  common 
gastrointestinal  disease  are  presented.  These  in- 
clude the  surgical  treatment  of  bleeding  esopha- 
geal varices,  surgical  approach  to  hiatal  hernia, 
diagnosis  of  pancreatic  disease,  therapy  after  mas- 
sive intestinal  resection,  and  new  concepts  of 
chronic  liver  disease. 

The  problem  of  bleeding  esophageal  varices  is 
life-threatening.  Doctors  Salam  and  Warren  and 
their  a.ssociates  have  been  working  toward  de- 
creasing the  mortality  and  morbidity  of  surgical 
procedures  of  this  condition.  They  have  been  able 
to  establish  definitive  criteria  for  rational  surgical 
intervention,  to  establish  the  optimum  time  for 
surgical  intervention  and,  based  on  blood  flow 


studies,  the  best  type  of  surgical  procedure.  They 
have  also  developed  a new  decompression  proce- 
dure for  portal  hypertension  that  eliminates  the 
protein  intoxication  which  is  a disabling  complica- 
tion of  other  decompre.ssion  procedures. 

Hiatal  hernia  remains  a major  therapeutic 
problem.  The  perplexity  in  this  entity  is  the  high 
incidence,  particularly  in  older  age  groups,  with 
a very  low  morbidity  in  most  patients.  Medical 
therapy  is  not  definitive  and  surgical  therapy  of 
repair  of  a herniated  .stomach  has  not  been  too 
successful.  Doctor  Zepjia  and  his  associates  in  the 
Department  of  Surgery  have  established  defini- 
tive, strict  criteria  for  surgical  intervention  based 
on  pathophysiologic  considerations  of  acid-pepsin 
regurgitation  and  have  presented  their  clinical 
experience  with  a jirocedure  which  corrects  the 
basic  mechanistic  disturbance. 

'Fhe  pancreas,  because  of  its  anatomical  posi- 
tion, has  been  more  recalcitrant  to  early  diagnosis 
than  other  gastrointestinal  organs.  The  usual  diag- 
nostic laboratory  and  roentgen  procedures  must 
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be  supplemented  by  specialized  techniques.  The 
approach  which  holds  promise  for  the  future  is  the 
testinft  of  pancreatic  function,  including  pancreatic 
scanning  with  radioisotope-labeled  amino  acid  in- 
corporation into  protein  by  the  pancreas,  and 
pancreatic  exocrine  secretion  of  normal  and  ab- 
normal products.  These  are  reviewed  by  Doctors 
Brom  and  Kaiser  of  the  Division  of  (lastroen- 
terology. 

Better  understanding  of  nonalcoholic,  nonnu- 
tritional  chronic  liver  disease  has  evolved  with 
knowledge  of  the  role  of  .Australia  antigen,  and 
therapy  with  corticosteroids  and  immunosuppres- 
sive agents.  The  definition  and  classification  of 
chronic  hepatitis  is  presented  by  Doctor  Rogers. 
Important  considerations  are  indications  for  an 
interpretation  of  liver  biopsy  in  order  to  assess 
prognosis  in  institution  of  proper  therapy. 


Recent  advances  in  surgical  resection  of  mas- 
sive lengths  of  intestines  hav’e  been  matched  by 
application  of  absorptive  knowledge  gleaned  from 
the  “in  vitro”  .sac  of  the  laboratory  to  the  bedside 
of  the  patient.  As  examples,  animal  studies  have 
shown  that  certain  fats,  medium  chain  triglycer- 
ides. are  absorbed  in  a simplified  manner  as  com- 
pared to  the  usual  dietary  fats,  and  this  knowl- 
edge has  been  applied  to  the  therapy  of  patients 
with  absorptive  defects.  Similarly,  in  vitro  studies 
have  established  the  sites  of  absorption  of  min'ra's 
and  other  foodstuffs,  particularly  vitamin  B,:_,  and 
bile  salts.  This  has  allowed  understanding  of  the 
total  assimilation  defects  in  patients  with  massive 
resections  of  the  distal  small  intestine.  Based  on 
this  research  knowledge,  a rational  approach  to  the 
therapy  of  a patient  with  this  type  of  defect  is 
presented  by  Doctor  E.  Schiff  of  the  Division  of 
Gastroenterology. 


Wisdom  is  the  principal  thing,  therefore  get  wisdom;  and  with  all  thy  getting,  get  understanding. 
Take  fast  hold  of  instruction;  let  her  not  go:  keep  her;  for  she  is  thy  life.  Put  away  from  thee 
a forward  mouth,  and  perverse  lips  put  far  from  thee.  Go  to  the  ant,  thou  sluggard;  consider 
her  ways,  and  be  wise. 


— Solomon  (C.972-C.932  b.c.^) 
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The  Study  of  Portal  Hypertension 
as  It  Relates  to  Choice  of  Operation 

Atef  a.  Salam,  M.D.  and  W.  Dean  Warren,  M.D. 


Although  laboratory  investigation  is  of  great 
importance  in  clearly  establishing  the  severity 
and  nature  of  the  portal  hypertensive  problem, 
the  history  and  physical  examination  remain  im- 
portant fundamentals  of  preoperative  study.  In 
the  history  there  are  certain  features  of  value  in 
the  decision-making  process  both  as  to  indications 
for  surgery  and  in  timing  the  operation.  A history 
of  previous  hepatitis  is  of  great  importance  and 
an  attempt  should  be  made  to  ascertain  if  the 
patient  falls  into  the  chronic  active  hepatitis 
category.  These  patients  as  a group  are  less  satis- 
factory candidates  for  surgery  because  their  ulti- 
mate prognosis  is  so  clearly  limited  by  the  basic 
nature  of  their  disease.  On  the  other  hand,  a 
patient  with  alcoholic  or  nutritional  cirrhosis  who 
has  completely  abstained  from  alcohol,  maintain- 
ed excellent  appetite  and  strength  while  working 
full-time,  has  a much  more  favorable  outlook. 
Frequently  a patient  will  be  found  a poor  candi- 
date for  surgery  because  of  recent  loss  of  appetite, 
muscle  wasting  and  inability  to  perform  full-time 
work  in  spite  of  apparently  satisfactory  liver 
function  tests.  This  usually  is  associated  with 
either  a continuing  active  hepatitis  or  with  active 
liver  disease  secondary  to  excessive  alcohol  inges- 
tion. In  either  situation  certain  physical  charac- 
teristics should  be  looked  for  routinely.  Of  great 
importance  is  the  presence  or  absence  of  tense 
ascites.  This,  in  generaj,  is  a sign  of  active  liver 
disease  and  one  ordinarily  attempts  to  delay  op- 
eration until  an  intensive  medical  regimen  has 
been  utilized.  When  possible  it  is  extremely  help- 
ful to  hospitalize  the  patient  for  two  to  three 
months,  usually  allowing  for  control  of  the  ascites, 
nutritional  improvement  and  subsidence  of  active 
inflammatory  changes.  Unfortunately  this  is  not 
always  applicable  except  in  those  patients  who 
have  entered  the  Veterans  Administration  Hospi- 
tal. 

From  the  Department  of  Surgery,  University  of  Miami  School 
of  Medicine  and  Jackson  Memorial  Hospital,  Miami. 

This  work  was  supported  in  part  hy  U.  S.  Public.  Health  Service 
#5  ROl  HE08411  and  RR  261,  University  of  Miami  Clinical 
Research  Center. 


The  presence  of  severe  muscle  wasting  and 
weakness  is  a poor  prognostic  sign  as  is  peripheral 
edema.  On  the  other  hand,  a very  large  liver,  if 
not  due  to  acute  fatty  infiltration,  is  an  excellent 
prognostic  sign  and  generally  indicates  a degree 
of  hepatic  reserve  which  improves  the  chance  of 
a favorable  operative  result.  Conversely  the  small 
shrunken  liver  which  cannot  be  palpated  even  in 
the  absence  of  ascites  usually  indicates  far  ad- 
vanced disease  with  an  accompanying  poor  overall 
prognosis. 

The  presence  of  hepatic  coma  when  precipitat- 
ed solely  by  bleeding  is  not  necessarily  an 
indication  of  a poor  prognosis.  In  certain  patients 
with  spontaneous  marked  portal-systemic  shunt- 
ing a gastrointestinal  hemorrhage  will  precipitate 
a condition  of  portal-systemic  encephalopathy 
and  doss  not  necessarily  indicate  active  liver 
disease.  On  the  other  hand,  those  patients  who 
have  hepatic  coma  precipitated  by  bleeding  at  a 
time  of  general  hepatic  deterioration  are  much 
greater  operative  risks. 

Liver  Function  Tests 

There  are  a few  simple  tests  of  established 
value  in  the  assessment  of  the  extent  of  liver 
cellular  damage  as  well  as  the  degree  of  activity 
of  the  disease.  These  include  serum  bilirubin, 
serum  glutamic  oxalacetic  transaminase,  pro- 
thrombin activity,  alkaline  phosphatase  bromsul- 
phalein  retention  test,  and  protein  electrophore- 
sis. Repeated  determination  of  these  values  is 
helpful  in  preoperative  assessment  of  the  disease. 

Needle  liver  biopsy  is  usually  not  needed  to 
establish  the  diagnosis  of  liver  cirrhosis.  However, 
in  the  absence  of  clinical  evidence  of  liver  disease 
the  biopsy  helps  to  distinguish  between  the  other 
possible  causes  of  portal  hypertension.  Needle 
liver  biopsy  is  especially  indicated  in  the  preop- 
erative work-up  of  patients  whose  serum  enzyme 
level  remains  elevated.  If  the  biopsy  shows  nu- 
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merous  acute  or  chronic  inflammatory  cells  the 
active  nature  of  the  disease  is  confirmed;  if 
Mallory  bodies  are  found  in  addition  surgery 
should  usually  be  avoided  because  of  the  high 
operative  risk. 

Estimation  of  Hepatic  Blood  Flow 

Although  there  is  no  really  satisfactory  method 
of  determining  hepatic  blood  flow  in  the  cirrhot- 
ic, hepatic  blood  flow  may  be  estimated  by  inject- 
ing 30  microcuries  of  radioactive  gold  (AU  198) 
through  a needle  into  an  unobstructed  antecubital 
vein  and  monitoring  the  disappearance  rate  over 
the  temple.i  The  height  of  the  curve  is  measured 
at  specific  times,  plotted  on  semilogarithmic  paper 
and  the  “half  time”  is  determined.  The  normal 
K value  is  0.29  ± .05  and  represents  that  portion 
of  the  blood  volume  perfusion  of  the  liver  per 
minute.  Three  groups  of  patients  could  be  identi- 
fied according  to  the  degree  of  restriction  of  he- 
patic blood  flow;  mild  restriction  (average  K 
value  0.23  ± .07),  moderate  restriction  (average 
K value  0.19  =b  .05),  and  severe  restriction  (aver- 
age K value  .16  d-  .05).  This  procedure  has  the 
advantage  of  being  very  simple  and  easy  to  repeat. 
It  is  useful  in  separating  the  patients  with  nearly 
normal  from  those  who  have  very  low  hepatic 
blood  flow.  The  results  of  this  test  should  be 
interpreted  carefully  because  some  of  the  isotope 
is  picked  up  by  the  bone  marrow  and  by  the 
spleen. 

Hepatic  Vein  Catheterization 

A No.  7 catheter,  with  a single  hole  at  its 
tip,  is  introduced  into  the  basilic  vein  in  the 
antecubital  fossa  and  is  advanced  through  the 
right  side  of  the  heart  and  the  inferior  vena  cava 
into  a major  hepatic  vein.  The  catheter  is  placed 
in  a wedged  position  and  the  wedged  hepatic  vein 
pressure  (WHV)  is  obtained.  The  catheter  is 
then  withdrawn  into  the  free  hepatic  vein  and 
the  pressure  is  recorded  (FHV).  The  latter  is 
subtracted  from  the  wedged  hepatic  pressure  to 
get  the  corrected  sinusoidal  pressure.  Once  more 
the  catheter  is  wedged  and  a wedged  hepatic 
venogram  is  obtained  by  injecting  12  cc.  of  75% 
Hypaque  at  a rate  of  2/ml.  per  second.  Two  films 
are  exposed  each  second  for  the  first  three  seconds 
and  one  for  each  second  for  the  following  six 
seconds.  Before  the  catheter  is  withdrawn  a left 
renal  venogram  is  obtained  to  make  sure  that  this 
vessel  is  anatomically  suitable  for  a splenorenal 
shunt. 


Hepatic  vein  catheterization  was  done  in  this 
series  with  virtually  no  complications.  The  pre- 
operative hepatic  wedged  pressures  were  found 
to  correlate  fairly  accurately  with  the  operative 
free  portal  vein  pressures.  The  same  degree  of 
correlation  was  observed  between  the  post  shunt 
operative  portal  vein  pressures  and  the  postop- 
erative hepatic  wedged  vein  pressures  in  those 
patients  with  hepatopetal  portal  flow  postopera- 
tively.  This  did  not  apply  to  the  patients  who  had 
presinusoidal  block  secondary  to  bilharzial  fibro- 
sis, or  those  with  hepatofugal  portal  flow  follow- 
ing the  shunt. 

Hepatic  venography  is  very  useful  in  the 
study  of  hepatic  portal  blood  flow.  Normally  all 
the  dye  injected  in  the  hepatic  wedge  leaves  the 
liver  via  the  hepatic  vein.  In  liver  cirrhosis  there 
may  be  retrograde  filling  of  the  branches  of  the 
portal  vein.  The  extent  of  this  filling  reflects  the 
degree  of  restriction  of  hepatic  portal  blood  flow. 
On  this  basis  the  patients  are  divided  into  four 
categories.  Category  I shows  no  filling  of  the 
portal  vein;  Category  II  shows  minimal  filling  of 
the  smaller  branches  of  the  portal  vein;  Category 
III  shows  an  almost  stagnant  column  of  dye  in 
the  major  intrahepatic  branches  of  the  portal 
vein ; Category  IV  shows  complete  reversal  of  flow 
in  the  portal  vein.  We  have  found  this  information 
to  be  extremely  useful  in  the  study  of  the  demo- 
dynamic  changes  before  and  after  surgical  treat- 
ment, and  in  the  selection  of  an  appropriate 
operative  procedure  (Figs.  1 and  2). 


Operative  Pressures 

At  the  time  of  surgery  the  pressure  in  the 
portal  vein  is  measured  (FPVP),  the  vein  is  then 
clamped  and  the  pressure  obtained  on  both  sides 
of  the  clamp.  The  pressure  obtained  on  the  hepat- 
ic side  of  the  clamp  is  called  the  hepatic  occluded 
portal  pressure  (HOPP),  while  the  pressure  ob- 
tained on  the  intestinal  side  is  called  the  peripher- 
al occluded  portal  pressure  (POPP).  There  is 
usually  a marked  difference  in  these  pressures 
(POPP  minus  HOPP)  in  patients  who  maintain 
a normal  or  near  normal  hepatic  portal  blood 
flow.  In  an  emergency  operation  this  can  be 
utilized  to  avoid  the  total  shunting  of  a high 
volume  portal  flow.  If  a portacaval  shunt  is  con- 
structed a pressure  gradient  of  less  than  5 mm. 
Hg.  indicates  an  adequate  anastomosis. 
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Fig.  1. — Hepatic  wedge  venogram.  Category  I,  no  filling 
of  portal  vein. 


Fig.  2. — Hepatic  wedge  venogram.  Category  IV,  retro- 
grade filling  of  portal  vein. 


Splenoportography  is  the  most  definitive  in- 
vestigative means  in  the  field  of  portal  hyperten- 
sion. It  demonstrates  the  position  as  well  as  the 
patency  of  both  the  splenic  and  the  portal  veins. 
It  is  also  extremely  useful  in  estimating  the  hepat- 
ic portal  blood  flow.  Early  and  dense  opacification 
of  the  liver  indicates  that  the  flow  is  mainly  he- 
patopetal.  Diversion  of  the  dye  to  the  coronary 
vein  and  the  area  of  -varices  occurs  in  patients 
with  marked  restriction  of  hepatic  portal  blood 
flow. 

Cardiac  Output 

Using  indocyanine  green  the  cardiac  output 
is  measured  both  before  and  after  the  operation. 
We  have  found  a significant  increase  in  the  cardi- 
ac output  in  those  patients  with  severe  hepato- 
cellular damage  and  Del  Guercio  et  al,~  have 
found  that  the  risk  of  surgical  intervention  is 
much  greater  among  the  cirrhotic  patients  dem- 
onstrating a hyperdynamic  circulation  as  opposed 
to  those  who  had  normal  or  near  normal  preop- 
erative cardiac  output. 


Splenoportography 

Under  local  anesthesia  a small  stab  wound 
is  made  in  the  left  posterior  axillary  line  in  the 
ninth  interspace.  While  the  patient  holds  his 
breath  a polyethylene  catheter  is  threaded  over  a 
spinal  needle  and  introduced  into  the  splenic 
pulp  and  the  needle  is  removed.  Fifty  ml.  of  75% 
Hypaque  are  injected  at  a rate  of  10  cc.  per 
second.  X-ray  exposures  are  made  at  a rate  of 
two  each  second  for  three  seconds  and  then  one 
each  second  for  14  seconds.  Indirect  splenoportog- 
raphy is  obtained  by  selective  catheterization  of 
the  splenic  artery  using  the  percutaneous  trans- 
femoral  approach.  Sixty  cc.  of  75%  Hypaque  are 
injected  at  a rate  of  8-12  cc.  per  second.  Films 
are  exposed  at  a rate  of  two  each  second  for  three 
.seconds  and  then  one  each  second  for  14  seconds 
(Fig.  3).  Indirect  splenoportography  has  the 
advantage  of  being  safe  and  easy  to  repeat  after 
the  operation.  It  is  of  limited  value  if  the  spleen 
is  markedly  enlarged  or  if  there  is  severe  athero- 
sclerotic involvement  of  the  splenic  artery  or  the 
celiac  axis. 

Discussion 

In  the  preoperative  assessment  of  the  portal 
hypertension  patient  one  needs  to  answer  three 
basic  questions:  (1)  Is  surgical  treatment  indi- 
cated, (2)  when  is  the  optimum  time  for  opera- 
tion, and  (3)  what  is  the  operation  of  choice  for 
this  individual. 

By  far  the  commonest  indication  for  surgical 
treatment  is  variceal  bleeding.  Occasionally  a 
patient  may  present  with  intractable  ascites, 
satisfactory  liver  function,  and  low  volume  portal 
flow  to  the  liver.  In  each  case  the  results  of  a 
side-to-side  portacaval  shunt  are  usually  very 
gratifying. 


Fig.  3. — Direct  splenoportography.  Note  dye  filling  the 
collaterals. 
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SELECTIVE  DISTAL  SPLENO-RENAL  SHUNT 


Fig.  4. — Diagramatic  illustration  of  the  distal  splenorenal 
shunt  operation. 


Fig.  S. — Esophagogram  shows  reduction  in  size  of  the 
varices  after  distal  splenorenal  shunt. 


Proper  timing  of  the  surgical  treatment  is  very 
important.  The  advantages  of  waiting  until  all 
the  stigmata  of  active  disease  have  disappeared 
usually  outweigh  the  risks  of  rebleeding.  Elective 
surgery  should  also  be  delayed  for  two  to  three 
months  if  the  patient  has  been  actively  drinking 
or  if  he  has  had  a recent  major  bleeding. 

Portacaval  shunt  is  the  most  widely  performed 
opera'tion  in  the  treatment  of  portal  hypertension. 
Enough  data  have  accumulated  to  document  the 
effectiveness  - of  this  operation  in  the  control  of 
variceal  bleeding.  However,  several  investigators 
have  raised  serious  questions  regarding  the  overall 
increase  in  patient  survival  after  this  operation. 
Critical  analysis  of  the  causes  of  death  in  well 


Fig.  6. — Venous  phase  of  splenic  artery  injection  illus- 
trates the  patency  of  distal  splenorenal  shunt. 


Fig.  7. — The  venous  phase  of  superior  mesenteric  artery 
injection  after  distal  splenorenal  shunt.  Note  excellent 
liver  perfusion. 
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randomized  studies  have  shown  that  there  is  an 
increased  rate  of  liver  failure  in  the  surgically 
treated  group. Other  equally  important  studies 
have  shown  that  the  incidence  of  encephalopathy 
after  portacaval  shunt  can  be  as  high  as  57%  and 
that  no  more  than  15-20%  of  the  total  number 
of  patients  could  return  to  work.” 

Analysis  of  the  results  of  portacaval  shunts 
in  our  series  revealed  some  interesting  observa- 
tions.First,  after  side-to-side  portacaval  shunt 
there  is  total  diversion  of  portal  blood  away 
from  the  liver.  Second,  patients  who  have  marked 
restriction  of  hepatic  portal  blood  flow  tolerate 
the  operative  diversion  of  the  remainder  fairly 
well.  For  such  patients  we  consider  that  porta- 
caval shunt  is  the  operation  of  choice.  On  the 
other  hand,  those  patients  who  have  high  hepato- 
petal  portal  blood  flow  usually  react  poorly  to 
portacaval  shunt.  It  occurred  to  us  early  in  the 
series  that  portasystemic  disconnection  might  offer 
these  high  flow  patients  a better  chance.  Splenec- 
tomy and  a devascularization  procedure  similar 
to  that  reported  by  Womach  and  Peters^i  was 
tried.  Encephalopathy  after  this  operation  was 
rare  but  the  incidence  of  rebleeding  was  alarm- 
ingly high. 

A new  approach  to  the  surgical  treatment  of 
the  high  portal  flow  patients  was  described  by 
Warren  et  al  in  1967.12  n consists  of  selective 
decompression  of  the  esophageal  varices  while 
maintaining  liver  perfusion  with  portal  blood. 
This  operation  is  called  distal  splenorenal  shunt. 
The  splenic  vein  is  transected  close  to  its  junction 
with  the  superior  mesenteric  vein.  The  central 
end  is  closed  while  the  peripheral  end  is  anasto- 
mosed end-to-side  to  the  left  renal  vein.  The 
spleen  is  left  in  situ  and  the  short  gastric  veins 
drain  the  varices  to  the  splenic  vein,  across  the 
shunt  and  into  the  left  renal  vein  (Fig.  4).  In 
order  to  completely  isolate  the  portal  vein  from 
the  area  decompressed  by  the  shunt,  the  coronary 
vein  is  also  ligated. 

There  were  30  patients  in  this  series  on  whom 
a distal  splenorenal  shunt  was  performed.  None 
of  these  patients  rebled  during  the  period  of 
follow-up  which  varied  from  three  months  to  four 
years.  There  was  no  incidence  of  encephalopathy 
and  the  patients  usually  were  able  to  resume 
their  preoperative  activities. 

Postoperative  barium  studies  showed  that  the 
varices  became  smaller  in  size  (Fig.  5).  Angio- 
graphic study  established  the  patency  of  the  shunt 
in  all  patients  except  two  (Fig.  6).  The  main 
advantage  of  this  operation  was  demonstrated  by 


selective  injection  of  the  superior  mesenteric  ar- 
tery. The  venous  phase  showed  excellent  liver 
perfusion  (Fig.  7). 

At  the  present  time  it  seems  that  distal  spleno- 
renal shunt  operation  has  accomplished  its  theoret- 
ical requirements.  However,  it  should  be  done 
only  by  surgeons  who  are  experienced  in  the  field 
of  portal  hypertension.  The  mortality  in  our  series 
has  dropped  considerably  during  the  last  two 
years,  there  being  two  operative  deaths  among 
the  last  18  patients. 

Summary 

Our  experience  with  the  recent  techniques  in 
the  study  of  hepatic  physiology  has  been  describ- 
ed. Patients  with  portal  hypertension  are  classified 
into  two  groups,  those  having  marked  restriction 
of  hepatic  portal  blood  flow,  for  whom  portacaval 
shunt  is  the  operation  of  choice;  and  those  who 
have  high  hepatic  portal  blood  flow,  who  are  best 
treated  with  selective  decompression  of  their 
varices  while  maintaining  the  liver  perfusion  with 
portal  blood.  The  distal  splenorenal  shunt  is  a 
new  operative  procedure  which  seems  to  meet 
these  qualifications.  Although  prolonged  patient 
survival  can  be  demonstrated  only  with  prospec- 
tive randomized  studies,  the  absence  of  variceal 
bleeding  and  encephalopathy  for  as  long  as  four- 
plus  years  is  striking. 
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Surgery  for  Esophageal  Hiatus  Hernia 


Robert  Zeppa,  M.D.  and  Hiram  C.  Polk  Jr.,  M.D. 


The  incidence  of  esophageal  hiatus  hernia  in 
the  general  population  has  been  estimated  vari- 
ously at  2-6%.  At  the  University  of  Miami  Medi- 
cal Center  a hernia  is  noted  in  one  of  every  five 
patients  undergoing  radiologic  examination  of  the 
upper  gastrointestinal  tract.  From  this  group,  one 
or  two  patients  in  100  have  required  surgical 
therapy.  Obviously,  the  presence  of  a hiatus  her- 
nia per  se  does  not  constitute  an  important  indi- 
cation for  operative  correction  since  only  1-2% 
of  all  patients  with  this  defect  seem  to  require  it. 
This  is  an  important  clinical  distinction  and  the 
failure  to  appreciate  it  has  contributed  mightily 
to  a large  literature  replete  with  controversial 
anecdotes.  Clearly,  there  is  no  virtue  in  consider- 
ing surgical  therapy  for  hiatus  hernia  but  rather 
to  consider  why  surgery  at  all  for  this  condition. 

Why  Surgery? 

The  consensus  of  informed  surgical  opinion 
recognizes  the  complications  of  gastroesophageal 
reflux  as  legitimate  indications  for  surgical  ther- 
apy. These  include  esophagitis  with  or  without 
stricture  and  pulmonary  disease  due  to  aspiration. 
While  these  conditions  usually  are  found  to  co- 
exist with  esophageal  hiatus  hernia,  the  latter  is 
by  no  means  a requirement  to  their  development. 
Certainly  achalasia  of  the  esophagus  with  gastro- 
esophageal reflux  and  not  accompanied  by.  hiatus 
hernia  is  a well  recognized  clinical  entity.  The 
emphasis  in  surgical  treatment  then  is  the  correc- 
tion of  a defect  which  facilitates  the  regurgitation 
of  corrosive  gastric  contents  into  the  esophagus 
and  when  this  is  accomplished  successfully  it 
seems  to  matter  little  whether  the  stomach  resides 
wholly  in  the  abdomen  or  partially  in  the  chest. 
While  the  ecology  of  the  stomach  appears  to  have 
a relatively  unimportant  role  in  determining  gas- 
troesophageal reflux,  its  angular  relationship  to 
the  terminal  portion  of  the  gullet  may  have 
certain  importance  for  the  integrity  of  the  valvu- 
lar mechanism  at  the  cardioesophageal  junction. 
-■\t  any  rate,  reflux  is  associated  with  a loss  of  the 
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normal  high  pressure  zone  in  the  terminal  esoph- 
agus and  with  the  consequent  appearance  of  a 
pressure  gradient  favoring  “backward”  flow  of 
gastric  contents.  The  relative  contributions  of  (1) 
intrinsic  esophageal  motor  activity  and  (2)  ex- 
trinsic intra-abdominal  pressure  acting  on  the 
intra-abdominal  esophagus  are  not  known.  How- 
ever, it  is  clear  that  reflux  may  occur  in  the 
presence  of  the  usual  length  of  intra-abdominal 
esophagus.  Thus,  the  question,  “why  surgery  for 
hiatus  hernia?”  is  answered,  in  that  such  surgery 
is  directed  to  the  relief  of  gastroesophageal  reflux 
which  most  often  is  associated  with  esophageal 
hiatus  hernia.  Properly,  the  topic  should  be  en- 
titled “The  Surgery  of  the  Incompetent  Cardia.” 

Appropriateness  of  Surgical  Therapy 

Consideration  of  a number  of  factors  is  re- 
quired in  the  decision  making  process  which  will 
decide  the  appropriateness  of  surgical  therapy  for 
a patient  with  gastroesophageal  reflux.  The  most 
compelling  among  these  factors  is  the  failure  of 
sound,  carefully  administered  medical  manage- 
ment to  control  the  corrosive  injury  to  the  gullet. 
This  is  suggested  by  the  persistence  and  increas- 
ing severity  of  symptoms  which  include  pain, 
belching  and  flatulence,  regurgitation,  dysphagia, 
bleeding  and  respiratory  complaints.  Within  this 
set  of  symptoms,  pain  is  the  most  frequent.  While 
sometimes  called  heartburn,  the  pain  is  usually 
described  as  gripping  and  burning  and  experi- 
enced deep  behind  the  lower  sternum  with  varia- 
ble radiation  to  the  left  neck,  ear,  or  jaw.  The 
pain  may  be  accentuated  by  changes  in  position 
such  as  bending  over.  Many  of  the  patients  with 
gastroesophageal  incompetence  demonstrate  mark- 
ed aerophagia,  and  turbulent,  resonant  belching 
may  become  an  integral  part  of  the  patient’s 
personality.  The  usual  complaint  concerning  re- 
gurgitation relates  mainly  to  the  accurate  defini- 
tion known  as  “sour  brash.”  Occasionally, 
however,  the  most  disturbing  symptom  is  due  to 
the  repetition  of  strong  flavors  which  have  been 
partially  affected  by  impermanent  residence  with- 
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in  the  gastric  cornucopia.  Nocturnal  regurgitation, 
however,  may  be  the  most  distressing  as  well  as 
dangerous  when  accompanied  by  aspiration  in  the 
supine  position.  If  uncorrected  this  problem  may 
result  in  severe  pulmonary  complications. 

Etiology  of  Dysphagia 

The  etiology  of  dysphagia  in  these  patients 
must  be  carefully  assessed.  Frequently,  no  dis- 
cernible cause  is  identified  and  the  presumptive 
diagnosis  of  spasm  is  entertained.  However  cor- 
rosive injury  to  the  esophagus — so  called  peptic 
esophagitis — does  lead  to  stricture  formation 
which  we  believe  requires  aggressive  therapy. 
Microscopic  examination  of  the  lesion  known  as 
“peptic  esophagitis”  demonstrates  inflammation 
in  the  submucosa  with  variable  involvements  of 
the  muscularis  propria  and  the  mucosa.  While  the 
latter  may  be  intact  overlying  inflammatory  foci 
in  the  deeper  layers,  there  is  invariable  loss  of 
some  mucosa  presenting  as  discrete  shallow  ulcers. 
These  histopathologic  findings,  especially  the  rel- 
atively greater  submucosal  versus  mucosal  in- 
volvement, have  formed  the  basis  for  doubt 
concerning  the  validity  of  the  reflux  theory  of 
esophagitis.  An  expanded  exposition  on  this  point 
is  not  appropriate  to  our  theme,  however,  we 
must  identify  our  prejudices  for  the  purposes  of 
understanding  the  rationale  of  the  surgical  ther- 
apy which  we  propose.  Based  on  the  results  of 
studies  of  pH  recorded  from  the  esophagus  and 
the  disappearance  of  esophagitis  following  the 


correction  of  reflux,  we  believe  the  concept  of 
regurgitant  or  peptic  etiology  to  be  sound. 

In  order  to  establish  the  diagnosis  of  corrosive 
injury  to  the  esophagus,  endoscopy  with  or  with- 
out biopsy  is  required.  On  the  other  hand,  the 
competence  of  the  gastroesophageal  junction  may 
be  assessed  by  lesser  intubations  which  serve  to 
provide  recordings  of  intraluminal  pressure  and/ 
or  pH.  Cine-esophagography  is  also  an  eminently 
useful  technique. 

Appropriate  Procedure 

When  indications  favor  the  surgical  correction 
of  gastroesophageal  reflux,  selection  of  the  appro- 
priate operation  may  be  difficult  because  of  the 
multitude  of  procedures  which  have  been  recom- 
mended. Approximation  of  the  divergent  com- 
ponents of  the  right  diaphragmatic  crus  has  been 
proposed  in  conjunction  with  repair  of  thephreno- 
esophageal  ligament,  vagotomy  and  pyloroplasty, 
gastrectomy,  gastropexy,  fundoplication,  the  Hill 
and  Belsey  procedures.  In  recent  years  the  most 
popular  additional  component  to  crural  suture 
has  been  any  technique  designed  to  provoke  a 
degree  of  invagination  of  the  gullet  into  the 
salubrious  intragastric  environment  in  order  to 
achieve  restoration  of  the  aforementioned  high 
pressure  zone  in  the  distal  esophagus.  When  this 
restoration  is  successful,  reflux  is  corrected.  At 
the  University  of  Miami  we  prefer  to  achieve 
this  end  by  the  addition  of  fundoplication  to  cru- 
ral suture.  The  techniques  which  we  have  employ- 


Fig.  1. — The  key  technical  details  of  fundoplication  are  illustrated  in  the  transabdominal  operation.  The  proce- 
dure can  be  as  well  accomplished  by  thoracotomy  when  warranted,  (Reproduced  with  permission  of  the  editors  of 
The  Annals  of  Thoracic  Surgery  7:202-211,  1969,  and  Little,  Brown  and  Company.) 
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ed  are  identical  to  those  proposed  originally  by 
Xissen.  The  preference  for  thorough  mobilization 
of  the  gastric  fundus  and  division  of  the  gastro- 
hepatic  ligament  allows  plication  readily  without 
esophageal  constriction.  It  is  crucial  that  the  gas- 
tric wrap  not  strangle  the  terminal  esophagus.  If 
a tendency  to  cinch  up  the  stomach  as  tightly  as 
the  proverbial  corset  is  even  a remote  possibility, 
then  a large  tube  should  be  inserted  into  the 
esophagus  prior  to  attempting  the  procedure. 

Our  preference  for  fundoplication  has  been 
and  continues  to  be  predicated  on  the  ancient 
and  admired  principle  of  the  three  S’s.  It  is  simple, 
safe,  and  successful.  Eighty  patients  have  been 
treated  and  the  median  duration  of  follow-up  is 
somewhat  over  three  years.  In  this  group  are 
three  recurrent  hernias,  two  with  reflu.x  and  one 
patient  has  postoperative  esophagitis.  Two  pa- 
tients have  died.  This  e.xperience  is  reasonably 
similar  to  that  recorded  from  the  surgical  com- 
munity at  large.  Examination  of  information 
compiled  from  the  treatment  of  more  than  1,700 
patients  reveals  the  hospital  mortality  to  be  nearly 
1%  and  the  overall  failure  to  solve  the  problem 
of  gastroesophageal  reflux  is  4%.  Clearly,  fund- 
oplication fulfills  the  requirements  of  simplicity. 


safety,  and  effectiveness.  The  total  cost,  however, 
is  not  provided  by  the  low  death  and  failure  rates. 
As  for  all  surgical  procedures  there  is  a cost  in 
postoperative  morbidity. 

Following  this  operation,  a set  of  symptoms 
which  includes  abdominal  distention,  the  sense 
of  subdiaphragmatic  pressure,  hiccoughs  and  early 
satiety  has  affected  an  estimated  25%  of  the 
recipients  of  the  surgeon’s  largess.  This  symptom 
complex  has  been  aptly  entitled  the  “Gas-Bloat 
Syndrome”  by  Woodward.  Fortunately  it  is  usu- 
ally self-limited  and  has  persisted  to  some  degree 
or  other  in  only  three  of  our  80  patients  beyond 
three  months. 

Summary 

In  summary,  our  experience  has  exposed  only 
a minimal  demand  for  surgical  correction  of 
esophageal  hiatus  hernia.  The  primary  indication 
for  surgery  is  the  occurrence  of  endogenous  cor- 
rosive injury  to  the  gullet  for  which  the  Nissen 
fundoplication  is  effective  and  incurs  a low  risk. 

^ Dr.  Zeppa,  Veterans  Administration  Hospital, 
Miami  33125. 


Eating  and  drinking  takes  away  one’s  stomach. 

French  Proverb 


Base  men  live  to  eat  and  drink,  and 
Good  men  eat  and  drink  to  live. 

Socrates 
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Diagnosis  of  Pancreatic  Disease 

Bernard  Brom,  M.D.  and  Martin  H.  Kalser,  M.D.,  Ph.D. 


The  pancreas,  situated  as  it  is  in  the  retroperi- 
toneal space,  has  always  been  a most  difficult 
organ  to  investigate.  Consequently,  a concerted 
approach  utilizing  specialized  and  diverse  method- 
ology may  be  necessary  in  the  recognition  of 
chronic  inflammatory  or  malignant  body  or  tail 
affectations.  These  are  radiographic  techniques, 
including  barium  and  air  contrast  of  the  stomach 
and  duodenum,  and  angiography;  radioisotopic 
and  secretory  and  fecal  assays.  Several  procedures 
are  usually  necessary  in  any  given  patient,  and 
the  choice  is  dependent  not  only  upon  the  clinical 
problem  but  on  the  experience  and  capability  of 
the  institution,  since  special  equipment  and  experi- 
ence may  be  necessary  for  many  of  these. 

This  review  aims  to  consider  the  status  of  pan- 
creatic diagnostic  aids  at  the  present  time,  and  to 
present  our  approach  to  this  diagnostic  problem. 

Symptoms  and  Signs 

These  tests  are  indicated  when  there  is  a 
strong  clinical  suspicion  of  chronic  inflammatory 
or  malignant  disease  of  the  pancreas,  and  the 
usual  diagnostic  aids  do  not  establish  a definitive 
diagnosis.  The  particular  symptoms  which  suggest 
the  possibility  of  pancreatic  involvement  include 
abdominal  pain,  usually  in  the  upper  abdomen 
and  with  a component  of  back  radiation.  Recent 
progressive  weight  loss  is  also  a major  symptom. 
The  recent  onset  of  hyperglycemia  or  diabetes 
should  also  suggest  the  possibility  of  pancreatic 
involvement.  Other  less  definite  symptoms  include 
a change  in  bowel  habits  and  vague  abdominal 
symptoms  when  associated  with  weight  loss.  Ob- 
structive jaundice  in  the  absence  of  symptoms 
suggestive  of  choledocholithiasis  is  also  an  indica- 
tion for  investigation  for  possible  pancreatic  car- 
cinoma of  the  head. 

The  radiologic  signs  depend  to  a large  extent 
on  the  presence  of  a mass  which  may  be  inflam- 
matory enlargement  of  the  head  of  the  pancreas 
or  malignancy,  a cyst  or  pseudocyst.  Inflamma- 
tory reaction  and  invasion  can  also  cause  defor- 
mity of  contiguous  structures.  These  include  those 
in  close  proximity  to  the  pancreas,  as  the 
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Stomach,  duodenum,  and  ligament  of  Treitz.  The 
common  bile  duct  may  be  obstructed  or  com- 
pressed, and  dilatation  of  this  structure  and/or 
the  gallbladder  may  secondarily  compress  the  duo- 
denum. Blood  vessels  may  also  be  obstructed  or 
displaced  on  infiltration.  It  is  best  always  to  begin 
with  the  usual  gastrointestinal  examination  with 
barium,  looking  in  particular  for  any  displacement 
of  the  stomach,  second  portion  of  the  duodenum 
or  ligament  of  Treitz.  Early  radiologic  signs 
which  should  be  looked  for  carefully  by  the 
radiologist  include  flattening  and  indentation  of 
the  medial  wall  of  the  second  portion  of  the  duo- 
denum with  a so-called  “double  contour,”  which 
is  a double  margin,  alteration  of  the  height,  width 
and  direction  and  also  of  the  mucosal  folds.  The 
ligament  of  Treitz  usually  is  an  acute  angle,  and 
when  it  is  displaced  downward  due  to  a mass  in 
the  pancreas,  it  becomes  obtuse.  H}q)otonic  duo- 
denography is  usually  indicated  when  pancreatic 
lesions,  particularly  of  the  head,  are  strongly 
suspected.  In  this  technique  atropinization  is  ac- 
complished with  high  doses  of  parenteral  Banthine 
or  Atropine.  A tube  is  passed  into  the  distal  an- 
trum of  the  first  part  of  the  duodenum,  and  a mix- 
ture of  air  and  barium  are  given.  This  helps 
relax  the  duodenum  and  promotes  the  greatest 
distension  of  the  second  and  third  part  of  the  por- 
tion of  the  duodenum  so  that  the  signs  previously 
noted  can  better  be  elucidated.  In  cases  of  sus- 
pected obstructive  jaundice,  the  indentation  upon 
the  postbulbar  region  of  a dilated  common  duct 
can  sometimes  be  recognized. 

Celiac  axis  angiography  and  supraselective 
arterial  angiography  have  been  proposed  as  de- 
finitive aids  for  the  diagnosis  of  pancreatic  lesions. 
Here  one  can  look  for  either  tumor  staining  of  the 
dye  or  displacement  of  the  blood  vessels  in  part  of 
the  pancreas.  This  procedure,  in  our  experience, 
has  the  greatest  value  in  cases  of  insulinomas, 
cystadenomas  and  sarcomas  of  the  pancreas 
which  exhibit  the  characteristic  tumor  staining. 
It  has  been  much  less  successful  in  the  diagnosis 
of  carcinoma,  adenocarcinoma  of  the  body  or  tail 
of  the  pancreas.  In  splenoportography  thrombosis 
of  the  splenic  vein  may  occur  due  to  tumor  in- 
vasion. However,  this  is  a rare  accompaniment. 
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and  this  procedure  is  not  done  in  suspected  cases 
of  pancreatic  carcinoma. 

Pancreatic  scanning  with  selenium  methionine 
theoretically  should  be  of  major  help  in  the  diag- 
nosis of  pancreatic  lesions,  but  techniques  have 
not  been  perfected  to  the  point  where  it  is  a help- 
ful and  definitive  procedure.  In  the  technique, 
the  radioactive  selenium  methionine  is  given  intra- 
venously, and  this  is  followed  by  a test  meal,  fol- 
lowing which  the  pancreas  is  scanned.  The  theo- 
retical basis  is  that  the  radioactive  selenium  in  the 
methionine  molecule  forms  the  basis  of  the  out- 
line of  the  pancreas.  The  methionine  with  the 
radioactive  selenium  under  stimulation  is  picked 
up  from  the  blood  by  the  pancreatic  acinar  cells, 
and  this  amino  acid  is  synthesized  rapidly  into 
enzyme  protein.  The  stimulus  for  this  is  the  test 
meal.  The  refined  machinery,  including  scinti- 
scanning and  dual  channel  substraction — scanning 
procedures  in  which  the  liver  image  is  removed 
from  the  picture — shows  promise,  but  still  has 
not  eliminated  the  false  positives  and  negatives. 
We  have  found  that  a perfectly  normal  scan  in 
which  the  entire  pancreas  is  visualized  rules  out 
any  chronic  inflammatory  disease,  and  to  a great 
extent  rules  out  a malignancy  of  the  pancreas. 
However,  false  negatives  are  extremely  common 
in  which  there  is  poor  visualization  of  all  or  part 
of  the  pancreas,  and  in  which  surgical  exploration 
has  revealed  a normal  pancreas.  Further  refine- 
ments in  this  technique,  which  are  being  evaluated 
in  our  laboratory,  are  the  use  of  the  specific  hor- 
mone pancreozymin  to  stimulate  acinar  uptake  of 
selenium  methionine  and  synthesis  of  protein,  as 
well  as  combining  this  technique  with  duodenal 
intubation  and  directly  studying  radioactivity  in 
the  pancreatic  secretion.  Nevertheless,  this  proce- 
dure is  valuable  as  a screening  procedure. 

Other  Diagnostic  Tools 

Other  main  diagnostic  tools  for  pancreatic  dis- 
ease include  the  evaluation  of  pancreatic  exocrine 
function.  In  considering  this  function  one  must 
be  knowledgeable  about  the  basic  physiology  of 
the  exocrine  pancreas,  and  also  remember  that  the 
glajids  of  the  exocrine  pancreas  and  endocrine 
pancreas  are  closely  aligned  with  each  other,  so 
that  disease  of  one  will  also  affect  the  other.  The 
pancreas  is  the  most  important  organ  for  assimila- 
tion of  all  types  of  foodstuffs,  including  carbohy- 
drate, fat  and  protein,  and  this  organ  secretes  a 
variety  of  enzymes  associated  with  the  digestion  of 
these  substances.  Included  are  the  proteolytic 


enzymes,  trypsin  and  chymotrypsin,  amylase  for 
the  assimilation  of  carbohydrate,  and  lipase  for 
the  digestion  of  neutral  fat.  In  addition,  the  pan- 
creas secretes  water  and  bicarbonate.  In  the  com- 
plete absence  of  pancreatic  juice,  nutrition  is 
markedly  impaired  for  all  foodstuffs.  However, 
the  pancreas  has  quite  a large  reserve  so  that 
secretion  may  be  diminished  due  to  disease  with- 
out there  being  significant  impaired  assimilation. 

Pancreatic  secretion  is  stimulated  by  hormonal 
and  neural  control.  The  former  are  secretin  and 
pancreozymin  which  are  secreted  by  the  duodenal 
mucosa  cells  into  the  blood  stream  and  travel  via 
the  blood  to  the  pancreas  where  they  stimulate 
secretion.  These  hormones  are  releeised  by  the 
duodenal  mucosa  in  response  to  acid  or  foodstuffs 
in  contact  with  the  mucosa.  Secretin  stimulates 
primarily  the  small  duct  cells  to  water  and  bicar- 
bonate, whereas  pancreozymin  works  on  the  acinar 
cells  to  stimulate  the  secretion  of  enzymes  of  all 
types.  Pancreozymin  has  been  shown  to  be  iden- 
tical with  cholecystokinin,  the  hormone  which 
causes  the  gallbladder  to  contract.  Secretin  is  also 
a hydrocholeretic  agent,  stimulating  the  flow  of 
a watery  bile  solution. 

The  fecal  contents  can  be  assayed  for  as- 
similation and  pancreatic  enzymes.  Fecal  fat  can 
be  measured  microscopically,  by  isotopic  means  or 
by  chemical  determinations.  These  fecal  methods 
are  somewhat  cumbersome  and  relatively  insensi- 
tive and  not  markedly  impaired  unless  there  is 
severe  pancreatic  insufficiency.  In  doing  fecal  fat, 
a 72-hour  quantitative  collection  is  done  while  the 
patient  is  on  a 75-125  Gm.  fat  intake.  One  deter- 
mines the  total  fatty  acids  in  the  stool,  and 
normally  there  is  less  than  5 Gm.  per  day  of  fat 
in  the  stool.  Experienced  observers  can  also  note 
the  fecal  fat  on  a microscopic  slide  after  staining 
with  Sudan  red. 

radioactive  iodine  labeled  fats  have  been 
used  in  the  past.  These  include  both  the  triolein 
and  oleic  acid.  Theoretically,  in  pancreatic  insuf- 
ficiency, after  the  giving  of  radioactively  labeled 
triolein  there  will  be  increased  radioactivity  in  the 
stool  and  low  radioactivity  due  to  the  iodine  in 
the  blood  since  there  is  an  absence  of  pancreatic 
lipase  to  hydrolyze  the  triolein.  In  other  cases  of 
fat  malassimilation  due  to  intestinal  disease  the 
fecal  levels  of  radioactivity  after  both  triolein  and 
oleic  acid  would  be  high,  while  the  blood  levels 
would  be  low.  In  pancreatic  disease,  the  values 
would  be  normal  when  oleic  acid  was  ingested, 
and  only  abnormal  when  the  triolein  was  ingested. 


30 


VOLUME  58/NUMBER  2 


Fecal  assays  of  chymotrypsin  have  been  advocated 
as  a screen  for  pancreatic  disease.  According  to 
this  concept,  a normal  ch3nnotrypsin  in  a random 
fecal  specimen  would  mitigate  strongly  against  the 
presence  of  pancreatic  insufficiency.  A low  value, 
however,  would  not  be  diagnostic.  This  probably 
has  limited  value.  Secretory  studies  are  probably 
the  major  way  of  assessing  pancreatic  exocrine 
function.  These  include  the  secretin  or  secretin 
pancreozymin  stimulation  with  the  double  lumen 
tube  in  the  duodenum.  After  the  tube  is  placed 
fluoroscopically,  these  hormones  are  given  intra- 
venously and  one  measures  the  volume,  bicar- 
bonate and  enzyme  concentration  in  aspirate.  The 
most  critical  determination  is  that  of  the  bicar- 
bonate concentration,  which  should  be  at  least  90 
mEq.  per  liter  in  any  one  of  the  fractional  aspir- 
ates after  90  minute  aspiration  of  the  duodenum 
after  secretin.  Refinements  include  the  use  of 
higher  doses  of  secretin  in  an  augmented  secretin 
test.  The  major  limitation  of  the  test  is  that  it  is 
uncomfortable  to  the  patient,  and  requires  fluoro- 
scopic monitoring.  It  is  time  consuming  and  ex- 
perience in  placing  the  tube  and  performing  the 
procedure  is  needed.  More  recently  test  meal 
techniques,  including  the  Lundh,  have  become 
very  worthwhile.  In  this  technique  a small  poly- 
vinyl tube  is  intubated  into  the  proximal  jejunum. 
A standard  liquid  meal  is  given  and  the  contents 
are  aspirated.  Concentration  of  enzymes,  partic- 
ularly lipase  and  trypsin,  is  measured.  In  our 
hands  this  can  result  in  a clear  separation  of 
normals  from  those  with  pancreatic  insufficiency. 
If  malignancy  is  suspected,  one  can  add  cytology 
to  the  intubation  secretory  studies. 

The  glucose  tolerance  test,  despite  the  fact 
that  it  measures  pancreatic  endocrine  rather  than 
exocrine  function,  remains  an  excellent  screening 
procedure.  It  is  relatively  insensitive,  and  there 
may  be  false  positive  tests.  However,  we  believe 
that  a diabetic-type  glucose  tolerance  curve  is  an 
early  screening  procedure,  and  a normal  glucose 
tolerance  is  strong  evidence  against  pancreatic 
involvement. 

Pancreatic  evaluation  is  done  in  a coordinated 
fashion.  An  upper  G.I.  series  in  a nonjaundiced 
patient  is  the  first  study  after  the  routine  labora- 
tory workup.  Particular  emphasis  should  be 
placed  on  visualization  of  the  second  and  third 
portions  of  the  duodenum  and  ligament  of  Treitz 


for  mucosal  pattern  or  evidence  of  displacement. 
This  is  followed  by  hypotonic  duodenography  if 
all  portions  of  the  duodenal  sweep  are  not  com- 
pletely visualized  or  if  there  is  any  suspicion  of  a 
lesion.  These  barium  studies  are  followed  by  a 
pancreatic  scan  as  a screening  procedure.  If  the 
barium  studies  are  completely  negative  and  the 
scan  is  quite  normal,  and  also  if  all  the  laboratory 
work,  including  the  glucose  tolerance  tests,  is 
normal  with  an  equivocal  clinical  configuration, 
the  investigation  is  complete  and  no  further 
studies  need  be  done.  However,  if  there  is  any 
suspicious  finding  in  the  x-rays,  scan  or  laboratory 
findings,  or  if  there  is  a high  degree  of  clinical 
suspicion,  the  specialized  pancreatic  function  tests 
with  duodenal  intubation  should  be  carried  out. 
Selective  angiography  is  only  done  in  a few  in- 
stances when  insulinoma  or  other  retroperitoneal 
lesions  are  suspected. 

The  decision  as  to  whether  laparotomy  is  indi- 
cated is  based  on  clinical  judgment  evaluating  all 
of  the  data.  If  the  symptoms  remain  unexplained 
and  the  pancreatic  function  tests  are  distinctly 
abnormal,  we  believe  laparotomy  is  indicated.  A 
particularly  difficult  diagnostic  problem  has  been 
females  in  the  fourth  to  sixth  decade  with  persis- 
tent upper  abdominal  pain,  some  back  radiation 
and  with  nausea,  vomiting  and  weight  loss.  In 
these  patients,  the  diagnosis  of  chronic  pancreatitis 
is  suspected.  While  barium  studies  are  normal,  the 
glucose  tolerance  and  pancreatic  scan  have  been 
distinctly  abnormal,  with  pancreatic  function 
tests  showing  minimal  depression.  Exploration, 
when  carried  out  in  certain  of  these  individuals, 
has  been  negative. 

Conclusion 

The  basic  question  remains  as  to  whether  diag- 
nosis of  pancreatic  disease  will  aid  the  therapy 
of  the  patient.  Certainly  if  the  affectation  of  the 
pancreas  is  chronic  relapsing  pancreatitis,  medical 
and  surgical  therapy  can  be  successful.  Unfor- 
tunately, the  5-year  cure  rate  for  adenocarcinoma 
of  the  pancreas  has  not  improved  during  recent 
years,  but  the  hope  remains  that  with  pursuance 
of  better  diagnostic  techniques,  an  early  diagnosis 
can  be  made  with  successful  surgical  intervention. 

^ Dr.  Kaiser,  P.  O.  Box  875,  Biscayne  Annex, 
Miami  33152. 
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Lingering  Hepatitis 


I.  Arvey  Rogers,  M.D. 


Several  excellent  reviews  of  chronic  hepatitis 
have  appeared  recently  and  are  recommended^’^ 
The  patient  who  fails  to  recover  from  apparent 
acute  “viral”  hepatitis  presents  a therapeutic  di- 
lemma to  the  responsible  physician,  as  does  the 
individual  with  the  gradual  onset  of  what  ulti- 
mately evolves  to  be  a chronic  active  hepatic 
disease  of  uncertain  origin,  often  associated  with 
progression  to  cirrhosis.  This  paper  will  consider 
the  clinical  entity  which  may  be  represented  by 
both  circumstances  described  above,  active  chron- 
ic hepatitis. 

Clinical  Features 

The  usual  circumstances  in  which  chronic  hep- 
atitis is  considered  a diagnostic  possibility  is  in 
association  with  apparent  acute  “viral”  hepatitis, 
despite  the  observation  that  less  than  30%  of 
well-described  cases  of  active  chronic  hepatitis 
have  followed  viral  hepatitis.  Nonetheless,  chronic 
hepatitis  should  be  entertained  seriously  in  any 
individual  who  presents  one  or  more  of  the  follow- 
ing features  associated  with  a hepatitis  infection: 
(1)  an  atypical  prodrome;  (2)  unusual  depth  or 
duration  of  jaundice;  (3)  associated  stigmata  of 
chronic  liver  disease  as  ascites,  edema  or  coma; 
(4)  evidence  of  multisystem  involvement;  (5) 
a prothrombin  time  < 60%  of  normal;  (6)  the 
persistence  of  active  liver  disease  more  than  four 
months  following  the  acute  infection;  (7)  the 
occurrence  of  relapses  of  the  hepatitis  infection, 
and  (8)  persistence  of  hepatitis  associated  anti- 
gen (HAA,  Australia  antigen* * ).3-4 

As  alluded  to  in  the  second  variation  on  its 
presentation,  chronic  hepatitis  evolves  over  a 
several  to  six-month  period  in  almost  70%  of  the 
affected  patients,  and  hepatic  disease  may  not 
be  the  apparent  primary  manifestation  of  the 
disease  at  the  outset. 

The  disease  may  have  its  onset  in  any  age 
group  and  either  sex  may  be  affected;  some  series 
have  indicated  a predominance  for  females. 

The  usual  features  drawing  attention  to  the 
diagnosis  of  chronic  hepatitis  are  jaundice,  trans- 
aminase elevation  8-1  Ox  increased,  an  increase  in 

From  the  Department  of  Medicine,  University  of  Miami  School 
of  Medicine  and  Miami  VA  Hospital,  Miami. 

*The  terms  “Australia  antigen,”  “hepatitis-associated  antigen” 
and  its  abbreviation  “H.AA  ’ are  used  interchangeably  in  this 
paper. 


the  serum  gamma  globulin  concentration  and, 
often,  circulating  antibodies.  A list  of  clinical 
features  occurring  in  86  patients  with  chronic 
hepatitis  discussed  by  Mistilis  and  Blackburn  is 
presented  in  Table  1.^  Important  to  appreciate 
is  the  observation  that  20%  of  affected  patients 
have  an  anicteric  illness.  A fever  of  unknown 
origin  or  obscure  abdominal  pain  may  be  the 
presenting  manifestation  as  may  amenorrhea, 
acne,  arthritis,  renal  disease  or  colitis. 

Abnormal  tissue  and  serologic  antibody  re- 
actions such  as  false  positive  tests  for  syphilis, 
LE  cell  phenomena  and  antinuclear  and  smooth 
muscle  antibodies  are  observed  with  variable 
frequency  in  active  chronic  hepatitis.  Their  basis 
is  unknown  but  is  considered  by  Mackay  and 
others  to  represent  evidence  that  the  disease  has 
an  autoimmunopathogenetic  basis.®  Whatever 
their  significance,  these  abnormal  antibody  re- 
actions may  be  of  some  value  in  differentiating 
this  form  of  liver  disease  from  atypical  hepatitis, 
alcoholic  liver  disease,  drug-induced  hepatitis,  ex- 
trahepatic  biliary  obstruction  and  biliary  cirrhosis. 


Etiology 

The  etiology  of  chronic  hepatitis  is  not  known. 
A persistent  viral  infection  independent  from  an 
autoimmune  process  and  an  autoimmune  process 
possibly,  though  not  necessarily,  related  to  a 
preceding  viral  infection  of  the  liver  constitute 
the  main  theoretical  etiologic  considerations.  Ap- 
parent “viral”  hepatitis  has  occurred  in  30%  of 
affected  patients.  Large  group  surveys  for  Austra- 
lia antigen  have  revealed  positive  titers  in  up  to 
25%  of  patients  with  chronic  hepatitis.®  In  a 


Table  1. — Clinical  Features  In  Chronic 
Active  Hepatitis. 


Feature 

1.  Recurrent  “hepatitis” 

2.  Episodic  jaundice 

3.  Prolonged  cholestasis 

(1-2  years) 

4.  Hepatic  coma 

5.  Portal  hypertension 

6.  Amenorrhea 

7.  Acne 

8.  Diarrhea 

9.  Ulcerative  colitis 

10.  Skin  lesions 

11.  Polyarthralgias 


Frequency 

Frequent 

60% 

2S% 


30% 

40% 

38% 

21% 

28%  (chronic) 
10-15% 

20% 

18%  (recurrent) 
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recent  paf)er,  Boyer  and  Klatskin  reported  that 
serum  hepatitis  (SH)  predominated  over  infec- 
tious hepatitis  (IH)  as  apparent  etiologies  in  52 
patients  studied  with  subacute  hepatic  necrosis 
(active  chronic  hepatitis). ^ One  would  suspect 
that  had  Australia  antigen  assays  been  carried 
out  by  these  authors,  the  incidence  of  positive 
results  would  have  been  high  in  view  of  the  known 
close  correlation  between  serum  hepatitis  infection 
and  a positive  titer  for  Australia  antigen.’^  These 
observations  suggest  the  possibility  that  a persis- 
tent viral  infection  may  be  responsible  for  one 
form  of  chronic  hepatitis. 

Further  observations  of  possible  relevance  to 
obtaining  assays  for  HAA  are:  (1)  In  one  report- 
ed series,  90%  of  patients  with  HAA-positive 
hepatitis  had  a more  prolonged  hospital  course 
with  SCOT  values  remaining  above  100  units 
until  after  the  eighth  week;  this  was  contrasted 
with  HAA-negative  cases  in  whom  SCOT  values 
were  less  than  100  by  the  fifth  week  of  illness.® 
(2)  Unusually  long  persistence  of  HAA  indicates 
progression  to  chronic  hepatitis,  whether  symp- 
toms subside  or  laboratory  tests  return  to  normal.'* 

Application  of  HAA  assays  to  serum  from 
patients  with  chronic  hepatitis  has  disclosed  that 
there  are  “HA.Vpositive”  and  “HAA-negative” 
types.  The  latter  patient  category  is  generally 
female,  is  more  likely  to  have  positive  LE  tests, 
circulating  smooth  muscle  antibodies  and  other 
lupus-like  features.  Those  patients  with  chronic 
hepatitis  and  circulating  HAA  are  predominantly 
male,  usually  give  a history  of  antecedent  acute 
hepatitis  with  a strong  parenteral  exposure,  and 
have  a low  incidence  of  -|-  LE  cells  and  circulat- 
ing antibodies.* 

Mackay’s  autoimmune  “markers”  in  chronic 
hepatitis  (called  “lupoid”  hepatitis  by  Mackay 
et  al)  are:  (1)  circulating  autoantibodies  such  as 
LE  cells,  smooth  muscle  antibodies;  (2)  evidence 
of  multisystem  involvement;  (3)  association  of 
other  diseases  felt  to  have  an  autoimmune  basis 
as  thyroiditis,  nephritis  and  colitis;  (4)  the  he- 
patic plasmacytic  and  lymphocytic  infiltrate;  and 
(5)  the  often  favorable  response  to  steroid  and 
antimetabolite  immune  suppressive  therapy.^ 
These  are  employed  as  evidence  for  the  autoim- 
mune basis  of  the  disease.  No  pathogenetic 
significance  can  be  assigned  the  circulating  auto- 
antibodies; therefore,  evidence  for  autoimmunity 
as  a perpetuating  factor  is  inconclusive.  As  well, 
the  dosage  of  antimetabolite  drugs  commonly 
employed  therapeutically  (6-mercaptopurine  or 


azathioprine)  may  not  suppress  immune  responses 
but  have  been  shown  to  exert  antiviral  effects. 

To  summarize  etiologic  considerations,  it  is 
likely  that  there  are  two  varieties  of  active  chronic 
(aggressive)  hepatitis  as  distinguished  by  the 
presence  (positive)  or  absence  (negative)  of  the 
hepatitis  associated  antigen  (HAA).  That  asso- 
ciated with  persistent  HAA  may  be  a sequel  to 
“viral”  hepatitis;  that  without  HAA  may  repre- 
sent one  manifestation  of  a spontaneously  occur- 
ring immunologic  disorder  affecting  many  other 
body  tissues.  We  need  to  learn  more  of  the 
etiologic  and  pathogenic  significance  of  HAA,  its 
immunologic  competence  and  the  presence  of 
HAA  antigen-antibody  complexes  in  serum  and 
tissue  of  patients  with  certain  varieties  of  active 
chronic  hepatitis. 

Pathology 

Only  by  liver  biopsy  can  the  diagnosis  of 
chronic  hepatitis  be  established  with  certainty, 
in  view  of  the  observations  that  the  atypical, 
acute  and  chronic  forms  may  present  indistin- 
guishable clinical  features.  An  experienced  path- 
ologist acquainted  with  the  variations  in  hepatic 
histopathology  which  may  be  encountered  in  acute, 
prolonged  and  relapsing  stages  of  hepatitis  should 
be  able  to  recognize  the  presence  of  a more  per- 
sistent, chronic  stage  of  the  disease.  The  applica- 
tion of  special  stains  of  the  parenchymal 
supporting  framework  (reticulin)  is  necessary  for 
a true  appreciation  of  some  of  the  more  subtle 
structural  alterations  and  classification  in  the 
chronic  forms  of  hepatitis.  Scheuer  has  studied 
these  changes  extensively  and  has  classified  them 
as  (1)  chronic  persistent  and  (2)  chronic  active 
(aggressive)  forms  of  hepatitis. 

Figures  1 and  2 taken  from  Scheuer’s  text- 
book, “Liver  Biopsy  Interpretation,”  illustrate 
the  major  histologic  features  of  chronic  hepatitis 
and  serve  to  differentiate  the  aggressive  from 
the  persistent  form.*o  xhe  major  differential 
features  appear  to  be  the  extent  of  piecemeal 
necrosis  (cell  erosion  at  the  lobular  periphery 
associated  with  plasma  cell  and  lymphocytic  in- 
filtrate) ; the  formation  and  proliferation  of  peri- 
portal fibrous  septae,  and  the  disruption  of  lobular 
architecture  as  evidenced  by  collapse  and  con- 
densation of  the  reticulin  framework.  These 
findings  characterize  the  chronic  (aggressive) 
form  of  the  disease  which  appears  to  be  a precur- 
sor of  macronodular  postnecrotic  cirrhosis.  Al- 
though not  established  definitely,  it  appears  that 
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Fig.  la. — Chronic  persistent  hepatitis.  There  is  inflam- 
matory infiltration  of  the  portal  tracts  (P)  but  with  little 
piecemeal  necrosis.  Needle  biopsy,  H & E,  X 125. 

Fig.  lb. — Chronic  persistent  hepatitis.  Short  septa  ex- 
tend from  slightly  enlarged  portal  tract  (P).  Central 
veins  (C)  are  unaffected  and  lobular  architecture  is  pre- 
served. jSjeedle  biopsy,  reticulin,  X 135. 


chronic  persistent  hepatitis  is  a nonprogressive 
benign  disease  with  minimal,  self-limited  clinical 
manifestations.  The  aggressive  form,  on  the  other 
hand,  is  more  frequently  associated  with  the 
clinical  stigmata  of  chronic,  active  progressive 
hepatic  disease  with  frequently  associated  endo- 
crine and  systemic  manifestations  and  ultimately 
the  development  of  macronodular  postnecrotic 
cirrhosis. 

Treatment 

Considerable  controversy  exists  regarding 
whether,  when  and  what  treatment  to  apply  in 
patients  with  active  chronic  (usually  aggressive) 
hepatitis.  The  recognition  of  chronic  persistent 
hepatitis  is  important  in  view  of  its  benign,  non- 
pi  ogressive  clinical  course  described  by  Becker 
et  al.^i  Interestingly,  HAA  assays  were  negative 
in  the  patients  described  by  Becker. There  ap- 
pears to  be  no  need  to  apply  “.specific”  therapy 
to  this  form  of  the  disease. 


On  the  other  hand,  the  ill  individual  with  ap- 
parent chronic  (active)  aggressive  hepatitis  poses 
a therapeutic  dilemma.  The  cumulative  five-year 
survival  of  untreated  patients  was  shown  to  be 
65%  by  INIistilis  et  al.12  Patients  with  the 
worst  prognosis  were  those  with  a hepatitis-like 
onset,  persistent  cholestasis,  or  prolonged  jaun- 
dice, associated  colitis,  episodes  of  hepatic  coma, 
ascites  or  extensive  necrosis  on  liver  biopsy.  The 
fact  that  these  patients  are  sick  the  majority  of 
the  time  and  do  not  lead  a normal  life  raises 
serious  considerations  regarding  therapy.  Numer- 
ous anti-inflammatory  drugs  have  been  utilized. 
Corticosteroids,  6-mercaptopurine  and  azathiop- 
rine  (Imuran)  have  demonstrated  the  best  results. 
When  the  disease  is  most  active,  in  its  early  stages, 
these  drugs  appear  to  effect  improved  survival 
over  nontreated  patients. The  best  results, 
therefore,  are  apt  to  be  recorded  in  the  sickest 
patients,  the  ones  in  greatest  need  of  treatment. 


The  decision  to  treat  a patient  is  a serious  one, 
especially  in  view  of  the  serious  side  effects  and 


Fig.  2a. — Chronic  aggressive  hepatitis.  Similar  area  to 
that  in  Figure  2b,  from  the  same  biopsy.  Liver  cells  are 
swollen  and  rounded  in  the  zone  of  piecemeal  necrosis 
next  to  the  fibrous  tissue.  Needle  biopsy,  H & E,  X 150. 
Fig.  2b. — Chronic  aggressive  hepatitis.  Many  septa  ex- 
tend from  the  enlarged  portal  tract  (above)  into  the 
lobule  and  architecture  is  distorted.  Needle  biopsy, 
reticulin,  X l45. 

The  illustrations  are  from  Scheuer,  P.,  Liver  Biopsy  Inter- 
pretation, Williams  and  Wilkins  Company,  Baltimore,  1968, 
pp.  49,  51. 
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toxicity  of  the  pharmacologic  anti-inflammatory, 
antimetabolic  agents  commonly  employed,  the 
need  for  chronic,  continuous  treatment,  and  the 
high  relapse  rate  upon  withdrawal  or  decreased 
dosage. 

It  is  to  be  realized,  as  well,  that  patients  with 
chronic  active  hepatitis  are  very  sensitive  to  these 
drugs;  low  doses  may  cause  serious  hematologic, 
cholestatic  or  hepatotoxic  effects  as  well  as  un- 
pleasant cosmetic  effects.  Suggested  dosage  regi- 
mens are  outlined  in  Table  2. 

Table  2. — Chemotherapy  In  Chronic 
Active  Hepatitis. 

Drug  Initial  Dosage  Maintenance 

1.  Prednisone  40-60  mg./day  S-20  mg./day 

2.  Imuran  (azathioprine)  1.0-2.0  mg./kg./day  Same 

3.  6-mercaptopurine  O.S-l.S  mg./kg./day  Same 

(Purinethol) 

COMBINATIONS:  Mistilis  has  proposed  that  a combination  of 

prednisone  and  azathioprine  or  6-mercaptopurine  be  employed 
in  patients  ill  with  overt  jaundice. 

STEROID  REDUCTION:  After  several  weeks  of  high  dosage, 

an  attempt  should  be  made  to  reduce  prednisone  dosage  over  a 
4-6  week  period  to  maintenance  on  5-20  mg./day. 

.\t  periodic  intervals  an  effort  should  be  made 
to  determine  whether  the  medications  are,  in  fact, 
favorably  affecting  the  course  of  the  illness.  At- 
tempts should  be  made  to  withdraw  drugs 
gradually  every  six  months;  this  is  often  impossi- 
ble, however,  as  clinical  and  chemical  relapses 
are  provoked  commonly  by  such  an  effort. 

Most  available  evidence  reveals  that  treatment, 
in  any  form,  does  not  halt  the  histologic  progres- 
sion of  chronic  active  (aggressive)  hepatitis  nor 
alter  significantly  long-term  prognosis.  Data  on 
both  of  these  important  points  is  being  accumulat- 
ed throughout  the  world  at  the  present  time.i^ 
Table  3 summarizes  the  results  of  five  long-term 
studies  concerned  with  the  effects  of  chemotherapy 
on  the  course  of  active  chronic  hepatitis. 


Conclusions 

Chronic  active  (aggressive)  hepatitis  repre- 
sents a form  of  chronic,  progressive,  inflammatory 
hepatic  disease  w'hich  may  have  its  basis  in  a 
continuing  viral  infection  or  an  autoimmune 
process.  Affected  patients  are  often  quite  ill  and 
present  a relatively  high  incidence  of  systemic 
and  endocrine  manifestations.  Long-term  progno- 
sis is  poor,  but  corticosteroid  and  antimetabolite 
therapy  appear  to  improve  the  short-term  outlook. 
The  side  effects  and  chronic  aspect  of  chemo- 
therapy would  demand  that  it  be  reserved  for 
the  symptomatically  ill  patient  whose  life-style 
has  been  altered  seriously  by  the  illness. 
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Table  3. — Results  of  Chemotherapy  In  Patients  With  Chronic  Active  Hepatitis. 


# OF 

Therapy 

Percent 

Survival 

(Yrs.) 

Series 

Pts. 

Yes 

No 

5 

10 

15-1- 

1. 

BEARN  (’56) 
WILLOCX  (’61) 
MISTILIS  (’68) 

23 

— 

X 

65 

50-F 

20-1- 

2. 

33 

— 

X 

40 

<20 

<20 

3. 

139 

50 

— 

80 

80 

60 

— 

89 

68 

55 

55 

4. 

PAGE  (’69) 

21 

X 

— 

80 

60 

30-f 

S. 

COOK  (’70) 

49 

22 

— 

86 

— 

— 

— 

27 

44 

— 

— 
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An  Approach  to  the  Ileal 
Dysfunction  Syndrome 

Eugene  R.  Schiff,  M.D. 


The  ileum  plays  an  important  role  in  the 
normal  maintenance  of  the  absorption  of  bile 
acids,  fat  and  vitamin  Bio.  If  the  functional  in- 
tegrity of  the  ileum  is  impaired,  defective  absorp- 
tion of  these  luminal  constituents  will  result,  giv- 
ing rise  to  various  degrees  of  diarrhea,  steatorrhea 
and  vitamin  deficiencies. 

A clear  understanding  of  the  pathophysiology 
of  ileal  dysfunction  is  dependent  on  one’s  cogni- 
zance of  normal  fat  absorption,  bile  acid  metab- 
olism and  vitamin  B12  absorption.  For  this  rea- 
son, the  important  aspects  of  each  of  these  absorp- 
tive processes  will  be  reviewed  in  particular  as 
they  pertain  to  normal  and  abnormal  ileal 
function. 

The  Role  of  the  Ileum  in  Physiology  of  Fat 
and  Vitamin  B]2  Absorption  and  of 
Bile  Acid  Metabolism 

Fat  Absorptioni 

Following  the  ingestion  and  delivery  of  dietary 
fat  into  the  proximal  small  intestine,  the  fat  is 
hydrolyzed  and  solubilized.  Pancreatic  lipase  hy- 
drolyzes the  long  chain  triglyceride  converting  it 
to  ;8-monoglyceride  and  long  chain  fatty  acids 
which  are  insoluble  lipid  moieties.  Bile  salts  dis- 
charged in  the  proximal  small  intestine  intimately 
mix  with  these  lipids  and  form  macromolecular  ag- 
gregates called  micelles.  The  surface  of  the  micel- 
les consists  of  the  polar  ends  of  the  bile  salts  and 
lipids,  and  is  water  soluble  in  contrast  to  the 
nucleus  which  is  lipid  soluble.  The  formation  of 
these  mixed  micelles  results  in  solubilization  of  the 
lipolytic  products  into  a clear  micellar  solution. 
.Absorption  of  the  fatty  acids  and  /I-monoglycer- 
ides  takes  place  at  the  microvillar  surface  of  the 
intestional  mucosa  which  is  bathed  by  this  micel- 
lar solution.  In  the  mucosal  cell,  the  fatty  acids 
and  ^-monoglycerides  are  re-esterified  to  form 
long  chain  triglyceride  once  again.  The  triglycer- 
ide is  incorporated  with  phospholipids,  cholesterol 
and  small  amounts  of  protein  to  form  chylomic- 
rons. Finally,  the  chylomicrons  are  delivered  via 
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the  lacteals  into  the  lymphatic  system  eventually 
entering  the  general  circulation  for  peripheral 
utilization  and  subsequent  storage.  Two  impor- 
tant aspects  of  the  overall  process  of  fat  digestion 
and  absorption  should  be  stressed  in  regard  to 
ileal  function.  First,  to  achieve  micellar  formation 
the  concentration  of  conjugated  bile  salts  must  be 
above  a critical  concentration  termed  the  critical 
micellar  concentration.  As  will  become  apparent 
in  this  review,  the  ileum  is  of  great  quantitative 
significance  in  maintaining  a normal  bile  salt  pool 
size  and,  hence,  adequate  concentrations  in  the 
proximal  small  intestine  where  normally  most  of 
the  fat  is  absorbed.  Second,  although  normally 
most  of  the  fat  is  absorbed  in  the  jejunum,  the 
ileum  is  also  capable  of  fat  absorption.  This  is 
best  exemplified  by  cholestyramine-induced  bile 
salt  deficiency  which  is  associated  with  minimal 
steatorrhea  if  the  ileum  is  intact.  In  spite  of  de- 
fective micelle  formation,  significant  fat  absorp- 
tion occurs  as  a result  of  the  reserve  capacity  of 
the  ileum  being  activated  to  compensate  for  faulty 
proximal  absorption. 

Bile  Acid  Metabolism^ 

In  man,  the  primary  bile  acids,  cholic  acid 
(trihydroxy)  and  chenodeoxycholic  acid  (dihy- 
droxy) are  synthesized  in  the  liver  from  choles- 
terol. These  primary  bile  acids  eventually  gain 
access  to  the  distal  small  intestine  where  anaerobic 
bacteria  are  encountered  that  produce  a dehy- 
droxylase. This  enzyme  acts  at  C7  and  converts 
cholic  and  chenodeoxycholic  acids  to  the  respec- 
tive secondary  bile  acids,  deoxycholic  (dihydroxy) 
and  lithocholic  (monohydroxy)  acids.  Lithocho- 
late  is  relatively  insoluble  at  intraluminal  pH 
ranges  and  precipitates  out  to  be  excreted  in  the 
feces.  Deoxycholate  is  reabsorbed  together  with 
the  remaining  cholate  and  chenodeoxycholate. 
The  recovered  primary  and  secondary  bile  acids, 
together  with  the  newly  synthesized  primary  bile 
acids,  are  all  conjugated  in  the  liver  with  either 
glycine  or  taurine  prior  to  secretion  into  the  bile. 
The  bile  acids  discharged  into  the  proximal  small 
intestine  must  be  conjugated  to  insure  normal 
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micelle  formation.  In  the  distal  small  intestine 
anaerobes  deconjugate,  as  well  as  dehydroxylate, 
a significant  proportion  of  the  bile  acids. 

In  contrast  to  fat  absorption,  relatively  little 
of  the  bile  acid  pool  is  absorbed  in  the  jejunum 
and  the  major  portion  of  the  pool  is  absorbed  in 
the  distal  small  intestine.  These  regional  quanti- 
tative differences  in  bile  acid  absorption  are  a re- 
sult of  regional  differences  in  transport  mechan- 
isms. .\long  the  length  of  the  small  intestine 
passive  transport  mechanisms  are  present.  In 
general,  the  bile  acids  with  the  greatest  number 
of  hydroxyl  groups,  i.e.,  trihydroxy,  and  those 
conjugated  with  the  largest  amino  acid,  i.e.,  tau- 
rine, are  passively  absorbed  at  the  slowest  rates. 
For  example,  taurocholic  acid,  a trihydroxy  tau- 
rine conjugate,  is  absorbed  at  a rate  much  less 
than  that  of  deoxycholic  acid,  a dihydroxy  free 
bile  acid.  Since  passive  nonionic  monomer  diffu- 
sion of  bile  acids  is  much  faster  than  passive  ionic 
monomer  diffusion,  quantitative  recovery  of  the 
unconjugated  bile  acids,  which  have  higher  pKa’s 
than  their  respective  conjugates,  is  further  en- 
hanced by  the  more  rapid  mechanism  of  passive 
nonionic  monomer  diffusion.  Normally  the  bile 
acids  present  in  the  jejunal  lumen  are  all  con- 
jugated and  a significant  proportion  is  made  up 
of  trihydroxy  bile  acid.  In  contrast,  the  bile  acid 
pool  in  the  ileum  has  been  qualitatively  changed 
by  anaerobes  to  yield  a greater  proportion  of  un- 
conjugated and  dihydroxy  bile  acids.  These  quali- 
tative differences  of  the  bile  acid  pool  within  the 
jejunum  and  ileum  result  in  a greater  recovery  of 
bile  acids  from  the  ileum  via  passive  transport 
mechanisms. 

The  ileum  is  the  major  site  of  the  reabsorp- 
tion of  bile  acids  primarily  because  of  the  presence 
of  active  transport  sites  exclusively  limited  to  the 
ileum.  Active  transport  of  bile  acids  is  quantita- 
tively the  most  significant  mechanism  of  bile  acid 
absorption.  It  is  of  teleological  importance  that 
those  bile  acids  which  are  absorbed  passively  in 
the  jejunum  at  the  lowest  diffusion  rates  are  the 
same  bile  acids  which  are  actively  absorbed  at  the 
greatest  maximal  velocities  in  the  ileum.  As  a 
result  of  these  regional  differences  in  bile  acid 
absorption,  high  concentrations  of  bile  acids  are 
achieved  in  the  proximal  small  intestinal  lumen 
where  they  are  required  for  micelle  formation  to 
take  place,  yet,  in  the  ileum  almost  complete 
recovery  of  the  bile  acid  pool  is  accomplished. 
Thus,  the  combined  effect  of  these  transport  pro- 
cesses is  to  very  effectively  maintain  the  entero- 


hepatic  circulation  of  bile  acids.  The  ileum  is  of 
primary  importance  in  the  quantitative  recovery 
of  the  bile  acid  pool. 

Following  absorption  of  the  bile  acids  they  are 
bound  to  albumin  and  carried  in  the  portal  stream 
to  the  liver.  In  the  liver  a negative  feedback 
mechanism  is  present  that  governs  bile  acid  syn- 
thesis. This  mechanism  is  controlled  by  the  quan- 
titative recovery  of  bile  acids  from  the  intestine. 
Normally  3 to  4 grams  of  bile  acids  comprise  the 
total  pool  size.  Following  secretion  into  the  bile, 
the  bile  acid  pool  is  stored  in  the  gallbladder 
until  discharge  into  the  proximal  small  intestine. 
The  pool  cycles  through  the  enterohepatic  circula- 
tion approximately  twice  per  meal  or  six  times 
daily.  In  the  course  of  a 24  hour  period,  approxi- 
mately 500  mg.  of  bile  acid  are  lost  in  the  feces 
and  in  the  steady  state  500  mg.  are  synthesized 
to  maintain  the  pool  size.  Impairment  of  ileal 
function  will  increase  the  fecal  losses  of  bile  acid 
and  result  in  increased  hepatic  synthesis. 

\^iTAMiN  Bi2  Absorption^ 

The  major  dietary  source  of  vitamin  B12  is 
animal  protein.  In  the  stomach  the  peptide  link- 
age to  the  vitamin  is  broken  and  intrinsic  fac- 
tor becomes  bound  to  the  Bj2  molecule  forming 
a large  molecular  complex.  Insignificant  amounts 
of  Bi2  are  absorbed  in  the  jejunum  as  the  B12 
-IF  complex  travels  through  the  intestinal  lumen. 
Active  transport  sites  for  vitamin  B12  absorption 
are  present  exclusively  in  the  ileum.  B12  is 
absorbed  in  the  ileum  and  in  the  process  of  ab- 
sorption intrinsic  factor  is  split  off.  Subsequently, 
the  absorbed  vitamin  is  bound  to  a protein  in  the 
portal  blood  and  is  delivered  into  the  general 
circulation  for  peripheral  utilization  and  storage. 
Normal  absorption  of  vitamin  B12  is  dependent  on 
an  intact  ileum.  If  a significant  portion  of  the 
terminal  ileum  is  compromised,  B12  deficiency  is 
inevitable. 

Pathophysiology 

Impairment  of  the  functional  integrity  of  the 
ileum  will  result  in  decreased  absorption  of  bile 
salts  from  the  small  intestinal  lumen  and  increased 
concentrations  of  bile  salts  in  the  colon. ^ The 
decreased  absorption  will  be  reflected  in  the  con- 
centration of  bile  salts  in  the  portal  blood  which 
will  in  turn  stimulate  bile  acid  synthesis  in  the 
liver.  If  the  capacity  of  the  liver  to  synthesize  bile 
acids  is  not  exceeded  by  fecal  losses,  the  bile  salt 
pool  will  be  maintained,  but  the  turnover  rate  of 
the  pool  will  be  markedly  increased  and  colonic 
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concentrations  elevated.  In  this  situation  steator- 
rhea will  be  absent  owing  to  the  normal  pool  size, 
but  diarrhea  is  common  as  a result  of  the  toxic 
effects  of  bile  salts  entering  the  colon.  Perfusion 
of  human  and  dog  colons  with  bile  salts  have  been 
shown  to  produce  inhibition  of  electrolyte  and 
water  absorption  from  the  bowel. ^ 

If  ileal  function  has  been  impaired  to  an  extent 
where  fecal  losses  of  bile  salt  exceed  the  maximal 
capacity  of  the  liver  to  replenish  the  losses,  the 
bile  salt  pool  will  diminish  until  a new  steady 
state  is  reached.®  If  the  bile  salt  pool  has  de- 
creased to  a size  insufficient  to  yield  jejunal  intra- 
luminal concentrations  above  the  critical  micellar 
concentration,  steatorrhea  \vill  develop.  The  ste- 
atorrhea is  quantitatively  greater  than  that  seen 
in  cases  with  pure  bile  salt  deficiency,  e.g.,  biliary 
cirrhosis,  as  a result  of  the  additional  loss  of  the 
reserv'e  capacity  of  the  ileum  to  absorb  fat. 

Mtamin  A,  D and  K are  dependent  on  micelle 
formation  for  absorption.  If  the  bile  salt  pool  is 
significantly  decreased,  malabsorption  of  these 
vitamins  develops.  Vitamin  B12  malabsorption 
will  develop  with  functional  loss  of  greater  than 
three  feet  of  terminal  ileum  as  a result  of  destruc- 
tion or  absence  of  the  active  transport  sites. 

Causes  of  Ileal  Dysfunction 

The  most  common  cause  of  ileal  dysfunction 
is  partial  or  total  ileectomy.  In  a large  county 
hospital,  gunshot  wounds  account  for  a significant 
proportion  of  the  ileectomies  performed.  Com- 
promised bowel  secondary  to  mechanical  obstruc- 
tion or  bowel  incarceration  is  a common  basis  for 
resection.  Pelvic  inflammatory  disease,  ileal 
tumors,  and  stricture,  fistula  or  abscess  formation 
frequently  secondary  to  regional  enteritis  are  also 
relatively  common  entities  requiring  ileectorny. 

Ileal  bypass  for  hypercholesterolemia,  or  as 
part  of  a jejunocolic  bypass  for  obesity,  will  pro- 
duce ileal  dysfunction.  Finally,  ileal  disease  per 
se,  as  seen  in  regional  enteritis  or  radiation  ileitis, 
will  produce  varying  degrees  of  ileal  dysfunction. 
.All  of  these  entities  have  in  common  a defect  in 
the  fimctional  integrity  of  the  ileum. 

Clinical  Manifestations 

The  predominant  symptomatology  of  ileal  dys- 
function is  diarrhea  and/or  steatorrhea,  depend- 
ing on  the  extent  of  ileum  compromised.  Weight 
loss  may  be  marked  and  deficiencies  of  the  fat 
soluble  vitamins  (A,  D & K),  calcium  and  vitamin 
Bi2  may  be  clinically  apptirent.  Although  the 
Schilling  test  may  be  abnormal,  macrocytic 


anemia  may  not  evolve  for  several  years,  depend- 
ing on  the  endogenous  stores  of  vitamin  B12. 
Quantitative  stool  fats  generally  exceed  25  Gm. 
per  24  hours  if  the  entire  ileum  is  compromised. 

Differential  Diagnosis 

A history  of  ileal  disease,  bjqiass,  or  resection 
in  conjunction  with  steatorrhea  and/or  diarrhea, 
and  an  abnormal  Schilling  test  (with  intrinsic 
factor)  is  strongly  suggestive  of  the  ileal  dysfunc- 
tion sjmdrome.  The  major  diagnostic  problem  is 
in  the  differentiation  between  the  ileal  dysfunction 
sjTidrome  and  the  intestinal  stasis  syndrome.  This 
latter  entity  also  presents  as  steatorrhea  with  an 
abnormal  Schilling  test.  In  this  sjmdrome  the 
steatorrhea  and  vitamin  B12  malabsorption  devel- 
op as  a result  of  intestinal  stasis  giving  rise  to  a 
luxuriant  overgrowth  of  bacteria  in  the  proximal 
small  bowel  lumen. Anaerobic  bacteria  decon- 
jugate the  bile  salts  reducing  the  concentration 
of  conjugated  bile  salts.  Alicelle  formation  is  im- 
paired and  steatorrhea  develops.  Bacteria  also 
bind  vitamin  B12  and  B12  - IF  competing  effec- 
tively with  the  ileum  for  uptake.  Finally,  the 
.xylose  tolerance  test  may  be  abnormal  as  a result 
of  bacterial  utilization  of  this  sugar.®  X-ray  e\fl- 
dence  of  a blind  loop,  jejunal  diverticulosis,  or  a 
stagnant  segment  of  bowel  bypassed  by  an  entero- 
enteric  fistula  makes  one  suspect  intestinal  stasis 
syndrome.  In  patients  with  chronic  partial  small 
bowel  obstruction  secondary  to  an  ileal  stricture 
or  adhesions  resulting  from  a previous  ileectomy, 
the  differential  diagnosis  may  be  difficult.  This 
diagnostic  dilemma  is  resolved  by  determining  the 
response  of  abnormalities  in  the  quantitative  stool 
fat.  Schilling  test,  and  xylose  tolerance  test  to 
broad  spectrum  antibiotic  therapy.  Tetracycline 
in  doses  of  500  mg.  q.i.d.  is  given  for  three  days 
and  will  normalize  the  quantitative  stool  fat. 
Schilling  test,  and  xylose  tolerance  test  (if  initial- 
ly abnormal)  in  the  intestinal  stasis  s5mdrome. 
Steatorrhea  and  B12  malabsorption  secondary  to 
ileal  dysfunction  will  not  improve  significantly 
with  antibiotic  therapy. 

Gallstones 

Biliary  cholesterol  is  kept  in  solution  by  bile 
salts  and  lecithin.  If  the  percentage  of  either  bile 
salts  or  lecithin  in  the  bile  is  significantly  reduced 
without  a corresponding  rise  in  the  other  respec- 
tive constituent,  cholesterol  crystals  will  precipi- 
tate out  in  the  bile  and  predispose  to  gallstone 
formation.®  Significant  interruption  of  the  entero-. 
hepatic  circulation  of  bile  salts  will  result  in  a 
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decrease  in  the  bile  salt  pool  and  may  alter  the 
biliciry  ratio  of  cholesterol  to  bile  salts.  The  inci- 
dence of  gallstones  in  patients  with  disorders  of 
the  terminal  ileum  is  greater  than  five  times  the 
expected  incidence  in  the  population  at  large.i® 

Therapy 

There  are  no  available  means  to  correct  the 
physiologic  defect  seen  in  the  ileal  dysfunction 
sjmdrome.  Therapy  is  entirely  supportive.  Pa- 
tients with  massive  steatorrhea  and  malnutrition 
generally  require  supplements  of  medium  chain 
triglyceride.il  Medium  chain  fatty  acids  are  rela- 
tively soluble  in  water  and  do  not  require  a micel- 
lar phase  for  absorption.  One  ounce  of  medium 
chain  triglyceride  given  q.i.d.  as  the  pure  oil  or 
incorporated  into  recipes  will  provide  an  addi- 
tional 1000  calories  daily.  Aqueous  forms  of  the 
fat  soluble  vitamins  A,  D and  K should  be  given 
and  in  many  of  these  patients  calcium  supple- 
ments are  also  necessary.  Serum  calciums  should 
be  followed  to  prevent  excessive  replacement  of 
calcium  and  vitamin  D.  If  diarrhea  is  a prominent 
symptom  and  fails  to  adequately  respond  to  di- 
phenoxylate (Lomotil),  a trial  of  cholestyramine 
is  warranted.  Cholestyramine  is  an  anionic  ex- 
change resin  that  avidly  binds  bile  salts  within  the 
intestinal  lumen.  In  patients  with  less  than  100 
cm.  of  ileum  resected  favorable  results  have  been 
achieved  presumably  as  a result  of  the  prevention 
of  the  inhibitory  effect  of  bile  salts  on  water  and 
electrolyte  absorption  in  the  colon.12 


If  significant  steatorrhea  coexists  with  the 
diarrhea,  it  is  frequently  necessary  to  put  the 
patient  on  a low  dietary  fat  diet  replacing  caloric 
needs  with  medium  chain  triglycerides.  This  die- 
tary modification  will  reduce  steatorrhea  and  in 
some  patients  will  facilitate  the  treatment  of  the 
diarrhea  with  cholestyramine.  Finally,  in  all  pa- 
tients with  an  abnormal  Schilling  test,  parenteral 
Bi2  replacements  will  be  required  for  life. 
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► Dr.  Schiff,  P.O.  Box  875,  Biscayne  Annex, 
Miami  33152. 


Reminder 

Send  in  your  favorite  photographs  or  color  slides  which  might  be  appropriate  for  the  cover  of 
the  Journal.  They  will  be  handled  with  care  and  returned  to  you. 
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LeHers 


Dear  Dr.  Collins: 

The  days  are  swiftly  flying  by  and  plans  are 
being  made  for  the  FMA  Convention  in  May 
1971. 

One  of  the  anticipated  events  of  our  meeting  is 
the  Benefit  Art  Show  sponsored  by  our  auxiliary. 
This  Fifth  Annual  Art  Show  will  again  feature 
works  by  physicians,  their  wives  and  children. 

The  Journal  will  again  present  the  Editor’s 
Award  and  the  winning  entry  will  be  featured  on 
the  cover  of  a future  issue  of  the  Journal. 

Last  yecU"  there  were  41  entries,  5 winners  and 
$410  was  contributed  to  AMA-ERF.  This  year 
the  St.  Augustine  Medical  Museum  will  be  the 
recipient  of  the  profits  derived  from  the  show. 

Artistic  endeavor  of  all  kinds  is  being  encour- 
aged. The  Art  Show  committee  and  judges  eager- 
ly await  all  entries.  It  is  a rare  treat  to  see  the 
many-faceted  artistic  talents  displayed  by  medical 
families  throughout  the  state. 

So,  get  out  the  easels,  acrylics,  instruments, 
clay  or  what  have  you.  This  is  your  show,  pre- 
sented by  your  members,  for  the  benefit  of  your 
medical  museum. 

With  great  anticipation  we  await  your  works 
of  art.  . 

Mrs.  Arnold  J.  Spanjers,  President 
Women’s  Auxiliary  to  FMA 


Dear  Clyde: 

Things  that  one  becomes  accustomed  to  are 
often  taken  for  granted,  especially  when  they  are 
good.  It  occurred  to  me  after  reading  the  January 
issue  of  the  Journal  that  this  has  been  the  case 
with  me  insofar  as  the  Journal  is  concerned. 

I think  that  you  as  editor  have  made  a ver\^ 
definite  mark  on  the  Journal  this  past  year  and 
it  has  been  a good  one.  I have  enjoyed  reading 
your  editorials  and  comments.  It  has  never  been 
easy  for  me  to  come  up,  on  demand,  with  a few 
well-chosen  words  of  wisdom;  therefore,  I have  an 
appreciation  for  one  who  can,  month  in  and  month 
out,  come  up  with  something  worth  reading. 

I just  wanted  to  tell  you  that  I think  you  are 
doing  a fine  job  for  us  and  I appreciate  your 
efforts. 

Bob 

(Robert  E.  Zellner,  M.D.) 

Orlando 


The  clouds  that  gather  round  the  setting  sun 
Do  take  a sober  coloring  from  an  eye 
That  hath  kept  watch  o’er  man’s  mortality; 
Another  race  hath  been,  and  other  palms  are  won. 

Thanks  to  the  human  heart  by  which  we  live. 
Thanks  to  its  tenderness,  its  joys,  and  fears. 

To  me  the  meanest  flower  that  blows  can  give 
Thoughts  that  do  often  lie  too  deep  for  tears. 

William  Wordsworth  (1770-1850) 
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Theres  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


Beef  Broth 
ConsommS 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 536,  Camden,  New  Jersey  08101. 


CALORIES  / 7 oz  Serving* 


I 
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When  the 
stage  is  set  for 
diarrhea... 

Diarrhea  . . . thwarted  once  again! 

Time  after  time  . . . just  when  plans  seem  sure 
to  be  shattered  . . . the  effective  and  prompt  action  of 
Lomotil  comes  to  the  rescue. 

Here  is  an  antidiarrheal  with  a performance  record 
that  few  can  challenge.  A versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper- 
motility, regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a major  role  in  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . . when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil" 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride.  . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Show 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu 
rates  and.  if  not  contraindicated,  in  pa 
tients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage:  this  is  not  ordinarily  a clinical  , 
problem.  Use  Lomotil  with  considerable 
caution  in  patients  receiving  addicting  ' 
drugs.  Recommended  dosages  should  nut 
be  exceeded,  and  medication  should  be  i 


mi  \ ’ 

t I kept  out  of  reach  of  children.  Signs  of 

n accidental  overdosage  may  include  severe 

^ respiratory  depression,  flushing,  lethargy 

It  or  coma,  hypotonic  reflexes,  nystagmus, 

pinpoint  pupils,  tachycardia:  continuous 
observation  is  necessary.  The  subthera- 
^ peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage, 
if  , 

fi  . Adverse  Reactions:  Side  effects 

I , reported  with  Lomotil  therapy  include  nau- 

f I sea. sedation, dizziness, vomiting, pruritus, 

I ' restlessness,  abdominal  discomfort, 

' headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depfression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo.  . . . V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  . . V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  ...  1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

♦Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  Initial  daily  dosage. 


SEARLE 


Reseorch  in  the  Service  of  Medicine 
G.  D.  Searle  & Co.,  Chicago,  Illinois  6O68OI 
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Smirin, 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 rng-  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLESOF  100  AND  1 000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


WHEN  TRAUMA 
RESULTS  IN  PAIN. 


This  photograph  in  no  way 
an  endorsement  of  Norgesic  by  Jerry  Qii 

Norgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasj  | 

Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  py 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  pati 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  wental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is 
ommended  that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazai 
the  mother  and  child.  ; 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established:  therefore,  the  physician  must  weigh 
benefits  against  the  potential  hazards  j 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  shouT  i 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  With  tachyca 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  Tl  ; 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraor  I 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequci  i 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  T^  | 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  II  j 
reported.  No  causal  relationship  has  been  established.  I 

Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily.  | j 

NORGESK 

(orphenadrine  citrate,  25  mg,,  aspirin,  225  mg.,  phenacetin,  160  mg,,  caffeine,  30^ 

the  versatile  analges 


Hiker  Laboratories,  Inc. 

N 0 R T H n I 0 G E . C AL  I F 0 n N I A 91324 


The  pain 
of  arthritis 


reiieved  with 

MEASURIN  q.8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


tor  Professional  Samples  write; 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


tBREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc.  ■ 


Me/kurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


SPECIFICALLY,  to  thin  and  liquefy 
tenacious  mucous  and  facilitate 
. tits  removal  because ... 

A -is  ■ 


“Of  the  agents  which  influence  respiratory  tract  fluid,  only  two  are  worth 
considering,  the  iodides  and  glyceryl  guaiacolate.” 

Drugs  of  choice  1962-1963,  Modell  p.  478 

G.G.l.  contains  BOTH  Glyceryl  Guaiacolate  and  Calcium  Iodide  and 
AVOIDS  the  usual  interfering  ingredients  present  in  many  expectorant 
preparations,  e.g.  antihistamines,  decongestants  and  antitussives. 

G.G.L  Expectorant  . . . when  dry  unproductive  cough  is  clinically  signiHcant 
especially  in  asthma,  emphysema  and  chronic  bronchitis. 


DOSAGE:  As  an  expectorant:  Adults:  One  or  two  teaspoonfuls 
every  two  to  four  hours.  Children  6 to  10:  Half  to  one  teaspoonful 
every  two  to  four  hours.  Children  under  6:  As  directed. 
INDICATIONS:  To  thin  and  increase  bronchial  secretions,  especially 
in  Asthma,  Chronic  Bronchitis  and  Emphysema. 

PRECAUTIONS:  Evaiuate  thyroid  function  and  watch  for  symptoms 
of  iodism  during  prolonged  therapy.  If  iodism  (skin  rash,  parotitis, 
ocular  irritation)  occurs  during  prolonged  therapy,  discontinue  use. 
CONTRAINDICATIONS:  Certain  cases  of  thyroid  disease  where 
iodine  is  contraindicated,  known  iodide  sensitivity,  pregnancy  (where 
fetal  thyroid  depression  may  occur).  Revised  Jan.  1968 

SUPPLY:  On  prescription  only  — pints  and  gallons. 


FORMULA:  Each  5 cc  contains 


Glyceryl  Guaiacolate  100  mg 

Calcium  Iodide,  Anhydrous 150  mg 

Alcohol  5%,  in  a tasty  base. 


Federal 
Pharmaca! 
Corp.  ^ 

1260  N.E.  35  Street 

Ft.  Lauderdale.  Florida  33308 

Telephone  305  / 565-6070 
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Editorial 


F.  R.  M.  P. 


Beset  by  the  lack,  of  understanding  on  the  part 
of  the  private  practitioner,  false  accusations  from 
the  lay  press,  the  aggressiveness  of  our  medical 
schools  in  obtaining  their  share  of  available  fed- 
eral largess,  personality  conflicts  between  full  time 
and  volunteer  members,  and  a paucity  of  tangible 
results,  the  Florida  Regional  INIedical  Program  is 
entering  its  third  year. 

Following  the  appointment  by  President  John- 
son in  1965  of  a Commission  on  Heart  Disease, 
Cancer  and  Stroke,  legislation  was  drafted  drasti- 
cally different  from  the  recommendations  and  a 
sum  of  money  was  appropriated.  The  aims  of  the 
legislation  were  to  provide  a unique  system  of  care 
for  patients  with  heart  disease,  cancer  and  stroke 
and  related  disorders  by  the  support  of  education- 
al programs,  with  an  emphasis  on  narrowing  the 
time  lag  between  new  treatment  discoveries  and 
their  use  by  practicing  physicians  and  other  health 
care  professionals.  Grant  funds,  provided  for 
planning  and  operational  phases,  were  not  intend- 
ed to  be  a method  of  paying  for  indigent  medical 
care  nor  designed  specifically  to  build  hospitals, 
laboratories  or  medical  schools  but  to  preserve  the 
traditional  relationship  between  the  patient  and 
his  physician.  Extraordinarily  difficult  problems 
since  have  arisen  due  in  part  to  the  vagueness  of 
the  legislation  as  it  was  written  and  to  the  differ- 
ences of  opinion  in  the  people  interpreting  the  law 
as*  to  how  to  accomplish  its  objectives.  While  the 
worse  planning  is  that  born  of  desperation,  money 
having  been  accepted,  ideas  for  specific  medical 
care  must  be  produced;  but  before  being  carried 
away  with  commitments  on  planning,  we  should 
take  a hard  look  at  the  price  as  well  as  the  poten- 
tial advantages.  Because  of  the  short  time  that 


our  program  has  been  operational,  it  is  difficult  to 
objectively  evaluate  the  results  obtained  for  we 
cannot  assume  failure  or  success  simply  because 
some  of  our  ideas  have  been  approved  in  Washing- 
ton and  federal  funds  have  been  received.  Yet  be- 
cause of  the  size  of  the  sums  involved,  we  must 
weigh  the  amount  of  money  appropriated  against 
the  potential  advantages  to  patients  and  private 
practitioners. 

Xo  one  is  against  improving  health  services 
but  is  this  the  best  way  to  do  it?  The  history  of 
our  nation  is  filled  with  the  cadaverous  remains 
of  federal  bureaucracies  based  on  idealistic  meth- 
ods of  solving  urgent  social  problems  which  failed 
as  e.xpensive  boondoggles  because  in  practice  the 
coordinator,  the  solution  and  the  local  parts  of  the 
problem  did  not  fit  into  the  federally-proposed 
mold.  In  Florida,  should  any  physician  conceive 
of  an  idea  which  might  improve  patient  care  in 
one  of  the  RMP  categories,  a one  page  summary 
of  the  problem  and  the  plan  to  a district  represen- 
tative will  obtain  help  in  writing  up  this  request 
for  a grant.  The  application  then  goes  to  the  ap- 
propriate RMP  task  force,  made  up  of  volunteer 
physicians,  laymen,  members  of  the  teaching  pro- 
fession and  hospital  officials,  and  if  approved,  it 
then  is  presented  before  the  Advisory  Group.  Ap- 
proved there,  it  is  sent  to  Washington  where  it 
must  stand  a final  test  for  rejection  or  approval. 

Receiving  its  first  planning  grant  in  February 
1968,  the  total  budget  for  FRMP,  Inc.  from 
March  1,  1970  to  February  28,  1971,  including 
operation  grants,  is  $1,629,948.  A central  office 
under  Dr.  Granville  Larimore  as  director  of  a full 
time  staff  in  Tampa  gives  coordination,  continuity 
and  effectiveness  to  the  entire  organization.  A 
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board  of  directors,  responsible  for  the  overall  oper- 

Iation  of  the  program  is  composed  of  four  appoin- 
tees from  the  FMA,  one  from  each  of  the  three 
medical  schools,  the  Florida  Heart  Association, 

1 Florida  Hospital  Association,  Florida  chapter  of 
the  American  Cancer  Society,  the  Board  of  Re- 
gents, the  Florida  Medical  Foundation  and  the 

(public  at  large.  Wherein,  initially,  the  Regional 
Medical  Program  divided  Florida  into  three  areas, 
each  centered  about  a medical  school,  last  year  a 
sub-regionalization  pattern  was  proposed,  giving 
I greater  emphasis  to  community  involvement 
through  the  establishment  of  ten  district  offices. 
Located  to  coincide  with  centers  of  population  and 

I patient  flow,  each  is  manned  by  a physician  part 
time,  who  is  selected  by  the  doctors  in  the  area. 
The  functions  of  the  district  offices  are  to  bring 

I continuing  education  to  the  local  level,  provide  a 
framework  for  advisory  committees  to  reflect  com- 
munity needs  and  priorities,  to  assist  community 
hospitals  plan  for  continuing  education,  and  to  as- 

Isume  the  responsibility  of  developing  operational 
projects.  Changes  also  were  made  in  an  Advisory 
Group  (now  the  policy  making  body)  and  an  Ad- 


visory Council  (now  the  board  of  directors)  to  at- 
tain roles  the  original  directives  had  envisioned, 
hopefully  shedding  many  of  its  frustrations  rooted 
in  the  earlier  development  of  FRMP.  Three  task 
forces  initially  were  developed  representing  heart 
disease,  cancer  and  stroke  and  a fourth  and  fifth 
formed,  to  include  continuing  education  and  health 
education.  Diabetes  was  included  to  make  a sixth 
task  force.  Originally  the  task  forces  were  design- 
ed with  their  main  function  being  to  review  ap- 
plications for  project  grants  but  this  method  be- 
came cumbersome  and  unwieldy.  Plans  now  call 
for  reducing  membership  in  task  forces  to  work- 
able levels  supplemented  by  a body  of  consultants. 
A new  national  RMP  policy  change  is  that  state 
programs  can  authorize  available  funds  for  ap- 
proved projects. 

During  1970,  14  proposals  reached  the  stage  of 
formal  projects  and  of  these,  ten  were  approved 
by  the  task  forces  and  of  these  the  advisory  group 
approved  eight.  A hypertension  screening  program 
is  almost  completed  while  still  in  progress  are 
RMP  projects  for  computerization  of  EKGs  and 
coronary  care  units.  Beginning  last  November, 
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R]\IP  initiated  a survey  of  medical  technologists, 
a study  of  manpower  utilization  and  the  employ- 
ment of  various  types  of  health  workers.  This  in- 
cluded physician’s  assistants  and  their  potential 
for  use  by  the  physicians.  survey  to  determine 
the  extent  of  the  treatment  of  cancer  by  chemo- 
therapy was  conducted.  Surveying  the  use  of 
radiotherapy  by  Florida  physicians  last  year  pro- 
vided a statewide  profile  of  facilities  and  equip- 
ment available.  Continuing  education  in  coronary 
care  for  nurses  has  been  somewhat  disappointing 
in  that  applicants  have  not  developed  as  was  an- 
ticipated. Recruiting  difficulties  and  the  unwilling- 
ness of  hospital  administrators  to  allow  nurses  a 
leave  of  absence  for  four  w^eeks  of  training  has 
hurt  the  program.  RMP  funds  pay  approximately 
half  of  the  cost  of  the  program  while  the  other 
half  is  supplied  by  the  hospital  or  some  other  com- 
munity source.  Programs  for  physician  postgrad- 


uate education  compete  with  the  many  courses  al- 
ready in  existence  but  have  the  added  incentive 
of  being  able  to  pay  per  diem  costs  to  reimburse 
the  private  practitioner  for  time  lost  from  his 
office. 

Finally,  in  spite  of  confusion  over  goals  of  the 
program  itself,  in  spite  of  not  having  reached  the 
average  practitioner,  yet,  not  condoning  the  high 
administrative  costs  and  seeing  no  valid  arguments 
on  any  conflicts  of  interest,  at  a meeting  last 
month,  the  board  of  directors  of  FRMP  reaffirmed 
their  belief  in  the  program  and  their  confidence 
in  its  officers  by  re-electing  Drs.  Phil  Hampton 
and  Ashbel  Williams  as  chairman  and  vice  chair- 
man. Mr.  Harold  Parham  remained  an  officer  by 
moving  from  secretary  to  treasurer  and  Dr.  Jim 
Hirshfield  was  approved  to  take  the  position  of 
secretary. 

C.M.C. 


Should  We  Accept  Direct  Payment  By  A Third  Party? 


Frederick  C.  Andrews,  M.D. 


As  physicians,  our  concern  is  what  is  best  for 
our  patients,  our  families,  and  ourselves.  This 
concern  is  more  eminent  than  it  has  ever  been 
before  because  we  are  confronted,  not  with  the 
spectre  of  third  party  medicine,  but  the  real  thing. 
James  D.  Knebel,  Assistant  Executive  Vice  Presi- 
dent of  the  National  Association  of  Blue  Shield 
Plans,  speaking  before  the  Senate  Finance  Com- 
mittee hearings  September  23,  1970,  stated:  “If 
true  reform  is  to  come  in  the  delivery  of  health 
care,  it  can  best  be  achieved  by  allowing  individ- 
uals to  exercise  their  choice.”  This  statement  ap- 
plies not  only  to  the  patient,  but  to  the  physician. 
Quality  care  provided  by  the  physician  requires 
the  need  of  freedom  of  choice  as  to  how  he  will 
render  or  give  his  services,  and  how  he  will  be 
compensated  for  that  service.  To  envision  all 
physicians  in  our  society  as  salaried,  dependent 
on  the  third  party’s  benevolence,  is  horrendous; 
as  this  could  only  lead  to  mediocrity,  lack  of 
incentive,  and  eventually,  thin  the  ranks  of  the 

Editor’s  Note:  The  Board  of  Governors  in  its  meeting  on 

March  22,  1970  passed  the  following  motion:  “To  request  the 

Editor  to  obtain  an  article  on  the  pros  and  cons  of  assignment 
of  benefits  from  an  appropriate  physician  for  the  Journal,  and 
that  a general  practitioner  be  consulted  for  the  article.” 


physicians.  Each  physician  should  have  the  pre- 
rogative of  deciding  how  he  should  be  compen- 
sated for  his  services  and  by  whom  he  should  be 
compensated.  The  patient  has  no  confusion  as  to 
his  financial  responsibilities  when  he  is  respon- 
sible to  the  physician  for  his  services.  When  the 
responsibility  of  compensation  is  shifted  to  a third 
party,  whether  private  or  government,  there  arises 
the  need  of  the  third  party  for  stabilization  of  cost 
through  fee  control.  They  need  to  establish  meth- 
ods of  disbursement  of  funds,  and  standardization 
of  acceptable  procedures.  This  attitude  of  the 
third  party  leads  to  more  problems  for  the  phy- 
sician, due  to  direct  and  indirect  intervention,  in 
the  patient  care.  The  patient  has  little  idea  of 
what  his  responsibility  is  to  the  physician. 

This  paper  will  discuss  some  of  the  pros  and 
cons  in  accepting  assignments  from  the  third  par- 
ty. Do  good  physicians  make  contracts  with  a 
third  party  to  relieve  their  patients  of  the  financial 
responsibility  of  their  care  and  accept  the  wages 
or  fees  offered  by  the  third  party,  or  do  they  con- 
tract with  their  patients  individually  for  the  cost 
of  services  rendered?  Obviously,  I am  discussing 
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Medicare,  Medicaid,  and  Workmen’s  Compensa- 
tion and  the  acceptance  of  these  agencies  as  sole 
purchasers  of  medical  care  for  the  patient.  Our 
society  developed  out  of  a search  for  freedoms. 
Individual  freedoms  have  allowed  development  of 
those  thirteen  colonies  into  a wonderful  nation. 
The  most  wonderful  aspect  of  our  society  is  that 
with  initiative  and  motivation  one  may  improve 
his  environment.  However,  at  times,  due  to  the 
magnitude  of  the  problems  in  relationship  to  an 
individual’s  ability,  those  factors  of  motivation 
and  initiative  may  be  suppressed  or  even  nonexis- 
tent. When  suppression  of  initiative  and  motiva- 
tion occurs  to  the  individual,  he  is  less  able  to 
provide  for  himself  or  his  family.  Society,  at  this 
time,  has  a responsibility  to  assist  the  burdened 
individual  in  his  day  of  poor  social  health.  The 
social  assistance  to  the  individual  who  is  unable 
to  provide  for  himself  must  be  furnished  by  socie- 
ty in  such  a manner  as  to  stimulate  him  to  self 
production,  and  yet  see  that  the  individual  obtains 
the  necessities  of  life  within  his  capabilities  and 
needs.  Society  has  also  a responsibility  to  the 
agency  which  assists  the  individual  to  obtain  these 
needs  and  to  see  that  the  agency  has  the  powers 
to  encourage  these  individuals  to  become  properly 
motivated  and  utilize  their  abilities  to  obtain  their 
personal  needs.  Society  is  not  obligated  to  provide 
the  necessities,  but  rather  to  help  the  individual 
obtain  them.  The  medical  needs  of  our  indigent 
population  are  no  different  from  the  rest  of  the 
population.  Within  the  indigent  group  there  is  an 
increased  number  of  individuals  having  multiple 
problems,  low  motivation,  usually  loss  of  initia- 
tive, marked  dependency,  and  retarded  abilities. 
With  these  concepts  in  mind,  the  problem  of  ac- 
ceptance of  assignments  for  payment  of  physi- 
cians’ services  by  a third  party,  or  the  rejection 
of  assignments  for  payment  of  physicians’  services 
by  a third  party  may  be  considered. 

The  acceptance  of  assignments  has  admirable 
features.  In  accepting  -assignments,  the  physician 
agrees,  either  in  whole  or  in  part,  to  receive  his 
fee  directly  from  the  insuring  agent  with  certain 
stipulations  as  to  amount  of  fee  to  be  charged. 
Nowhere  under  our  present  system  does  he  nego- 
tiate these  fees  with  the  paying  agent.  The  funds 
paid  for  his  services  are  usually  established,  either 
arbitrarily,  or  based  upon  actual  computerized  in- 
formation establishing  norms  for  the  individual 
geographic  areas  of  comparison  of  fees  for  various 
procedures.  This  is  very  good  for  the  payer,  but 
fails  to  consider  the  costs  of  the  provider.  Under 
the  Medicare  program,  the  physicians’  usual  and 
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customary  fee  is  paid,  provided  it  falls  below, 
or  at  the  level  of  acceptable  fees  or  reasonable 
fees  established  by  the  insuring  agent,  which  at 
the  present  time  is  50%  for  Medicare.  These 
schedules  have  a habit  of  being  fixed,  not  allow- 
ing for  the  variables  in  medical  costs  and  treating 
medicine  as  a commodity.  IMedicine  is  still  an  art 
which  is  dependent  upon  the  physician’s  judg- 
ment, knowledge  of  facts  regarding  the  needs  of 
the  patient,  and  the  prospective  therapy.  How' 
can  anyone  establish  levels  of  compensation  for 
an  individual  variable  such  as  medicine  on  large 
geographical  areas  without  consideration  of  indi- 
vidual variables?  When  one  accepts  assignments, 
there  are  many  advantages:  (1)  Assurance  of  pay- 
ment as  determined  by  the  insuring  agent.  (2) 
There  are  no  problems  of  the  patient  having  to 
worry  about  the  payment,  other  than  that  portion 
of  the  fee  above  the  allowed  charge  or  uncovered 
charges  for  services  rendered.  (3)  Systemization, 
or  the  establishment  of  an  orderly  manner  of 
billing  and  collecting  fees.  It  is  easier  to  file  with 
one  agency,  in  a regular  manner,  and  to  be  paid 
by  a single  agency,  than  bill  several  hundred 
monthly  and  collect  individually.  (4)  This  man- 
ner of  payment  is  an  acceptable  procedure  for  the 
patient.  These  are  the  factors  one  must  consider 
when  accepting  assignment  of  payment  for  his 
service,  or  in  weighing  the  possibility  of  accepting 
assignments. 

When  the  physician  does  not  accept  assign- 
ment, the  following  must  be  considered:  (1)  The 
patient  is  responsible  for  his  entire  bill.  The 
physician  may  assist  the  patient  in  collecting  from 
a third  party,  but  the  patient  pays  the  physician 
for  the  services  which  he  receives.  The  patient,  as 
an  individual,  is  responsible  for  his  bill.  (2)  The 
patient  is  aware  of  the  cost  of  service  that  he 
receives.  (3)  The  patient  is  directly  concerned 
with  the  cost.  (4)  The  patient  has  the  ability  of 
maintaining  a better  relationship  of  cost  and  pay- 
ment than  w'hen  the  physician  accepts  assignment. 
(5)  The  patient-physician  relationship  remains 
intact.  (6)  The  physician  remains  responsible  to 
the  patient  and  does  not  look  to  the  third  party 
for  payment  or  compensation,  avoiding  adjusting 
the  quality  of  care  for  economy  of  care.  (7)  The 
physician  is  not  caught  in  the  middle  as  a provider 
as  he  would  be  if  he  were  accepting  assignments. 
(8)  The  fees  charged  are  geared  to  the  patient’s 
ability  to  pay.  This  prevents  the  arbitrary  reduc- 
tion of  fees  across  the  board  as  has  been  done 
recently  under  Medicare.  The  third  party  ar- 
rangement is  not  a contract.  It  is  a one-sided, 
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arbitrary  assignment.  When  the  physician  does 
not  accept  assignment,  he  is  able  to  adjust  to  the 
ever  increasing  cost  of  medical  care  and  is  not 
caught  between  the  cost  of  delivery  of  care  and 
the  arbitrary  compensation  to  be  paid  by  the  in- 
suring agent.  The  cost  of  medical  care  at  present 
is  growing  at  a much  greater  rate  than  other  ser- 
vices in  our  society.  This  rise  in  cost  is  due  in  part 
to  previous  suppression  of  salaries  of  allied  per- 
sonnel. (9)  The  patient  benefits  through  his 
ability  to  see  the  true  cost  of  medicine,  which 
helps  to  perpetuate  the  individual  freedom  and 
enterprise.  (10)  Patients  maintain  their  self 
respect  and  initiative.  Medicine  is  still  not  a 
commodity  as  some  would  have  us  believe.  Only 
the  physician  himself  knows  the  scope  of  the  office 
he  wishes  to  maintain.  He  alone  knows  what  he 
expects  to  receive  for  his  services.  He  alone  knows 
the  time  that  he  wishes  to  render  to  his  practice. 
.\ny  other  action  or  determination  of  these  facts 
of  quality  care  will  negate  from  the  quality  of 
care  he  can  render.  Arbitrary  acts,  which  detract 
from  the  physician’s  individuality,  will  eventually 


turn  young  people  aw'ay  from  medicine  and  from 
becoming  physicians.  It  is  essential  that  the 
physician  maintain  his  independence  and  his  free- 
dom of  action,  in  order  that  he  may  render  his 
patients  the  best  quality  health  care. 

This  article  may  seem  a bit  slanted  toward 
nonacceptance  of  assigrunent,  but  this  is  best  for 
medicine.  Physicians  have  the  responsibility  of 
seeing  that  their  patients  have  the  privilege  of 
freedom  of  choice,  not  only  of  their  physicians, 
but  the  scope  of  care  they  will  receive.  With  the 
freedom  of  choice  comes  the  responsibility  of 
physician  and  patient  to  individually  contract 
for  their  service.  The  physician  should  assist  the 
patient  in  collecting  from  the  third  party;  how- 
ever, when  a physician  takes  a direct  payment 
from  the  third  party,  he  looks  to  that  party  for 
levels  of  care  he  will  provide  and  he  may  find 
that  there  will  be  some  degeneration  of  the  quality 
of  medical  care  he  would  otherwise  render. 

►Dr.  Andrews,  Clinic  Building,  Mount  Dora 
327S7. 


Ritual  Execution 


Despite  abolition  of  the  death  penalty,  several 
innocent  persons  are  executed  in  Hawaii  each  year. 
The  site  of  these  executions  is  rather  rigidly  delin- 
eated, being  immediately  adjacent  to  a body  of 
water  such  as  a beach,  stream,  or  swimming  pool. 
The  victim  dives  into  the  water,  hits  his  head 
against  the  bottom,  sustains  a cervical  fracture, 
and  floats  unconscious  to  the  surface.  Well-mean- 
ing onlookers  rush  to  the  rescue,  quickly  dragging 
and  carrying  him  from  a watery  grave.  Unfortu- 
nately, they  almost  invariably  forget  to  support 
his  head,  which,  acutely  hyperextended  and  rolling 
from  side  to  side,  effectively  transects  the  spinal 
cord^ 

Paradoxically,  the  unfortunate  victim  is  safest 


while  floating  in  the  water,  which  acts  as  a total 
body  splint  and  effectively  prevents  excessive 
movements  of  the  head  on  the  trunk.  Ideally, 
after  insuring  an  adequate  airway,  he  should  be 
left  in  the  water  imtil  a rigid  body  support  (a 
surfboard  is  ideal)  can  be  obtained  and  slid  under 
the  body.  He  can  then  be  lifted  in  toto  from  the 
water  and  transported,  still  lying  on  the  board,  to 
the  hospital. 

We  teach  rescue  workers  on  land,  to  “splint 
them  where  they  lie.”  Let’s  spread  the  word  that 
for  water  injuries  it’s  “support  them  where  they 
float ! ” 


From  the  Sept  1970  issue  of  the  Maryland  State  Medical 
Journal. 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


I 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Tract  . 
Record. 


f 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

\ record  of  years  of  dependable  broad-spectrum  activity. 

\ record  of  high  urine  and  serum  antibiotic  levels 
all  with  a bOOmg.  potency,  bi.d. 
prescription  cost. 


sconvenience  and  low 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxlcity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood]. 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  mon4hly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
1 allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./ day  in  2 or 
' 4 equally  divided  doses.  Continue 

I therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
I or  two  hours  after  meals, 
i Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


A COMPLETE  BUSINESS  SERVICE 
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ORGANIZATION 


Committee  on  Rural  Health 

Arthur  M.  Riley,  D.D.S.,  was  elected  Chair- 
man of  the  Florida  Committee  on  Rural  Health 
during  a meeting  held  in  Ft.  Myers  on  Decem- 
ber 10. 

Dr.  Riley,  an  appointee  of  the  Florida  Dental 
.Association,  succeeds  Joe  N.  Busby,  Ph.D.,  repre- 
sentative of  the  Florida  Cooperative  Extension 
Service.  Lawrence  D.  Hughes,  M.D.,  representa- 
tive of  FM.A  on  the  committee,  was  named  A’ice 
Chairman. 

The  committee  heard  a presentation  by  a rep- 
resentative of  the  Southwest  Florida  Self-Help 
Housing,  Inc.,  Mr.  Nick  C.  Arlington,  describe 
how  the  corporation  is  an  administrative  program 
to  provide  inexpensive,  adequate  housing  for 
migrant  farm  workers. 

According  to  Mr.  .Arlington  the  experimental 
program  is  being  carried  out  in  Lee  and  Collier 
counties  in  Florida  and  in  San  Joaquin  A' alley  in 
California.  It  was  brought  out  that  a house  ap- 
praised at  $14,000  to  $15,000  can  be  built  for 
approximately  $9,000.  The  corporation  is  trying 
to  encourage  the  Farmers  Home  .Administration 
to  make  loans  to  migrants  for  such  homes. 

.At  the  end  of  the  meeting  members  of  the 
committee  were  taken  on  a tour  of  the  Self-Help 
housing  areas  in  Lee  County. 

Subcommittee  on  Venomous  Snake  Bite 

The  Subcommittee  on  A’enomous  Snake  Bite 
met  in  Orlando  on  December  6 with  the  Chair- 
man, Dr.  Carl  E.  .Andrews  of  West  Palm  Beach, 
presiding. 

The  purpose  of  the  meeting  was  to  design  a 
research  grant  application  and  protocol  for  a study 
of  human  clinical  pathology  induced  by  venomous 
snake  bite. 

The  committee  planned  to  apply  to  the  Flor- 
ida Medical  Foundation  for  a grant  at  the  Foun- 
dation’s January  meeting. 

‘ The  committee  discussed  the  blood  require- 
ments for  the  study.  It  was  decided  that  blood 
samples  should  be  drawn  prior  to  the  administra- 
tion of  antivenin,  24  hours  following  therapy  and 
just  prior  to  the  patient’s  discharge  from  the  hos- 
pital. 

The  study  would  involve  up  to  25  patients. 


Council  on  Health  of  the  Aging 

James  E.  Fulghum,  M.D.,  of  Jacksonville  has 
been  elected  chairman  of  the  Florida  Joint  Council 
on  Health  of  the  .Aging  for  1971. 

The  election  of  Dr.  Fulghum  to  succeed  Mr. 
Franklin  S.  Cuyler  of  Lake  Wales  came  at  a meet- 
ing of  the  Council  in  Jacksonville  on  December  1. 
Dr.  Fulghum  is  Chief  of  the  Bureau  of  .Adult 
Health  and  Chronic  Diseases  of  the  Florida  Di- 
vision of  Health. 

Several  reports  were  presented  to  the  Council 
including  one  on  Medicare  by  Mr.  Marcelle  Pur- 
cell of  the  Bureau  of  Health  Insurance,  Social 
Security  Regional  Office  in  .Atlanta.  Mr.  Purcell 
said  that  during  1969  Medicare  claims  totaling 
$289,000,000  were  paid  out  in  the  State  of  Florida 
and  that  880,000  residents  of  the  state  were 
covered  in  parts  .A  and  B of  the  program. 

Air.  Walter  Klein  of  the  Florida  Division  of 
Family  Services  described  the  status  of  Florida’s 
Medicaid  program.  He  estimated  that  at  least 
$8,000,000  in  additional  state  funds  will  be  needed 
to  maintain  the  program  on  its  present  level  in 
order  to  cope  with  a $20,000,000  deficit  during 
the  current  fiscal  year. 

The  Council  was  organized  about  10  years  ago 
with  FAI.A  playing  a leading  role. 


When  things  go  wrong,  as  they  sometimes  will. 
When  the  road  you’re  trudging  seems  all  up  hill. 
When  the  funds  are  low  and  the  debts  are  high 
.And  you  want  to  smile,  but  you  have  to  sigh. 
When  care  is  pressing  you  down  a bit. 

Rest  if  you  must,  but  don’t  you  quit. 

.Anonymous 
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Tepanil’Ten-ta^ 

I ■ (continuous  release  form) 

Kdiethyipropion  hydrochloride,  N.R) 


works  on -the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potlents  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  omphetomines,  use  with  greot  caution  in 
potlents  with  severe  hypertension. or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  chorocterisfic  of  sympathomimetic  agents,  it  moy 
occosionotly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiely. 


and  fitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptic* 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympothomimetic  cordio*  : 
voscu/or  effects  reported  include  ones  such  os  tochycordio,  precordiol  pain  • 
arrhythmia,  polpitotion,  ond  increosed  blood  pressure.  One  published  repor  i [ . 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  o j j 
diethylpropion  hydrochloride;  this  was  on  isoloted  experience,  which  hos  not  beer  : | 
reported  by  others.  Aflergic  phenomena  reported  include  such  conditions  os  rash  * , 
urtlcorio,  ecchymosis,  and  erythema,  Gosfrointestino/  effects  such  os  diorrheo  | I 
constipation,  nouseo,  vomiting,  ond  obdominal  discomfort  have  been  reported  t * 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrovs 
depression,  agranulocytosis,  ond  leukopenic.  A vorlety  of  miscellaneous  adverse 
reoctions  have  been  reported  by  physicians.  These  include  comploints  such  os  dr> 
mouth,  headoche,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreosec  | 
libido,  dysurio,  and  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  tablets:  One  75  mg.  toble  ' 
doily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  * 
times  daily,  one  hour  before  meals.  If  desired,  on  odditionol  tablet  may  be  given  ir 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  years  of  age  is  no  • ; 
recommended.  t-ios  / 2/71  / u.s.  patent  no.  s. 001. 91c 


THE  NATIONAL  DRUG  COMPAN\ 

DIVISION  OF  RICHARDSON  MERRELL  INC  ■ 

PHILADELPHIA,  PENNSYLVANIA  1914^  | 


! 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients -up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfole  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed toblet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cromps,  including  those  ossocioted  with  or- 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
stotic  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bonces  occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
ond  one  tablet  upon  retiring.  Supplied:  Bottles  of  1(X1  ond  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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in  cardiac  edema 


gets  the  water  out 


^)2kres  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications;  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  ot  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiacHrregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one.  recommended  dosage  was  ex- 
ceeded: in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

PreCAUtions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  ReACtions:  Muscle  cramps,  weak- 
ness. dizziness,  headache,  dry  mouth:  anaphylaxis: 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  lOO  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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Advertising 

Advertising  in  your  medical  Journal  in- 
forms, educates,  adds  color,  variety  and, — it 
helps  pay  the  bills!  These  are  some  of  the 
many  things  that  advertising  does  for  you.  The 
information  these  ads  give  you  each  month  are 
primary  sources  of  current  data  on  pharmaceu- 
tical products,  medical  supplies  and  a variety 
of  goods  and  services  to  the  practice  of  medi- 
cine in  our  state. 

We  realize  the  importance  of  providing  ac- 
curate and  reliable  information  for  you  so  all 
advertising,  as  well  as  scientific  material,  is 
carefully  screened  before  it  is  accepted  for  pub- 
lication in  your  Journal. 

Publishing  a first  rate  medical  journal  is 
very  expensive  and  much  of  this  cost  is  paid 
for  through  our  advertisers  so  when  a represen- 
tative of  one  of  these  companies  calls  on  you, 
let  him  know  we  appreciate  the  support  of  his 
company. 


A AIA  ...at  your  senace 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 

AMA  Adds  New  Exhibit 
on  Drug  Abuse  Control 

timely  new  e.xhibit,  “Drugs — Are  You 
Facing  the  Decision?,”  is  now  available  for 
public  showings  by  medical  societies  and  other 
organizations  involved  in  drug  abuse  control 
programs. 

Its  message  is  addressed  to  young  people 
and  their  parents.  The  display  features  concise 
copy  on  marihuana,  stimulants  and  depressants, 
youth-oriented  illustrations,  a revolving  “fact” 
drum  and  a taped  message  on  two  earphones 
for  “viewer  involvement.” 

The  exhibit  is  10  ft.  in  length,  self-contained 
and  illuminated;  it  weighs  400  lbs.  It  may  be 
borrowed  from  the  A!M.\  Exhibit  Section  with- 
out charge,  except  for  round-trip  transportation 
costs.  The  Section  asks  that  reservations  be 
placed  at  least  three  months  in  advance. 


Announcing  the  Thirty-Fourth  Annual  Meeting  of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 

Conference  Headquarters  — 

- The  Roosevelt  Hotel 

March  8,  9,  10, 

11,  1971 

GUEST  SPEAKERS 

Chas.  Ronald  Stephen,  M.D.,  Dallas.  Tex. 

Henry  F.  Allen,  M.D.,  Boston,  Mass. 

Anesthesiology 

Ophthalmology 

Alejandro  F.  Castro,  M.D.,  Washington,  D.  C. 

Phillip  L.  Day,  M.D.,  San  Antonio,  Tex. 

Colon  and  Rectal  Surgery 

Orthopedic  Surgery 

Alexander  A.  Fisher,  M.D.,  Woodside,  L.I.,  N.Y. 

Ediey  H.  Jones,  M.D.,  Vicksburg,  Miss. 

Dermatology 

Otolaryngology 

Thomas  P.  Almy,  M.D.,  Hanover,  N.  H. 

John  A.  Shively,  M.D.,  Columbia,  Mo. 

Gastroenterology 

Pathology 

Jack  H.  Hall,  M.D.,  Indianapolis,  Ind. 

Max  D.  Cooper,  M.D.,  Birmingham,  Ala. 

General  Practice 

Pediatrics 

Denis  Cavanagh,  M.D.,  St.  Louis,  Mo. 

William  B.  Seaman,  M.D.,  New  York,  N.  Y. 

Gynecology 

Radiology 

John  T.  Galambos,  M.D.,  Atlanta,  Ga. 

Robert  S.  Litwak,  M.D.,  New  York,  N.  Y. 

Internal  Medicine 

Surgery 

Roger  F.  Palmer,  M.D.,  Miami,  Fla. 

Edward  R.  Woodward,  M.D.,  Gainesville,  Fla. 

Internal  Medicine 

Surgery 

Nathan  S.  Schlezinger,  M.D.,  Philadelphia,  Pa. 

James  F.  Glenn,  M.D.,  Durham.  N.  C. 

Neurology 

Urology 

Ernest  W.  Page,  M.D.,  San  Francisco,  Calif. 

Obstetrics 

Lectures,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  ex- 

hibits,  and  entertainment  for  visiting  wives. 

This  program  is  acceptable  for  twenty-two  (22)  prescribed  hours  and  eight  (8)  elective  hours  by  the 

American  Academy  of  General  Practice. 

(All-inclusive  registration  fee  — $35.00) 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical 

Assembly,  Room  1538,  1430  Tulane  Avenue,  New 

Orleans,  Louisiana  70112. 
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Create  a 
time 


What  to  do 
, until  . 
Isuppositones 
> work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.^-^  Some- 
times two/  Sometimes  more/  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,^  and 
not  infrequently  produce  smarting,  burning  and  tenesmus/ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  w-rthin  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO  INC 
Lynchburg,  Va.  24505 


I pliarroceulicals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  In  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill;  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A.  and  Weiss,  J,:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J,  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964 


(fluorouracil) 

cream/solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complete 
Residual  mild  erythema  remains  in  som 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residua 
lesions  or  recurrences. 


t 


I 

I 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


\n  alternative 
lO  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
pical  alternative  to  cryosurgery,  electrodesiccation 
id  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
iratoses.  It  is  effective,  comparatively  inexpensive  and 
pecially  well  suited  for  treatment  of  these  multiple 
sions.  Important,  too,  is  the  highly  desirable  cosmetic 
Jlsult.  Clinical  experience  demonstrates  that  treatment 
{j  ith  Efudex  results  in  an  extremely  low  incidence  of 
[tarring.* 

Highly  effective 

IE  In  clinical  trials,  depending  on  the  dosage  form 
ad  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
ite  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
mt  up  to  a year  after  completion  of  therapy.  When 
ew  lesions  appeared,  repeated  courses  of  Efudex 
lerapy  proved  effective.* 

Predictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
if  Efudex  therapy.  The  response  is  usually  characteris- 
I ic  and  predictable.  After  three  or  four  days  of  treat- 
ilnent,  erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
iCaling  and  occasionally  moderate  tenderness  or  pain. 

The  height  of  the  inflammatory  reaction  generally  occurs 
wo  weeks  after  the  start  of  therapy,  and  then  begins 
o subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
pne.  A mild  erythema  may  remain  for  two  or  three 
nonths  before  gradually  receding.  Since  this  response 
s so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
jdosage  forms 

^ Efudex  is  available  as  a 2%  or  5%  solution  or 

las  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations : First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efudec 

(fluorouracil) 

cream/solution 
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General  News 


Escambia  County  Medical  Society  Honored 

A component  of  the  Florida  IVIedical  Association  has  been  honored  by  the  American  IMedical 
Association  for  increasing  the  number  of  its  members  qualifying  for  the  AIMA  Physicians’  Recognition 
Award. 

Philip  Phillips,  M.D.,  of  Pensacola  received  a letter  of  commendation  for  the  Escambia  County 
Medical  Society  during  the  opening  session  of  the  House  of  Delegates  at  the  AiMA  Clinical  Conven- 
tion on  Sunday,  November  29. 

The  letter  was  presented  to  Escambia  County  over  the  signature  of  Donald  W.  Petit,  M.D., 
Chairman  of  the  Committee  on  Continuing  Medical  Education  of  the  AMA  Board  of  Trustees. 

“The  initiative  and  innovation  of  these  efforts  by  the  Escambia  County  Medical  Society  axe 
unique  and  have  contributed  substantially  to  increasing  the  level  of  continuing  medical  education 
among  Society  members,”  Doctor  Petit  wrote.  He  cited  Escambia  County’s  efforts  as  “an  outstand- 
ing example  of  how  practicing  physicians,  through  their  local  medical  society,  can  improve  the  qual- 
ity of  patient  care  through  education.” 

Several  FMA  officers  were  present  when  the  commendation  was  presented  to  the  Escambia  Coun- 
ty Society. 

The  AM.A  developed  the  Physicians’  Recognition  Award  a fews  years  ago  in  order  to  encourage 
practicing  physicians  to  participate  in  postgraduate  education. 


Philip  Phillips,  M.D.,  of  Pensacola  (center),  President  of  the  Escambia  County  Medical  Society  receives  for 
the  society  a citation  from  the  American  Medical  Association  during  the  AMA  Clinical  Convention  in  Boston  on 
November  29.  The  Escambia  County  Society  was  cited  for  its  efforts  in  the  area  of  Continuing  Medical  Education. 
At  left  is  Edward  R.  Annis,  M.D.,  of  Miami,  a Past-President  of  the  AMA.  At  right  is  James  Z.  Appel,  M.D.,  of 
Lancaster,  Pennsylvania,  also  an  AMA  Past  President. 
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{ Dr.  Coleman  Retires  from  AMP  AC  Board 

■ Frank  C.  Coleman,  M.D.,  of  Tampa  retired  from  the  Board  of  Directors  of  the  American  Medical 
Political  Action  Committee  on  December  31  after  10  years  of  service.  The  Tampa  pathologist  had 
served  for  a time  as  Chairman  of  the  AMPAC  Board. 

Dr.  Coleman  is  a member  of  the  Florida  Medical  Association  and  the  American  Medical  Associa- 
tion. He  has  been  a member  of  the  AMA  Council  on  Legislative  Activities;  and  in  1960-1961  he  was 
I president  of  the  College  of  American  Pathologists. 


! Recruitment  Program 

A task  force  of  Jacksonville’s  Mayor  for  physician  recruitment  shortly  hopes  to  attract  approxi- 
mately 150  new  physicians  for  practice  in  the  Jacksonville-Duval  County  area. 

I Prime  target  for  the  recruitment  effort  was  a group  of  1,400  or  more  physicians  who  were 

scheduled  to  take  the  Florida  licensing  examination  in  Jacksonville,  January  17-19. 

James  W.  Walker,  M.D.,  Immediate  Past  President  of  the  Duval  County  Medical  Society,  is 
I the  project  director.  Dr.  Walker  noted  that  Duval  County  has  a shortage  in  some  fields  of  practice. 

The  recruitment  program  includes  a reception  and  informal  talks  on  January  17  and  a tour 

I of  the  city  arranged  for  the  physicians’  wives  by  the  Woman’s  Auxiliary  to  the  Duval  County 

Medical  Society. 


Fellowshio  Reauirements  Liberalized 


The  American  College  of  Preventive  Medicine  has  liberalized  its  Fellowship  requirements. 

Until  recently  the  Fellowship  was  limited  to  physicians  certified  by  the  American  Board  of  Pre- 
ventive Medicine.  Under  the  new  policy,  physicians  engaged  full  time  in  practice,  teaching  or  re- 
search in  the  field  of  preventive  medicine  who  are  certified  in  other  specialties  may  be  admitted  to 
the  college. 

The  college  adopted  the  change  in  fellowship  requirements  during  its  annual  meeting  in  Houston 
on  October  29. 


AMA  Appointments  and  Reappointments 

Several  Florida  physicians  have  been  appointed  or  reappointed  to  the  various  councils  or  com- 
mittees of  the  American  Medical  Association.  Florida  physicians  on  the  appointment  list  include 
the  following:  Donn^LeRoy  Smith,  M.D.,  of  Tampa,  reappointed  to  the  Council  on  Drugs;  Gran- 
ville W.  Larimore,  M.D.,  of  Tampa,  reappointed  to  the  Council  on  Environmental  and  Public 
Health;  Francis  C.  Coleman,  M.D.,  of  Tampa,  reappointed  to  the  Council  on  Health  Manpower; 
H.  Phillip  Hampton,  M.D.,  of  Tampa,  reappointed  to  Council  on  Legislation;  Mason  Romaine, 
HI,  M.D.,  of  Jacksonville,  reappointed  to  Council  on  V^oluntary  Health  Agencies;  Robert  Wil- 
liams, M.D.,  of  Gainesville,  whose  appointment  to  the  Committee  on  Continuing  Professional 
Education  Programs  of  Voluntary  Health  Agencies  was  reconfirmed.  Dr.  Williams  represents  the 
National  Association  for  Mental  Health,  Inc.,  on  the  Committee;  Wilson  T.  Sowder,  M.D.,  of 
Jacksonville,  reappointed  alternate  delegate  of  the  American  Public  Health  Association  to  the 
Commission  on  Emergency  Medical  Services;  Eugene  L.  Nagel,  M.D.,  of  Miami,  appointed  as  dele- 
gate of  the  American  Society  of  Anesthesiologists  to  the  Commission  on  Emergency  Medical  Ser- 
vices; Roy  M.  Baker,  M.D.,  of  Jacksonville,  reappointed  to  the  Committee  on  Community  Emer- 
gency Services;  James  A.  Long,  Jr.,  M.D.,  of  Palatka,  reappointed  to  the  Committee  on  Medicine 
and  Religion,  and  James  W.  Walker,  M.t).,  of  Jacksonville,  reappointed  to  the  Committee  on 
Nursing. 


J.  FLORIDA  M.A. /FEBRUARY  1971 


57 


Beals  Award 


The  Duval  County  Medical  Society  has  presented  its  annual  Beals  Award  for  outstanding  medi- 
cal research  to  Dr.  Guillermo  M.  Pujadas,  an  orthopedic  surgeon  in  Jacksonville. 

Dr.  Pujadas  was  cited  for  his  scientific  exhibit  on  the  causes  and  modified  treatment  for  chronic 
bursitis.  The  exhibit  was  shown  earlier  this  year  at  meetings  of  American  Academy  of  Orthopedic  Sur- 
geons in  Chicago  and  the  National  Congress  of  Orthopedics  and  Traumatology  in  Mexico  City. 

The  annual  presentation  is  normally  made  for  an  outstanding  scientific  paper,  but  the  exhibit  was 
selected  this  year  because  of  its  significance  according  to  Dr.  Max  Michael,  who  presented  the  award 
to  Dr.  Pujadas. 


Members  of  the  Legislature 

Four  members  of  the  FMA  will  have  seats  in  the  legislature  which  convenes  next  year.  There 
are  three  physician  members  of  the  House,  and  one  of  the  Senate. 

Dr.  David  Lane,  member  of  the  Senate,  a Fort  Lauderdale  neurosurgeon,  will  serve  as  minority 
whip  for  the  session.  Drs.  Richard  E.  Hodes,  a Tampa  anesthesiologist,  and  Walter  W.  Sackett,  a 
general  practitioner  from  Miami,  were  re-elected  to  two  years  terms.  Dr.  F.  Eugene  Tubbs,  an 
internist  from  Cocoa  Beach,  was  elected  to  the  House. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


HOSPITAL 


Hill  Crest  Foundation,  Inc. 


A patient  centered  not 
for  profit  hospital  for 
intensive  treatment  of 
nervous  disorders  . . . 


iients  are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


CLINICAL  DIRECTOR: 

Hardin  M.  R.lchey,  M.D.,  F.A.P.A. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 


Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . 


. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 


Both  male  and  female  pa- 


Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  ond 
is  also  opproved  for  Medicare  patients. 


c»est 


HOSPITAL 


BIRMINGHAM,  ALABAMA 


58 


VOLUME  58/NUMBER  2 


A 

BUILDING  BLOCK 
TO  RECOVERY 


K jjs^ddjohdTve  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trirpsin  100,000  N.f  Unili.Chirmolrypsiii:  8.000  N.f . Units; 
m trjtptic  xtmly  to  40  m*.  ot  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Or>o  falalef  c|.i.cl. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventienal  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestir^l  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hen^aturia.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  Or>e  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RiCMAROSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19M4 

70  O-OOVA  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  M 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
ore  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminocrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications;  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  obsorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  opplica.torful  or  one  suppository  intravogi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-I04  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


wc 

The  treatment  is  singular 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  pcogram  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 


Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 


(2)  Samuel  N.  Workman,  MD 
Chief  of  Clinical  Services 


(3)  Charles  W.  Neville,  Jr..  MD. 
Associate  Professor  of  Psychiatry 
and  Medical  Director 

Area  Code  704  - 254-3201 
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Essentials  of  Clinical  Endocrinology  by  Norman  G. 
Schneeberg,  M.D.  Pp.  449.  Price  $22.50.  Elustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1970. 

A book  designed  for  and  capable  of  presenting 
pertinent  and  practical  information  to  the  busy 
practitioner  would  be  welcome,  indeed,  in  any 
clinical  area.  Dr.  Schneeberg  has  attempted  to 
orient  his  book  to  “the  student,  the  resident,  and 
the  practicing  physician  who  are  untutored  in 
endocrine  matters,”  seeking  an  introduction  or 
brief  review  of  certain  areas,  with  emphasis  on 
clinical  features  and  practical  aspects  of  therapy. 
Could  the  practitioner,  then,  whether  house  officer 
or  private  physician,  turn  to  this  volume  with  the 
expectation  of  gaining  a useful  understanding  of 
the  pathophysiology,  clinical  features  and  essen- 
tials of  management  of  clinical  endocrinologic 
problems?  Not  in  several  of  the  areas  covered  and 
with  considerable  difficulty  in  others.  Unfortu- 
nately, there  is  all  too  often  obscurity  and  a vague- 
ness of  expression  that  seriously  compromises  the 
book’s  value.  In  the  presentation  of  brief  reviews 
of  factual  material,  it  is  critical  that  clarity  not  be 
sacrificed.  However,  a second  reading  of  the  first 
chapter,  “General  Principals  of  Endocrinology,” 
left  me  dissatisfied  that  I had  learned  anything 
about  the  endocrine  system  in  general  or  the 
mechanisms  of  hormone  action.  Further  on,  read- 
ing of  the  text  is  made  laborious  by  a too  liberal 
use  of  abbreviations,  a style  that  requires  frequent 
“back-tracking”  and  one  that  makes  comprehen- 
sion a tedious  task. 

For  a book,  or  any  publication,  to  address 
successfully  “the  untutored,”  more  care  in  expres- 
sion and  presentation  must  be  exercised  than  is 
evident  here.  Some  examples  of  vague  and  im- 
precise statements  that  hampered  understanding 
of  the  subject  matter  were:  “Tubular  resistance 
[to  ADH]  from  prolonged  diuresis  in- 

duces some  increase  of  renal  Na,” — renal  Na 
what?,  excretion?,  secretion?,  reabsorption?;  or 
further  on,  “.  . . elevated  Na/K  ratio,” — again, 
in  what?,  urine?,  sweat?,  saliva?  Sadly,  there  are 
many  such  examples. 


The  presentation  of  clinical  features  of  specific  ! 
entities,  supposedly  one  of  the  author’s  main  pur-  , 

poses,  doesn’t  fare  much  better.  There  is  not  ! 

enough  emphasis  given  to  the  ways  patients  pre- 
sent to  the  physician.  For  example,  the  clinical 
clue  or  the  hallmark  of  the  syndrome  of  inappro- 
priate ADH  secretion  is  hyponatremia.  Yet,  the 
differential  diagnosis  of  hyponatremia  is  covered 
in  eleven  lines.  Eleven  pages  are  devoted  to  the 
anatomy  of  the  adrenal  cortex,  steroid  chemistry 
and  biosynthesis  of  adrenocortical  steroids.  Simi- 
larly, the  most  important  clinical  clues  to  primary 
aldosteronism  are  hypertension  and  hypokalemia, 
but  it  takes  a good  bit  of  reading  to  get  this  from 
the  discussion  on  the  subject.  Neither  hyperten- 
sion nor  hypokalemia  is  mentioned  in  the  index 
(nor  is  hyponatremia). 

The  book  does  contain  useful  tables  of  clinical 
material  which  are  scattered  throughout  the  text, 
but  the  presence  of  these  doesn’t  make  up  for  the 
poor  organization  or  the  lack  of  clarity  in  presen- 
tation of  the  rest.  This  is  not  a book  I would  rec- 
ommend for  my  housestaff,  and  the  private  physi- 
cian would  be  better  advised  to  spend  his  time 
consulting  another  source  for  his  “essentials  of 
clinical  endocrinology.” 

Jack  W.  Hall,  M.D. 

Pensacola 


Benign  Diseases  of  the  Vulva  and  Vagina  by 
Herman  L.  Gardner,  M.D.  and  Raymond  H.  Kaufman, 
M.D.  Pp.  359.  406  illustrations.  Price  $23.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 

The  book  is  an  outgrowth  of  the  desire  of  the 
authors  to  be  very  comprehensive  on  matters  in- 
volving benign  vailvar  and  vaginal  diseases.  The 
authors  do  manage  to  accomplish  this,  as  far  as 
the  chapters  on  moniliasis,  trichomoniasis  and 
Hemophilus  vaginalis  are  presented.  The  authors’ 
experiences  in  these  common  vaginitides  are  ob- 
viously well  versed  and  almost  legerdemain  in 
effect. 
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Other  chapters  include  lucid,  well  illustrated, 
rather  systematic  discussions  of  etiology,  clinical 
features,  histopathology  and  treatment  of  viral 
infections,  atrophic  and  dystrophic  diseases,  as 
^ well  as  all  other  known  vulvovaginitides  and 
» dermatoses. 

I They  include  a chapter  on  intraepithelial  car- 
1 cinoma  of  the  vulva  which  does  not  quite  fit  into 
i the  category  of  the  title  of  benign  diseases. 

The  text  al.so  includes  chapters  on  embryol- 
ogy, anatomy  and  developmental  anomalies  of 
the  vulva  and  vagina. 

Obviously  multiple  biopsies  as  well  as  wet 
mount  smears  and  cultures  are  stressed  for  ac- 
curate diagnosis. 

.All  in  all,  the  book  represents  a well  written, 
i complete  treatise  on  current  concepts  of  the  sub- 
1 ject  and  should  be  read  by  every  practicing 
J gynecologist. 

Morton  L.  Miller,  M.D. 

Opa  Locka 


d 1970-1971  Drugs  of  Choice  edited  by  Walter  Modell, 
» M.D.  Pp.  924.  Price  $20.50.  St.  Louis,  The  C.  V.  Mosby 
'.  Company,  1970. 

This  large  book  deals  with  the  use  of  drugs 
t specific  for  a particular  diagnosis.  Each  chapter 
i is  written  by  a specialist  in  his  field.  The  organi- 
1 zation  of  the  book  is  similar  to  that  of  Current 
I Therapy,  although  more  encompassing.  Many 

< sections  are  rather  sketchy  and  in  my  opinion, 
il  leave  out  some  of  the  therapeutic  considerations. 
I Drug  doses  are  usually  outlined  in  detail,  and 
1 brand  names  are  used  with  generic  names.  There 
i is  also  a useful  cross  in^ex  of  drug  names  in  the 
I back  of  the  book. 

The  authors  also  discuss  new  drugs  not  yet 
1 released  on  the  market,  i.e.,  Diazoxide,  so  the 
I book  will  not  be  outdated  for  quite  a while. 

.Although  this  book  will  not  give  all  the  an- 
swers,  it  is  an  excellent  book  to  have  on  hand  for 

< reference  to  drugs  the  doctor  does  not  use  every- 
1 day — drugs  for  malaria,  antineoplastic  drugs,  etc. 
‘ It  is  also  very  practical  and  written  for  drug 
I usage  of  everyday  diagnoses. 

Charles  .A.  Dunn,  M.D. 

Miami 


Books  Received 


Receipt  of  the  following  books  is  acknowledged.  While 
lime  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Vital  Statistics  of  the  United  States  1967,  Volume 
III — Marriage  and  Divorce  by  U.S.  Department  of 
Health,  Education,  and  Welfare.  Pp.  53.  Price  $1.25. 
Washington,  D.  C.,  U.  S.  Government  Printing  Office, 
1970. 


Urological  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


The  Early  Orthopaedic  Surgeons  of  America 

by  Alfred  Rives  Shands  Jr.,  M.D.  Pp.  190.  Illustrated. 
Price  $15.  St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


The  Face  in  Genetic  Disorders  by  Richard  M.  Good- 
man, M.D.  and  Robert  J.  Gorlin,  D.D.S.,  M.S.  Pp.  169. 
Illustrated.  Price  $19.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


Infection  Control  in  the  Hospital  by  the  .American 
Hospital  Association.  Pp.  154.  Price  $4.  Chicago,  Illinois 
1970. 


J.  FLORIDA  M A. /FEBRUARY  1971 


61 


TUCKER  HOSPITAL  INC 

212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


Ph.  355-8391 


ica 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 

TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 


ORLANDO,  FLORIDA 
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'ou  can 't  afford  to  buy  less  than  a 


I 

l 

[ 


ORE  weight,  more  strength, 
* more  care  and  our  own  con- 
ruction  techniques  account  for 
tamas  superior  performance:  the 
^comparably  dry,  level  ride  . . . the 
ansitively  responsive  handling  . . . 
ie  easy  maintenance  . . . the  better 
3-sale  value.  Yes,  a big  difference, 
i'.vnd  knowledgeable  boat  buyers 
f /elcome  it! 


'3TAMAS  . . . Fleet  of  Quality 


Write  for  brochures  and  names 
of  nearest  dealers  to  Stamas 
Boats,  Inc.,  Tarpon  Springs, 
Florida  33589. 


MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 


FEBRUARY 

2 Second  Medical  Education  and  Research 
Conference,  St.  Joseph’s  Hospital,  Tampa. 
For  information:  Charles  S.  Thomas,  Dir., 
Community  Relations,  St.  Joseph’s  Hospi- 
tal, 3001  W.  Buffalo  Ave.,  Tampa  33607. 

4-  6 Fifth  Annual  Symposium  on  Cosmetic  Sur- 
gery, Cedars  of  Lebanon  Hospital,  Miami. 
For  information:  Mary  E.  Cunningham, 

R.N.,  Dir.  of  Education,  Cedars  of  Lebanon 
Hospital,  1321  N.W.  14th  St.,  Miami 
33125. 

11-12  Third  Annual  Postgraduate  Medical  Semi- 
nar on  Electrodiagnosis  and  Management  of 
Nerve  Entrapment  Syndromes,  Cedars  of 
Lebanon  Hospital,  Miami.  For  information: 
Mary  E.  Cunningham,  R.N.,  Dir.  of  Educa- 
tion, Cedars  of  Lebanon  Hospital,  1321 
N.W.  14th  St.,  Miami  33125. 

13- 14  Orange  Memorial  Hospital  and  Emory  Uni- 

versity present  “Two  Days  of  Gastroen- 
terology,” Red  Auditorium,  Orlando.  For 
information:  Freeman  H.  Cary,  M.D.,  Dir. 
of  Medical  Education,  Orange  Memorial 
Hospital,  Orlando  32806. 

14- 19  University  of  Miami  School  of  Medicine 

presents  “Medical  Diagnosis:  Truths, 

Neartruths  and  Nontruths,”  Sheraton  Four 
Ambzissadors,  Miami.  For  information:  J. 
Bodes,  M.D.,  U.  of  Miami  School  of  Medi- 
cine, Box  875,  Biscayne  Annex,  Miami 
, 33152. 

20  Florida  Association  of  General  Surgeons, 
“Practical  Aspects  of  General  Surgery,” 
Duval  Medical  Center,  Jacksonville.  For 
information:  Clyde  M.  Collins,  M.D.,  1503 
Oak  St.,  Jacksonville  32204. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


27-28  Third  Annual  Postgraduate  Seminar  in 
Anesthesiology,  Cedars  of  Lebanon  Hospi- 
tal, Miami.  For  information:  Mary  E. 
Cunningham,  R.N.,  Dir.  of  Education, 
Cedars  of  Lebanon  Hospital,  1321  N.E. 
14th  St.,  Miami  33125. 

MARCH 

6 Early  Diagnosis  and  Management  of  the 
Stroke  Syndrome,  Ponte  Vedra  Inn,  Ponte 
Vedra.  For  information:  Jacob  Green, 

M.D.,  2105  Park  St.,  Jacksonville  32204. 

6 Fifteenth  Watson  Clinic  Annual  Seminar, 
Watson  Clinic,  Lakeland.  For  information: 
Brunildo  A.  Herrero,  M.D.,  Watson  Clinic, 
Lakeland  33802. 

6-  7 1971 — Physician’s  Seminar  on  Respiratory 
Diseases,  Ramada  Inn,  Tampa.  For  infor- 
mation: M.  A.  Barton,  M.D.,  701-6th  St., 
S.,  Mound  Park  Hospital  Foundation,  Inc., 
St.  Petersburg  33701. 

9-13  “Selected  Topics  in  Roentgendiagnosis; 
Radiologic-Pathologic  Correlations,”  Fon- 
tainebleau Hotel,  Miami  Beach.  For  infor- 
mation: Manuel  Viamonte  Jr.,  M.D.,  Uni- 
versity of  Miami  School  of  Medicine,  Box 
875,  Biscayne  Annex,  Miami  33152. 

14-17  Special  Procedures  in  Diagnostic  Radiology, 
Eden  Roc  Hotel,  Miami  Beach.  For  infor- 
mation: Mrs.  Gwen  Hendel,  Mt.  Sinai 

Hospital,  Miami  Beach  33140. 

17-20  Third  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton  Four  Ambassadors, 
Maimi.  For  information:  Michael  S.  Gor- 
don, M.D.,  University  of  Miami  School  of 
Medicine,  Box  875,  Biscayne  Annex,  Miami 
33152. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

26-27  Eighth  Annual  Postgraduate  Surgical  Semi- 
nar, Cedars  of  Lebanon  Hospital,  Miami. 
For  information:  Mary  E.  Cunningham, 
R.N.,  Dir.  of  Education,  Cedars  of  Lebanon 
Hospital,  1321  14th  St.,  Miami  33125. 
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National  and  Regional 
Meetings  Held  in  Florida 


APRIL 

19-24  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information;  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

23-24  Seminar  on  Arthritis  and  Related  Diseases, 
Sheraton  Hotel,  Jacksonville.  For  infor- 
mation: William  B.  Thirlwell,  2522  Oak 
St.,  Jacksonville  32204. 


MAY 

3-  8 Comprehensive  Training  in  Coronary  Cart 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

24-29  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


FMA  Meetings  in  February 

February  7 School  Health  Advisory  Committee 
FMA  Headquarters,  Jacksonville; 
10:00  a.m. 

February  13  Council  on  Voluntary  Health  Agen- 
cies 

FMA  Headquarters,  Jacksonville; 
10:00  a.m. 

February  13  Committee  on  Advisory  to  Blue 
Shield  and  Fiscal  Intermediaries 
Gold  Key  Inn,  Orlando;  10:00 
a.m. 

February  14  Committee  on  Public  Health 

FMA  Headquarters,  Jacksonville; 
10:00  a.m. 

February  28  Council  on  Medical  Services,  Robert 
Meyer  Motor  Inn,  Orlando;  10 
a.m. 


MARCH 

1-  6 Society  for  Cryosurgery,  Diplomat  Hotel 
and  Country  Club,  Hollywood.  Sec.:  So- 
ciety for  Cryosurgery,  30  N.  Michigan  Ave., 
Chicago  60602. 

7-12  American  College  of  Chest  Physicians, 
“Problems  and  Approaches  to  Diagnosis 
and  Management  of  Cardiopulmonary  Fail- 
ure,” University  of  Miami  School  of  Medi- 
cine, Miami  Beach.  For  information; 
Charles  F.  Tate,  M.D.,  1000  N.W.  17th  St., 
Miami  33136. 

14-18  International  Anesthesia  Research  Society, 
.■\mericana  Hotel,  Miami  Beach.  Ex.  Sec.: 
B.  B.  Sankey,  M.D.  3645  Warrensville  Cen- 
ter Rd.,  Cleveland  44122. 

24-26  American  Surgical  Association,  Boca  Raton 
Hotel  and  Club,  Boca  Raton.  Sec.:  G. 
Thomas  Shires,  5323  Harry  Hines  Blvd., 
Dallas  75235. 


APRIL 

18-22  Southeastern  Surgical  Congress,  Americana 
Hotel,  Miami  Beach.  Sec.:  A.  H.  Letton, 
M.D.,  340  Blvd.,  N.E.,  Atlanta  30312. 


MAY 

9-15  American  Gastroenterological  Association, 
Americana  Hotel,  Miami  Beach.  Sec.:  H. 
D.  Janowitz,  M.D.,  HE.  100th  St.,  New 
York  10029. 


AUGUST 

30-Sept.  2 Third  Western  Hemisphere  Nutrition 
Congress,  Americana  Hotel,  Miami  Beach. 
For  information:  Council  on  Foods  and 

Nutrition,  American  Medical  Association, 
535  North  Dearborn  St.,  Chicago,  111. 
60610. 
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The  bluest  blue  chip  of  them  all 


Danny  Sullivan  never  made  the 
baseball  team.  But  because  he’s 
had  the  right  training,  you'd  be  sur- 
prised at  the  number  of  jobs  open 
to  him. 

The  nicest  part,  of  course,  is 
that  another  handicapped  person  is 
getting  the  most  out  of  his  life. 

However,  there’s  something  else 
good,  too. 

Vocational  rehabilitation  pays. 

Every  dollar  spent  to  rehabilitate 
a person  like  him— someone  with  a 
physical  or  mental  handicap— will 
increase  his  lifetime  earnings  by 
$35.  (Thirty-five  taxable  dollars 


that  he  earns  himself.) 

Which  is  why  vocational  rehabili- 
tation is  good  for  everybody. 

We  call  our  program  HURRAH. 
Actually,  HURRAH  stands  for  "Help 
Us  Reach  & Rehabilitate  America’s 
Handicapped.” 

When  you  realize  there  are  five 
million  handicapped  people  who 
can  be  helped  by  vocational  reha- 
bilitation, you  can  see  what  a big 
job  is  ahead. 

If  you  want  to  know  more  about 
the  job  that  vocational  rehabilita- 
tion is  doing,  and  the  rich  dividends 
it  pays,  write  to  HURRAH,  Box 


1200,  Washington,  D.C.  20013. 

Ask  for  "Rehabilitation— A Blui 
Chip  Investment.”  It’s  free. 

Then  if  anyone  ever  asks  you  i 
rehabilitation  is  worth  the  cost 
you’ll  know  what  we  at  HURRAI- 
have  found  out: 

From  every  angle,  a human  bi 
ing  is  the  bluest  blue  chip  inves 
ment  there  is. 

HURRAH.  The  State-Federal  Pn 
gram  of  Rehabilitation  Services. 


Help  Us  Reach  & Rehabilitate 
America's  Handicapped 


HURR 


OomC'’ 


Only  you  can  prevent  forest  fires. 


Classified  Ads 


physicians  wanted 


General  Practitioners 


URGENTLY  NEEDED:  GP  to  join  well  estab- 

lished physician.  Newly  constructed  office  including 
laboratory  and  x-ray.  Town  close  to  Miami  and 
Palm  Beaches,  with  all  sports  available.  Contact  E.  B. 
McConville,  M.D.,  Box  668,  Clewiston,  Florida  33440. 
Phone  983-8531. 


CENTR.\L  FLORIDA:  Join  incorporated  general 

practitioner;  excellent  office  and  hospitals;  profit  shar- 
ing program;  pension  fund;  generous  salary  with  early 
partnership;  rotating  call;  month’s  vacation.  Contact: 
B.  C.  Ostling,  M.D.,  P.O.  Box  1468,  Avon  Park,  Flor- 
ida 33825.  Phone  (813)453-3121. 


WANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


GENERAL  PRACTITIONER  WANTED:  TWA 
Kennedy  Space  Center,  Florida.  Challenging  oppor- 
tunity in  preventive  medicine  in  variable,  industrial 
setting.  Industrial  experience  and  Florida  license  pre- 
ferred. Contact  or  call  Ed  McGee,  TWA,  Washington 
Plaza,  Titusville,  Florida  32780.  (305)267-5031. 


Specialists 


MEDICAL  INTERNIST  WANTED:  TWA,  Ken- 
nedy Space  Center,  Florida.  Challenging  opportunity 
in  preventive  medicine  program  for  aerospace  person- 
nel to  include  cardiac  evaluation.  Board  certified  or 
eligible.  Florida  license  preferred.  Contact  or  call  Ed 
McCee,  TWA,  Washington  Plaza,  Titusville,  Florida 
3278D  (305)267-5031. 


ASSOCIATE  OR  LOCUM  TENENS  in  well  estab- 
lished urological  practice  in  S.  E.  Florida  area.  Excel- 
lent hospitals.  Proper  applicant  could  lead  to  future 
purchase.  Write  C-967,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 
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PSYCHIATRIST  WANTED  for  private  practice  in 
excellent  family  town,  two  major  universities,  junior 
college,  state  capital,  trade  area  of  350,000.  Modern, 
400-bed  hospital  five  minutes  from  residential  area. 
Contact:  Royce  V.  Jackson,  M.D.,  P.A.  or  Robert  W. 
Miles,  M.D.,  1322  North  Magnolia  Drive,  Tallahassee, 
Florida  32303,  phone  (904)  877-3102. 


Miscellaneous 


GENERAL  PRACTITIONERS  OR  INTERNISTS: 
One  or  two  to  join  established  GP  in  forming  a group 
in  rapidly  growing  area  in  central  Florida.  Semi-rural 
community,  suburb  of  large  city,  good  schools  with 
balanced  trouble  free  integration  already  accomplished. 
Write  C-972,  Post  Office  Box  2411,  Jacksonville, 
Florida  32203. 


EXCELLENT  OPPORTUNITY  for  internist  or 
general  practitioner  in  established  practice  on  island 
about  50  miles  south  of  Sarasota,  Florida.  Present 
physician  leaving  June  1971  to  take  residency.  Free  use 
of  fully  equipped  clinic,  ambulance,  office  and  utilities 
provided;  also  services  of  registered  nurse.  Income 
from  practice  will  be  supplemented  to  make  situation 
extremely  attractive.  Schools,  excellent  fishing,  golf 
available.  If  interested,  call  (813)964-2475  or  (813) 
964-2346  or  Write  Box  Sl7,  Boca  Grande,  Florida 
33921,  for  details. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  followine  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  der- 
matologist and  ophthalmologist.  Write  C-901,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


EMERGENCY  ROOM:  Attractive  openings  for 

hospital  commencing  its  own  emergency  room  service. 
$35-$40,000  minimum.  Located  in  North  Florida  near 
Jacksonville  area.  Reply  to  C-961,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 


ADDITIONAL  PHYSICI.ANS  NEEDED  for  group 
practice.  .■Ml  fields  of  practice  in  short  supply,  especial- 
ly GP,  pediatrics,  allergy,  dermatology,  geriatrics,  inter- 
nal medicine  and  obstetrics.  County  shows  extremely 
rapid  growth.  New  hospital  to  be  completed  in  near 
future.  Contact  Charlotte  Inter-Medic  Health  Center, 
1120  South  Tamiami  Drive,  Port  Charlotte,  Florida 
33950.  Telephone:  (813)  625-7121. 


WANTED  IMMEDIATELY:  Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 
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ADDITIONAL  PHYSICIANS  URGENTLY 
NEEDED:  GP,  internal  medicine,  obstetrics,  pedia- 

trics and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819,  Quincy,  Florida  323S1. 


PHYSICI.WNS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  fo:\varded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


30  PHYSICIAN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


EMERGENCY  ROOM  PHYSICIANS  WANTED: 
middle  east  coast  Florida.  Florida  license  required. 
Minimum  $31,000  for  48-hour  week.  Part  time  or 
full  time  available.  Physicians  Emergency  Service, 
1350  S.  Hickory  St.,  Melbourne,  Fla.  32901. 


GP  OR  INTERNIST  preferably  under  35  for  addi- 
tion to  established  4-man  family  practice  group  in 
Cape  Kennedy  area.  Salary  first  year,  partnership 
thereafter.  Complete  facilities,  including  lab,  x-ray 
(consulting  radiologist  for  fluoroscopy)  and  pharmacy. 
Contact  A.  F.  Stratton  Jr.,  M.D.,  Brevard  Medical 
Group,  P.O.  Box  746,  Cocoa  32923,  phone  (305)636- 
2621. 


EMERGENCY  ROOM  PHYSICIAN  for  JCAH 
fully-accredited  hospital.  ECFMG  required.  Sub- 
tropical area  adjacent  to  Miami.  Send  qualifications 
to  Mr.  Ralph  Settle,  Administrator,  Keys  Community 
Hospital,  50  High  Point  Road,  Tavernier,  Florida 
33070. 


WEST  FLORIDA  RESORT  COMMUNITY 
NEEDS  PHYSICIANS:  Family  practice  and  all  spe- 

cialties. Excellent  hospital  facilities  and  the  world’s 
most  beautiful  beaches.  A wonderful  place  to  raise 
your  family.  John  F.  Mason,  M.D.,  Secretary,  Bay 
County  Medical  Society,  518  North  Clove  Blvd.,  Pan- 
ama City,  Fla.  32401. 


PHYSICIANS  NEEDED:  For  salaried  staff,  full 

time  internist;  board  eligible  general  practitioner.  Ac- 
credited 168-bed  county  hospital  approved  rotating 
internship  (8  interns) ; approved  general  surgery  resi- 
dency (6  residents)  jointly  with  Lakeland  General  Hos- 
pital. If  foreign  medical  graduate  must  have  E.C.F.M. 
G.  Write  or  call  Frank  B.  Gross,  M.D.,  Medical  Direc- 
tor, Polk  General  Hospital,  Bartow,  Florida  33830. 
Phone  (813)533-1111. 


situations  wanted 


ORTHOPEDIC  SURGEON,  Florida  licensed,  U.S. 
citizen,  age  32.  Veteran,  desires  coastal  location  in 
Florida,  in  association  or  group  practice,  after  Septem- 
ber, 1971. 


FAMILY  PHYSICLAN : Desires  group  practice 

with  other  M.D.’s  16  years  experience  in  solo  rural 
family  practice.  U.S.  medical  school  graduate^ — 1951, 
internship  and  surgical  residency  at  a university  medi- 
cal center;  Diplomate  National  Board  of  Medical 
Examiners,  Diplomate  of  American  Board  of  Family 
Practice — 1970,  member  American  Academy  of  General 
Practice,  member  .American  Society  of  Teachers  of 
Family  Practice;  Florida  Medical  License.  Salary 
requirement — $40,000.  Write  C-968,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


LOCATION  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  VVrite  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 


SITUATION  W.ANTED:  Radiologist  to  retire 

from  group  practice  by  .April  30th  desires  full  or  part 
time  position.  Will  reside  permanently  in  Florida  after 
May  1.  Write  206  Golf  Terrace,  Crookston,  Minnesota 
56716. 


BOARD  CERTIFIED  INTERNIST— Subspecialty 
cardiology,  age  34,  military  obligation  completed, 
wishes  association  in  southeast  Florida.  Write  C-971, 
P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


C.ARDIOLOGIST:  Board  certified,  Florida  license, 

seeks  association  with  other  internists  or  cardiologists. 
.Available  summer,  1971.  Write  Box  C-974,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 


INTERNIST— C.ARDIOLOGIST:  Board  certified, 

Florida  license,  age  31,  military  service  completed. 
University  trained,  cath.  experienced.  Desires  associa- 
tion in  Florida  location  with  one  or  two  M.D.’s  of 
similar  background.  Write  C-976,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


INTERNIST — pulmonary  subspecialty:  Internal 

medicine  written  boards  passed  10/70.  .A.O.A.,  Miami, 
1964.  Military  completed.  Married  with  two  children. 
Desires  group  practice  or  hospital  situation  in  south 
or  central  Florida.  Available  July,  1971.  Write  C-977, 
P.O.  Box  2411,  Jacksonville,  Florida  32203. 


practices  available 


FOR  SALE,  going  back  north,  Florida  upper  keys. 
Busy  3 year  general  practice.  Eight  rooms,  fully 
equipped.  $10,000  cash  for  my  investment  only.  Take 
over  desirable  leased  equipment  lease.  For  information 
call  1(305)852-8208. 

( Continued  on  page  70 ) 
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OFFICE  AND  PRACTICE  FOR  SALE;  Beautiful 
building;  ideally  located;  large  practice;  easUy  made 
much  larger.  Much  room  for  expansion.  Fully  modern, 
equipped  with  EKG,  laboratory,  full  medical  equip- 
ment. Excellent  staff.  Large  parking.  Hospital  priN-i- 
leges  and  all  the  work  that  you  can  humanly  do. 
Located  on  west  coast  of  Florida  close  to  major  centers. 
If  interested  write  C-973,  P.O.  Box  2411,  Jackson\-ille, 
Fla.  32203. 


real  estate 


FOR  LEASE  OR  SALE:  Zoned  Cl,  1057  Arling- 
ton Rd.  (Opposite  Arlington  Shopping  Center)  115  ft. 
X 300  ft.  plus.  Over  13,000  sq.  ft.  Air-conditioned, 
modern  building,  floor  areas  designed  to  easily  convert 
(two  stories  from  present  one  storj-,  for  example). 
Excellent  for  offices,  clinic,  etc.  Lease  or  buy — 
reasonable.  . . 

ALSO:  Ask  about  similar  facilities  in  Murray  Hill 

just  off  Expressway  I-IO.  Multi-level  with  elevator 
service — for  hospital? 

OR,  in  Riverview:  7,500  sq.  ft.  building  on  200  x 

200  corner.  Call  Bob  Hartsfield  at  Stellar  Realty,  Inc., 
455  Tabor  Dr.,  E.,  Jacksonville,  Fla.  32216.  Phone 
721-1200. 


FOR  SALE:  Office  furniture  and  professional 

equipment.  Option  to  rent  from  owner.  Reason  for 
selling — retiring  from  practice.  Contact  Joseph  H. 
Rutter,  M.D.,  621  X.  Grand\dew  Avenue,  Daytona 
Beach,  Florida  3201S. 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


IX  FORT  L.\UDERD.\LE ! One  plot  of  12  acres 
and  another  of  15  acres,  approximately.  You  will 
quickly  desire  this  for  a medical  facility  such  as  a 
hospital,  offices,  chnic,  nursing  home.  For  info-mation 
and  arrangement  to  see  this  ideal,  sensibly-priced  prop- 
erty, call  Bob  Hartsfield,  Stellar  Realty,  Inc.,  455 
Tabor  Dr.,  E.,  Jacksonville  32216  or  phone  (904)  721- 
1200. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Ja.mes  T.  Cook  Jr.,  M.D.,  Marianna,  President 
Floyd  K.  Hurt,  hl.D.,  Jacksonville,  President-EIea 
Richard  C.  Dever,  M.D.,  Miami,  Vice  President 
; Charles  K.  DoNEGAN,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
wmcerS  j franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 
Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  \'ocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 
Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 
Chairmen  Thomas  B Thames,  M.D.,  Orlando,  Medical  Sersices 
Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 
W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 
Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 
Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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When  disease  is  ruled  out 
and  psyehic  tension  is  implicated 

\hllUlTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
' seizures.  Advise  against  simultaneous  ingestion  of 

alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 

NY  ACADEIMY 
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or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  ether  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  an.xiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  hver  function  tests  advisable 
during  long-term  therapy. 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


Big  boys  don’t  cry.  If  more  men  crie 
maybe  fewer  would  wind  up  with  duoden. 
ulcers.  But  men  will  be  men— the  sum  total  (1 
their  genes  and  what  thq^ 
are  taught.  Schottstaec]' 
observes  that  when ' 
mother  admonishes  h(] 
son  who  has  hurt  himse’' 
that  big  boys  don’t  cry,  sl| 
is  teaching  hi 
stoicism. Crying  is  tD 
negation  of  everythir' 
society  thinks  of  as  manl  ^ 
A boy  starts  defending  h 
manhood  at  an  early  ag^ 


Take  away  stres 
you  can  take  away  symptom 
There  is  no  question  that  stress  plays ' 
role  in  the  etiology  of  duodenal  ulce 
Alvarez®  observes  that  many  a man  with  a| 
ulcer  loses  his  symptoms  the  day  he  shuts  ii) 
the  office  and  starts  out  on  a vacation.  Th 
problem  is,  the  type  of  man  likely  to  have  aj 
ulcer  is  the  type  least  likely  to  take  loni 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  c 
Librax.®  For  most  patients,  the  rest  cure  . 
as  unrealistic  as  it  is  desirable.  Still,  th, 
stress  factor  must  be  dealt  with.  And  hei, 
is  where  the  dual  action  of  adjunctive  Libra, 
can  help.  Librax  is  the  only  drug  that  con, 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  J 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine,  e 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  144 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G;  Wol^\ 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaec 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practic] 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  16i 
5.  Alvarez,  W.  C.:  The  Neriroses,  Philadelphia,  Pa.,  W. 
Saunders  Company,  1951,  p.  384. 


a ? the  tranquilizing 
t n of  Librium® 
;b)rdiazepoxicle 
Cl  with  the  potent 
tiholinergic 
t n of  Quarz^ 
liinium  Br). 


Protects  man  from  his  own  hungry  per- 
iility.  The  action  of  Librium  reduces 
},2ty — helps  protect  the  vulnerable  patient 
01  the  psychological  overreaction  to  stress 
\B  clutches  his  stomach.  At  the  same  time, 
eiction  of  Quarzan  helps  quiet  the  hyper- 
■t’e  gut,  decreasing  hypermotility  and 
qirsecretion. 

An  inner  healing  environment  with  1 
■ capsules,  3 or  4 times  daily.  Of  course, 
lee’s  more  to  the  treatment  of  duodenal 
Cl-  than  a prescription  for  Librax.  The  pa- 
e,: — with  your  guidance — will  have  to  ad- 
(i  to  a different  pattern  of  living  if  treat- 
et  is  to  succeed.  During  this  adjustment 
r od,  1 or  2 capsules  of  Librax  3 or  4 times 
13/  can  help  establish  a desirable  environ- 
i€  t for  healing. 

Librax:  It  can’t  change  man’s  nature, 
i it  can  usually  make  it  easier  for  men  to 
with  the  discomfort  of  stress— both 
rkic  and  gastric — that  can  precipitate 
n exacerbate  duodenal  ulcer, 
i ’ax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though  . 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skih 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abruj 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  fl 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

H[y §^rOtOIl"  chlorthaUdone 

Makes  water,  not  waves. 


But  * 
have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rlursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renai  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  /Idttcrse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia,  j 

thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of  l 

compounds  include;  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other  f' 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information.  1 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hv-  ‘fl 
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MARCH  COVER — Our  thanks  to  Dr.  Roy  Kupsinel  for  sending  us  the  cover  photograph  which  he  took  in 
Brughes,  Belgium  this  past  summer.  Dr.  Kupsinel  thought  “it  might  be  appropriate  in  that  it  ties  in  relaxa- 
tion which  is  an  important  part,  but  all  too  often  too  small  a part,  of  a physician’s  life.” 
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Dearth  of  Doctors 


We  hear  a lot  these  days  about  the  critical  shortage  of  doctors.  Of  course  there  is  some  shortage; 
probably  more  important  there  is  some  maldistribution  of  doctors.  The  critical  stage  didn’t  arrive, 
however,  until  somebody  said  medical  care  is  now  a right;  doctors  are,  by  government  edict,  to  be 
fully  available  day  and  night  to  all  people  for  all  things — or  at  least,  that’s  what  a lot  of  people  think 
has  been  said  and  ordained  and  shall  be,  amen.  ^ 

One  possible  way  to  lessen  this  shortage  is  to  have  physician’s  assistants.  There  will  be  problems 
of  certification,  liability,  responsibility,  etc.  with  these  people.  FM.\  has  a committee  taking  a long 
hard  look  at  this.  Dr.  Irving  Hall  had  his  physician  assistant  with  him  and  presented  his  functions 
to  the  meeting  of  County  Society  Presidents  and  Secretaries,  at  my  request.  He  has  an  efficient  use  of 
a physician  assistant  and  the  idea  is  interesting  but  I am  personally  not  completely  sold,  yet. 

Dr.  Bornemeier,  President  of  AiM.A,  wants  to  train  doctors  faster  and  in  fewer  years,  as  well 
as  increase  medical  school  admissions.  He  also  advocates  more  efficient  use  of  residents  and  shorten- 
ing their  training  time.  His  suggestions  are  logical  and  good;  however,  their  effect  in  alleviating  the 
present  shortage  will  be,  at  best,  some  time  off. 

Some  things  are  certain;  compulsory  national  health  insurance  can  do  absolutely  nothing  to 
relieve  the  shortage;  it  would  probably  make  it  worse.  It  can  do  nothing  to  lower  the  cost  of  medi- 
cal care;  it  would  probably  make  it  higher. 

As  a GP,  I already  see  a maximum  number  of  patients  a day.  I don’t  believe  any  governmental  ' 
scheme  can  make  me  see  more;  to  the  contrary,  with  increased  paper  work  I’d  probably  see  fewer. 

I believe  most  doctors  are  as  fully  extended  as  I. 

We  all  agree  on  one  thing;  we  need  more  doctors;  but  good  doctors.  An  interesting  point  has 
arisen  in  our  state.  With  the  repeal  of  the  Basic  Science  law,  Florida  is  licensing  over  2,000  doctors 
a year.  Do  we,  therefore,  really  need  a third  medical  school?  How  many  of  these  doctors  will  prac- 
tice here?  Of  course,  on  the  other  side  of  the  coin,  they  say  over  400  qualified  medical  school  ap- 
plicants from  Florida  were  refused  admission  to  medical  schools  this  year.  Is  every  qualified  applicant 
to  be  guaranteed  a spot  in  medical  school?  Some  educators  advocate  just  that. 

Today  I’m  just  asking  what  I consider  interesting  questions.  The  answers  will  come,  but  slowly 
and  with  difficulty  and  probably  not  from  me. 
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(diethylpropion  hydrochloride^  N.R) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Worning:  Although  generolly  safer  than  the  amphetamines,  use  with  greet  caution  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  if  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics! 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain,'  ; 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report:  } 
described  T-wave  changes  in  the  ECG  of  o healthy  young  mole  after  ingestion  of|  ' 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been!  | 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash,;  \ 
urticaria,  ecchymosis,  and  erythema.  Gostroinfest/nol  effects  such  as  diarrhea,;  ; 
constipation,  nouseo,  vomiting,  ond  obdominal  discomfort  have  been  reported.;  \ 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow,  : 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse  | 
reoctions  have  been  reported  by  physicians.  These  Include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  toblet' 
daily,  swallowed  whole,  in  midmorning  (iO  o.m.);  TEPANIL:  One  25  mg.  toblet  three  I 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  , 
mIdevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not  | j 
recommended.  t-ios  / 2/71  / u.s.  patent  no.  3.001.910  1 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICFiARDSON-MERRELL  INCj., 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gostrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosoge  may  be  increased  to  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamnri 

(quinine  sulfate  260  mg.,  aminophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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The  pain 
of  arthritis 


reiieved  with 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


:BREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  In  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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For  the 


prevention 
of  the 
gripping 
pain  of 
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Peritrate’SA 

Sustained  Action 
(pentaerythritol  ^ 

tetranitrate)  80  mg  . 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


PRimER 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
{pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHII-COTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-11 


PLUS 

FlGKoplasf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••• 

A Division  of  Glenwood  Laboratories  Inc, 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 


Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/magnesium  hydroxide, and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


/ s The  Wm.  S.  Merrell  Company 

( Merrell  J Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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Someone 
acutely  ill 
needs  this 

bed. 


It’s  available  because  of  Medicentei 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  ai  , 
care  facilities.  A professional  medical  staff  superAl  ' 
all  recuperative  care  under  the  direct  orders  of  each  ' 
tient’s  personal  physician.  Room  rates  are  nominal 
about  one-half  the  cost  of  general  hospitals.  And  th(  i 
a growing  list  of  insurance  companies  that  already  pro  ; 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  commun 
health  care  system.  Get  to  know  the  Medicenter  soon.  \ 
visit  or  inquiry  is  welcome  anytime.  \ 


MEDiCENTER 

Ylice  Place  to  §et  Well 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 

I4. 


(fluorouracil) 

cream/4olution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of  * 

therapy.  All  areas  have  healed  completely!  :: 
Residual  mild  erythema  remains  in  some  .jd 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual  [I 
lesions  or  recurrences.  [1 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


i\n  alternative 

0 conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
apical  alternative  to  cryosurgery,  electrodesiccation 
nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
eratoses.  It  is  effective,  comparatively  inexpensive  and 
specially  well  suited  for  treatment  of  these  multiple 
esions.  Important,  too,  is  the  highly  desirable  cosmetic 
esult.  Clinical  experience  demonstrates  that  treatment 
vith  Efudex  results  in  an  extremely  low  incidence  of 
carring. 

Highly  effective 

1 In  clinical  trials,  depending  on  the  dosage  form 
ind  strength  used,  complete  involution  occurred  in 

'7  to  88  per  cent  of  lesions  following  treatment.  The 
ate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
;ent  up  to  a year  after  completion  of  therapy.  When 
lew  lesions  appeared,  repeated  courses  of  Efudex 
herapy  proved  effective.* 

^edictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
)f  Efudex  therapy.  The  response  is  usually  characteris- 
:ic  and  predictable.  After  three  or  four  days  of  treat- 
nent,  erythema  begins  to  appear  in  the  area  of  keratoses. 
Ehis  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 

The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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Efudex^ 

(fluorouracil) 

cream/solution 
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A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staflf  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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Brief  Summary  of  Prescribing  Information— 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
vlvcosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin’ 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  themi^ 
that  is  easy  to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to>liTe  with  cost  of  therapy.  The  one  to  two 

. tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Saliitensin' 

hydroflumethiazide,  50  mg./  reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts,  Mtssoun  63102 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

cups.  K-GP-11-4C 

WARNER-CHI  LCOTT 

Morris  Plains,  New  Jersey  07950 
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This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  Fully  Therapeutic 
Age-Calibrated”  Non-Narcotic 
Cough/Cold  Formula... 
ForAnyMemberQf  The  Family* 

*Not Tor  infants  under  2 years  of  aqe. 


New 


Nilcol 


Tablets/ Elixir 


Each  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg.  Chlorpheniramine  maleote  4 mg,  Glyceryl  guaiacolate  200  mg.  Dextromethorphan  HBr  30  mg. 

Each  IS  ml  of  elixir  contains:  Phenylpropanolamine  HCI  25  mg.  Chlorpheniramine  maleate  2 mg.  Glyceryl  guaiacolate  100  mg,  Dextromethorphan  HBr  IS  mg,  alcohol  10%. 


An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  tO: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Delicious, 

Grape-Flavored 


Elixir 


R( 


; (4  days  — 
no-waste  therapy) 


8oz 

16  oz 

tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Square? 


There’s  no  denying:  the  virtues  of  BUTiSOL  Sodium 
(sodium  butaborbitol)  os  on  anti-anxiety  agent  are  the 
old-fashioned  ones. 

It's  predictable. 

Inexpensive. 

Remarkably  well  tolerated. 

And  it  does  its  job— smoothly  and  promptly. 

Does  medical  practice  in  the  frenetic  seventies  have 
room  for  such  an  agent? 

Thousands  of  physicians  must  think  it  does. . . perhaps 
more  so  than  ever.  Judging  by  prescription  volume, 
they  turn  to  the  relaxing  sedative  effect  of 
BUTISOL  Sodium  on  numerous  occasions:  to  help 
the  usually  v^ell-adjusted  patient  cope  with 
temporary  stress. . . or  to  relieve  anxiety  associated 
with  hypertension,  coronary  disorders, 
premenstrual  tension,  surgical  procedures,  functional 
Gl  disorders,  and  the  strains  of  aging. 


Often,  the  prompt  yet  gentle  daytime  sedative  action 
of  BUTISOLSodium  is  all  that's  needed  to  help 
these  patients  meet  their  daily  demands—  and 
to  provide  them  with  a good  night's  sleep  without 
resorting  to  hypnotic  doses. 

If  that’s  "square”  and  old-fashioned,  why  not  make 
the  most  of  it? 

Contraindications;  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions;  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5 mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 

Available  as-.  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

Buticaps®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  sodium’ 

(SODIUM  BUTABARBITAL) 

THE  lyTHAT  SAYS  "RELAX" 

McNElL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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Abel,  Bernard,  Miami;  born  1915;  Kansas  City 
University,  1942;  member  AMA;  died  October 
21,  1970. 

(’anning,  Harold  B.,  Wewahitchka;  born  1915; 
Boston  College  of  P & S,  1942;  member  AMA; 
died  December  3,  1970. 

Chambers,  Silas  E.,  Miami;  born  1899;  Uni- 
versity of  Virginia,  1923;  member  .\M.\;  died 
November  1,  1970. 


Christie,  Gerard  E.,  Titusville;  born  1908;  Tu- 
lane  University,  1932;  member  AM.\;  died  De- 
cember 12,  1970. 

Creel,  William  J.,  Eau  Gallie;  born  1880; 
Emory  University,  1908;  member  .•\M.\;  died 
November  8,  1970. 

Denman,  Francis  E.,  Miami  Beach;  born  1895; 
University  of  Louisville,  1917;  member  AM.\; 
died  October  16,  1970. 

Ingram,  William  Jr.,  Jacksonville;  born  1921; 
Lmiversity  of  Georgia,  1946;  member  AM.\;  died 
December  20,  1970. 


Nelson,  Orville  N.,  St.  Petersburg;  born  1896; 
University  of  Minnesota,  1920;  member  AM.\; 
died  December  27,  1970. 


Oliphant,  Jones  B.,  Crystal  River;  born  1898; 
University  of  Georgia,  1924;  member  AMA;  died 
December  1,  1970. 

Putnam,  George  H.,  Keystone  Heights;  born 
1907;  Rush  Medical  College,  1934;  member 
AMA;  died  December,  1970. 


Smith,  Sidney,  Bradenton;  born  1912;  Rush 
Medical  College,  1941;  member  AMA;  died  No- 
vember 12,  1970. 

Thomas,  David  John  Jr.,  West  Palm  Beach; 
born  1931;  Hahnemann  Medical  College,  1958; 
member  AM.\;  died  November  14,  1970. 
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The  drunk  driver. 


He  helps  to 

eliminate  the  overcrowding 
in  our  class  rooms. 


Drunk  drivers  kill  and  injure  our  chil- 
dren. 

Last  year,  almost  6,000  children  under 
15  years  old  were  killed  in  traffic  acci- 
dents. Countless  thousands  were  seri- 
ously injured. 

No  one  can  be  sure  how  many  drunken 
drivers  were  responsible.  But  even  one 
death  or  one  injury  is  one  too  many. 

What  can  you  do? 

Remember,  it’s  not  the  drink  that  kills. 
It’s  the  drunk,  the  problem  drinker,  the 
abusive  drinker,  the  drunk  driver. 

Remember,  drunk  drivers  may  be  sick, 
and  we’ve  got  to  give  them  help. 

But  first  we’ve  got  to  get  them  off  the 
road.  For  their  sake  and  yours. 

To  find  out  what  you  can  do,  write  the 
National  Safety  Council,  Dept.  A,  425 
North  Michigan  Avenue,  Chicago,  111. 
60611. 

Scream  Bloody  Murder. 


Advertising  contributed  for  the  public  good. 


Need  an 
office  wing? 


Consult  an 
architect! 


Need  an 
extension? 


Call  the 

phone  company! 


Need 

optical  services? 


Call  on 
an  expert  — • 


YOUR  GUILD  OPTICIAN! 


Specialized  services  demand  specialized 
knowledge.  That’s  why  an  architect  is  con- 
sulted when  you  want  the  construction  you 
contemplate  to  he  properly  planned.  It’s 
why  you  call  the  phone  company  when  you 
want  your  telephone  service  extended  or 
revised  . . . and  it’s  why  you  should  call  on 
your  Guild  Optician  for  optical  services  of 
any  kind. 

It’s  not  just  by  accident  that  the  Guild 
Oj)tician  is  an  expert.  His  qualifications  are 
based  on  knowledge  and  experience,  his 
will  to  serve  the  doctor,  Iiis  ability  to 


handle  not  only  the  routine  problems  of 
after-service  for  your  j)atients,  I)Ut  also  the 
unusual. 

When  you  write  a prescription,  above  all 
you  expect  to  have  that  Rx  properly  filled 
so  the  patient  obtains  the  full  benefit  of 
your  j)rofessional  services.  You  also  expect 
to  have  your  patient  receive  after-service 
for  the  life  of  his  glasses.  That’s  why  it’s 
wise  to  call  on  an  expert  — your  Guild 
Optician.  Guild  of  Prescription  Opticians 
of  Florida. 


USING  GUILD  SKILLS  AND  EXPERIENCE  TO  SERVE  YOUR  PATIENTS 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


i 


i 

THE  500  mg.  CAPSULE 


4 

CEVI-BID  releases  Vitamin  C through  its  uniqufe  micro-dialysis 
process  at  a continuous,  smooth,  predictablAate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 


CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  incficated. 


Samples  on  Request  ^ 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.;  Med.  Times 1 50  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gef 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


A*-  """*1^ 


Sb 

Uncoein* 


I plf>liri 


I '^&n.'p«r  j0cc.  3 


sterile  solution  (300  m 


Consider  Unco 

(lincomycin  hydrochloride,  Upj 


Company  JA70  9835  MEDB4S(K7L5) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  4 


YS  a 


i|  \ once-popular  treatment  for  back  pains 
r Aras  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

’B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


i^or  headache,  a sovereign  remedy  was 
h o wear  a snakeskin  round  one's  head. 


A realistic 
approach 
to  pain 
relief 


■ ■ I® 

mpirm 

ompound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


I 

1 

I 
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Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing 

Vitamin  B^,  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B^)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains; 

Thiamine  mononitrate  (vitamin  B,) 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B.j) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson's  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  Bs)  which  has  been  reported'- Mo  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B*  may  be  required  if  signs  < 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary  < 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid  ' 
per  day  and  who  are  inadequately  treated  with  vitamin  B,2. 

Dosage  and  Administration:  One  or  two  tablets  daily,  as  i 

indicated  by  clinical  need.  ) 

How  Supplied:  Orange-colored. capsule-shaped  tablets.  ' 

imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C..  etal.:  Trans.  Amer.  Neurol.  Assoc.,  94:81, 

1969.  2.  Cotzias,  G.  C.;  J.A.M.A.,  210:1255, 1969. 

/onruc\  Laboratories 

\ nOUnL  y Division  of  Hoffmann-La  Roche  Inc.  J 

\ / Nutley.  N.J.  07110  i 


C/tegt 

HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa 


iients  are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and 
is  also  approved  for  Medicare  patients. 


C/t62f: 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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Not  too  little,  not  too  nvuch... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^WLiquid  250 

Ery  thromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  inlormation  available 
to  the  protession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Rupture  of  the  Spleen  During  Pregnancy 


Robert  E,  McCammon,  M.D. 


The  practicing  physician,  in  this  day  of  in- 
creasing incidence  of  trauma  from  many  causes,  is 
quick  to  think  of  a ruptured  spleen  in  cases  of 
massive  abdominal  bleeding.  However  the  spon- 
taneous rupture  of  the  normal  spleen,  especially  in 
pregnancy,  is  a rare  occurrence.  Saxtorphi  in 
1803,  first  reported  a case  of  ruptured  spleen  dur- 
ing pregnancy.  It  was  not  until  1898  that  Savor 2 
reported  a case  treated  by  splenectomy  at  five  and 
a half  months’  gestation  in  which  the  patient  sur- 
vived and  delivered  normally  at  term.  Sparkman,^ 
in  1958,  was  able  to  gather  only  44  cases  and 
Buchsbaum,^  in  1967,  added  an  additional  26 
cases.  Only  two  cases®-®  have  appeared  in  English 
literature  since  then,  both  being  secondary  to 
trauma.  A case  of  spontaneous  rupture  of  a nor- 
mal spleen  recently  occurred  in  our  practice  and 
forms  the  basis  for  this  report  and  review. 

Case  Report 

The  patient  was  a 27-year-old  para  II-O-O-II  white 
female  who  was  admitted  in  the  37th  week  of  pregnancy 
complaining  of  the  sudden  onset  of  severe  epigastric  pain 
which  occurred  while  walking  through  her  living  room 
at  home.  She  became  nauseated,  vomited,  and,  because 
the  severe  pain  persisted,  came  to  the  hospital.  Her  pre- 
natal course  had  been  entirely  normal;  she  had  had  two 
previous  pregnancies.  Her  youngest  child  was  age  ten. 
Careful  history  revealed  no  trauma  nor  any  symptoms 
referrable  to  the  gastrointestinal  or  urinary  tract.  She  had 
had  no  previous  abdominal  surgery  and  her  medical  his- 
tory was  entirely  normal.  The  fetus  was  active  and  there 
were  no  signs  of  labor  or  abruptio  placentae. 

Physical  examination  on  admission  revealed  blood 
pressure  90/50,  pulse  94  and  respirations  24.  She  appeared 
to  be  an  acutely  ill  gravid  woman,  lying  still  in  bed, 
complaining  of  constant  epigastric  and  left  hypogastric 
pain  which  was  soon  referred  to  both  shoulders.  Pertinent 
physical  findings  were  limited  to  the  abdomen.  The  term- 
sized uterus  was  soft;  no  contractions  or  tenderness  were 


noted.  The  infant  was  in  the  vertex  presentation.  The  esti- 
mated fetal  weight  was  approximately  six  pounds.  Fetal 
heart  tones  were  normal.  The  epigastric  and  left  hypogas- 
tric areas  were  tender  to  palpation,  especially  the  latter. 
No  shifting  dullness  was  noted.  Vaginal  examination 
revealed  the  cervix  to  be  soft,  long,  and  2 cm.  dilated. 

Laboratory  examination  revealed  a hemoglobin  of  9.3 
Gm.%,  hematocrit  28%  and  white  blood  cell  count  20,000. 
The  urinalysis  proved  negative  except  for  1 -)-  albumin. 
X-rays  of  the  chest  and  abdomen  contained  no  diagnostic 
abnormalities. 

Surgical  consultation  was  obtained,  and  fluid  and  blood 
started  intravenously,  and  the  patient  was  taken  to  the 
operating  room  with  a preoperative  diagnosis  of  ruptured 
spleen.  The  abdomen  was  explored  through  a transverse 
upper  abdominal  incision.  Bleeding  from  the  splenic  area 
was  profuse  and  the  patient  became  hypotensive.  Con- 
siderable effort  was  necessary  to  control  the  bleeding  and 
exposure  was  difficult  because  of  the  large  uterus.  A 
splenectomy  was  performed  and  a S cm.  laceration  on  the 
anterior  surface  of  the  spleen  was  noted.  The  patient  was 
given  7500  cc.  of  blood  during  the  procedure.  Cesarean 
section  was  then  performed  and  she  was  delivered  of  a 
2950  Gm.  stillborn  infant.  The  cesarean  section  was  done 
because  the  patient’s  condition  was  so  precarious  that  we 
did  not  wish  to  subject  her  to  the  additional  stress  of  la- 
bor, and  also  we  could  not  be  certain  of  the  condition  of 
the  fetus.  Postoperatively  the  hemoglobin  was  10.6  Gm.%. 
She  made  a remarkably  uneventful  recovery  and  was 
released  on  the  sixth  postoperative  day. 

The  pathological  report  revealed  no  abnormalities  in 
the  spleen  other  than  the  5 cm.  laceration. 

Her  menses  resumed  nine  weeks  postpartum  and  have 
continued  at  regular  intervals.  She  remains  in  good 
health. 

Etiology 

Etiology  of  rupture  of  the  spleen  has  been  gen- 
erally listed  as  due  to:  (a)  toxemia;  (b)  trauma; 
(c)  spontaneous. 

Toxemia  is  mentioned  mainly  for  historical 
reasons  as  it  is  seldom  associated  with  splenic  rup- 
ture in  current  practice.  In  fact,  none  of  Buchs- 
baum’s  cases  were  due  to  this  etiology  and  only 
four  cases  in  Sparkman’s  series. 
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Trauma  is  one  of  the  most  common  causes  of 
rupture  of  the  spleen.  The  trauma  may  be  ex- 
ternal in  the  form  of  penetrating  or  nonpenetrat- 
ing injury.'^  The  automobile  accident  is  a fre- 
quent offender,  representing  between  58%  and 
85%  of  the  cases.  The  rupture  may  be  delayed, 
the  so-called  biphasic  rupture,  and  very  frequent- 
ly the  interval  between  the  trauma  and  the  mas- 
sive hemorrhage  is  symptom-free  and  may  last 
over  a week.  The  delay  in  this  severe  hemorrhage 
has  been  suggested  as  occurring  in  one  of  two 
ways: 

(1)  The  trauma  can  cause  a laceration  of  the 
splenic  parenchyma  and  capsule  resulting  in  an 
initial  bleed  which  is  tamponaded  by  blood  clot, 
omentum  or  nearby  structures. 

(2)  The  trauma  causes  parenchymal  damage 
and  bleeding  but  leaves  the  capsule  intact.  Later 
the  rupture  occurs  as  the  result  of  an  expanding 
subcapsular  hematoma. 

The  trauma  may  also  be  internal  with  such 
causes  as  vomiting,  sneezing,  bending,  coitus, 
straining  at  the  stool  being  implicated.® 

Medical  literature  has  recorded  numerous 
cases  of  spontaneous  rupture  of  the  diseased 
spleen.  Many  diseases  have  been  implicated  in- 
cluding malaria,®  Banti’s  syndrome,^®  subacute 
bacterial  endocarditis,ii  infectious  mononucle- 
osis,^2  sarcoidosis,!®  leukemia,!!=  typhoid  feveri^ 
and  pancreatitis.!®  Whether  spontaneous  rupture 
of  a normal  spleen  may  occur  is  a controversial 
question.  Orloff  and  Peskin!’’'  found  that  only 
28  of  71  cases  reviewed  in  1958  met  their  criteria 
for  spontaneous  rupture  of  the  normal  spleen.  In 
only  eight  of  the  26  cases  reported  by  Buchsbaum 
and  in  12  of  44  cases  in  Sparkman’s  series  could 
no  etiology  be  found.  The  vast  majority  of  these 
cases  occurred  in  the  third  trimester  of  pregnancy, 
and  Sparkman  believed  this  suggested  a causal 
relationship  between  the  hypervolemia  of  preg- 
nancy and  rupture  of  the  spleen.  Other  theories 
include  passive  congestion  of  the  splenic  vessels 
due  to  portal  hypertension,  aneurysms  within  the 
splenic  parenchyma,  and  thrombosis  of  the  splenic 
vein.  To  date  there  is  no  valid  evidence  to  sug- 
gest that  change  in  the  size  of  the  spleen,  per  se, 
is  responsible  for  rupture  of  this  organ  during 
pregnancy.  In  fact,  Buchsbaum  believes  there  is 
no  evidence  to  indicate  a causal  relationship  be- 
tween pregnancy  and  splenic  rupture. 

Clinical  Picture 

Typically,  the  patient  is  a multipara  in  her 
late  20’s  and  is  in  the  third  trimester  of  pregnan- 


cy. The  clinical  picture  is  one  of  rapidly  changing 
massive  intraperitoneal  hemorrhage.  The  patient 
usually  complains  of  abdominal  pain  and  tender- 
ness, most  intense  in  the  epigastric  and  left  hypo- 
chondrium,  but  it  may  be  generalized.  Nausea  and 
vomiting  are  common.  Kehr’s  sign  (left  shoulder 
pain)  is  a valuable  aid  in  about  one  fourth  of  the 
cases.  Ballance’s  sign  (increased  fixed  dullness  in 
the  left  flank  and  hypochondrium  with  shifting 
dullness  on  the  right)  is  usually  obscured  by  the 
large  uterus;  muscle  spasm  is  also  usually  ob- 
scured. Uterine  tenderness  may  be  present  and 
may  confuse  the  clinician  and  delay  the  operation. 
Anemia  and  leukocytosis  are  common  laboratory 
findings,  and  x-rays  are  generally  not  helpful.  The 
use  of  abdominal  paracentesis  may  be  a useful 
diagnostic  tool. 

Delayed  hemorrhage,  or  biphasic  rupture,  is  a 
frequent  occurrence  and  may  follow  a compara- 
tively slight  initial  injury.  The  latent  period  is 
usually  symptom-free  and  may  last  for  several 
hours  or  days  and  then  show  the  sudden  appear- 
ance of  signs  of  renewed  internal  hemorrhage.  In 
one  series  it  made  up  approximately  one  third  of 
the  cases.!®  xhis  type  of  rupture  in  pregnancy 
will  be  encountered  more  often  in  the  future  as 
accidents  on  our  highways  continue  to  increase 
and  to  involve  the  pregnant  female. 

The  two  principal  reasons  for  delaying  the 
operation  are  usually  difficulty  in  deciding  whether 
symptoms  are  due  to  uterine  injury  and  the  fre- 
quent absence  of  unmistakable  signs  of  intra-ab- 
dominal hemorrhage.  The  obstetrician  frequently 
sees  the  patient  first,  and  common  misdiagnoses 
include  abruptio  placentae,  ruptured  uterus,  rup- 
tured ovarian  cyst,  and  ectopic  pregnancy.  The 
correct  preoperative  diagnosis  is  seldom  made,  and 
the  abdomen  is  frequently  explored  through  a 
lower  midline  incision.  In  one  series!^  the  author 
found  inadequate  incision  in  75%  of  the  cases 
that  came  to  splenectomy. 

Treatment 

Splenectomy  is  the  treatment  of  choice  for  a 
ruptured  spleen,  along  with  liberal  blood  trans- 
fusions. The  incision  of  choice  is  the  left  sub- 
costal or  transverse  upper  abdominal  one.  If 
pregnancy  is  near  term,  a cesarean  section  may 
be  performed  and  will  probably  enhance  the  fetal 
outcome;  however,  if  pregnancy  is  not  near  term 
and  the  uterus  does  not  obstruct  free  access  to 
the  spleen,  it  is  better  to  leave  the  fetus  in  the 
uterus  and  allow  the  patient  to  deliver  normally 
later,  hopefully  at  term. 


22 


VOLUME  58/NUMBER  .3 


Maternal-Tetal  Outcome 

In  Sparkman’s  series  the  maternal  mortality 
for  all  reported  cases  was  45%.  However,  if  only 
the  30  years  prior  to  1958  were  considered,  the 
death  rate  was  26%.  The  fetal  mortality  was 
59%  and  did  not  show  significant  change.  In 
Buchsbaum’s  series  there  was  a 15.4%  maternal 
mortality  and  the  infant  mortality  was  approxi- 
mately 30%.  The  longest  period  of  gestation  at 
the  time  of  rupture  in  which  the  infant  survived 
was  22  weeks.  The  fetus  appears  to  be  able  to 
withstand  prolonged  periods  of  hypotension  in 
early  pregnancy,  but  seldom  survives  in  the  third 
trimester. 

Summary 

A case  of  spontaneous  rupture  of  a normal 
spleen  in  pregnancy  is  presented.  A review  of  the 
literature  and  discussion  of  the  etiology  of  splenic 
rupture  and  pertinent  clinical  and  therapeutic 
aspects  of  this  unusual  occurrence  are  discussed. 


The  author  wishes  to  thank  Eugene  J.  Cornett,  M.D.,  for  par- 
ticipation in  the  management  of  this  case. 
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Good  name  in  man  and  woman,  dear  my  lord, 

Is  the  immediate  jewel  of  their  souls: 

Who  steals  my  purse  steals  trash;  ’tis  something,  nothing; 
Twas  mine,  ’tis  his,  and  has  been  slave  to  thousands; 

But  he  that  filches  from  me  my  good  name 
Robs  me  of  that  which  not  enriches  him, 

-And  makes  me  poor  indeed. 


— William  Shakespeare  (1364-1616) 
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The  Practical  Aspects  of  Diving  Medicine 


John  W.  Morris,  M.D. 


One  windy  day  some  300  years  before  the 
birth  of  Christ,  a ship  sank.  It  was  of  Greek 
origin,  laden  with  cargo,  and  probably  just  coming 
into  the  port  harbor  of  Kyrenia  in  Cyprus  in  the 
eastern  Mediterranean  Sea.  The  ship  was  unusual 
in  that  it  sank  in  open  water  away  from  reefs. 
Discovered  in  1967,  it  was  found  to  be  in  a re- 
markable state  of  preservation  with  the  wood  in 
great  part  still  intact  after  almost  23  centuries 
undisturbed  at  rest  100  feet  on  the  bottom  of  the 
sea.  This  vessel  is  the  only  known  preserved  Greek 
ship  from  this  time  of  history. 

Under  auspices  of  the  National  Geographic 
Society,  University  of  Pennsylvania  Museum  and 
Department  of  Antiquities  of  the  Republic  of 
Cyprus,  with  the  help  of  foundations  and  donors, 
excavation  of  this  shipwreck  was  begun  the  sum- 
mer of  1968  with  Michael  Katzev  as  director.  It 
was  my  privilege  to  serve  as  expedition  physician 
during  the  first  part  of  the  1969  excavation  pro- 
gram concerned  with  uncovering  the  partially 
buried  craft,  and  recovering  the  cargo  consisting  of 
several  hundred  amphoras,  over  a score  of  stone 
grain  mill  blocks  and  numerous  other  objects  of 
archaeological  importance.  The  results  of  the 
expedition  appear  in  the  June  1970  issue  of  the 
National  Georgraphic  Society  magazine. 

As  team  physician,  I was  impressed  with  the 
unique  medical  needs  required  by  the  group  of 
over  20  members,  each  of  whom,  including  my- 
self, performed  two  dives  each  day,  worked  at  100 
feet  of  depth  for  40  minutes  in  the  morning  and 
30  minutes  in  the  afternoon  at  excavation,  then 
remained  for  an  additional  time  of  over  half  an 
hour  at  20  and  10  feet  depths  for  the  purpose  of 
decompression  and  ridding  our  bodies  of  accumu- 
lated nitrogen.  A thorough  knowledge  of  diving 
technique  using  scuba  equipment  was  essential. 
Such  a,  foundation  is  attainable  through  courses 
provided  by  the  Y.M.C.A.,  British  Sub-Aqua 
Clubs  as  well  as  instruction  from  qualified  indi- 
viduals. 

Basic  Medical  and  Physiological  Problems 

Knowledge  of  underwater  physiology  is  an  im- 
portant and  fascinating  adjunct  for  the  divers  and 
the  physician.  Lanphier’s  classic  paper  can  hardly 


be  elaborated  upon  for  completeness  of  the  basic 
principles  of  underwater  physiology  as  far  as  the 
physician  is  concerned;  although  recently  the 
newer  method  of  oxygen  therapy  under  pressure 
for  treating  decompression  sickness  is  proving  of 
superior  value.  Indeed,  a population,  such  as  this 
group,  provided  considerable  opportunity  for  ob- 
servation and  experimentation  by  the  interested 
hyperbaric  physiologist. 

Basic  medical  and  physiological  problems, 
however,  associated  with  and  resulting  from  un- 
derwater diving  have  in  great  part  been  extensively 
investigated.  We  know  the  narcotic  effects  of 
nitrogen  at  depths  beginning  at  3 atmospheres  of 
pressure.  We  know  much  of  the  physiology  of 
nitrogen  and  how  it  can  come  out  of  solution 
causing  “the  bends”  by  forming  bubbles  which 
cause  pain  and  injury  in  the  joints  and  ends  of 
the  bones,  and  of  the  “chokes”  when  these  bubbles 
appear  in  the  pulmonary  vascular  bed,  and  also  of 
the  transient  and  sometimes  permanent  neurol- 
ogical deficits  when  these  bubbles  occur  within  the 
spinal  cord  or  peripheral  nerves.  We  also  know 
the  principles  of  decompression  to  prevent  these 
and  other  phenomena  from  occurring  and  we 
know  the  methods  of  best  treating  these  disorders 
on  those,  hopefully  few,  instances  when  they  do 
occur.  We  know  how  to  recognize  air  emboli  re- 
sulting from  an  over-expanded  lung.  The  alert 
physician  knows  the  principles  of  artificial  respira- 
tion, mouth-to-mouth  resuscitation  and  extratho- 
racic  massage.  As  essential  as  this  knowledge  is, 
nothing  can  be  superior  to  the  insurance  that  it 
will  not  be  needed.  The  primary  role  of  the  phy- 
sician is  to  maintain  the  optimal  health  of  all  in- 
dividuals to  result  in  the  fewest  number  of  lost 
diving  hours  due  to  accidents  or  disease.  From  a 
personal  health  standpoint,  from  an  economic 
standpoint,  from  any  standpoint,  prevention  of  an 
injury  or  serious  illness  is  far  better  than  the  best 
treatment  any  physician  can  offer. 

Good  rapport  with  all  participants  is  helpful. 
Members  of  the  group  were  encouraged  to  “see 
the  doctor”  about  medical  problems  regardless  of 
how  trivial  in  order  that  any  potentially  serious 
disorder  could  be  “nipped  in  the  bud.”  All  par- 
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ticipants  had  some  training  in  underwater  diving. 
Questionnaires  were  sent  to  them  to  obtain  in- 
formation related  to  past  history,  allergies,  special 
medical  needs  or  other  trouble  spots.  Tetanus, 
poliomyelitis  and  smallpox  vaccinations  were 
required,  but  typhoid,  paratyphoid,  diphtheria 
and  yellow  fever  immunizations  were  considered 
optional.  Arrangements  for  medical  consultations 
and  hospitalization  were  made  at  the  40-bed  in- 
firmary in  the  town  of  Kyrenia,  as  well  as  at  the 
larger  Cyprus  Mines  Corporation  Hospital  about 
an  hour  or  so  away.  It  is  essential  to  plan  ahead 
for  that  broken  femur  or  severe  enteritis  which 
fortunately  never  seems  to  occur,  unless  no  provi- 
sions have  been  made  to  handle  it  when  it  does. 

Equipment  and  Supplies 

The  shipwreck  was  located  a little  less  than 
a mile  out  from  the  harbor  of  K>Tenia — a ten 
minute  ride  by  boat.  Directly  over  the  site  Wcis 
stationed  the  barge,  a rather  massive  hulk  of  a 
canvas-roofed  platform  52  feet  long  and  26  feet 
wide.  Toward  one  end  were  located  the  high- 
pressure  air  compressor  (2500  p.s.i.)  for  filling 
the  scuba  tanks,  low-pressure  compressor  (100 
p.s.i.)  with  volume  tanks  and  reserves  for  furnish- 
ing air  for  regular  and  emergency  hookah-breath- 
ing apparatus,  decompression  chamber  and  the 
underwater  plastic  “bubble”  or  “telephone  booth” 
on  the  ocean  floor.  The  intakes  for  these  com- 
pressors were  located  well  above  the  roof  and  up- 
wind from  the  exhaust  to  insure  that  no  carbon 
monoxide  or  other  noxious  gases  would  be  intro- 
duced into  the  air  supply.  The  exiting  com- 
pressed air  was  filtered  through  activated  charcoal 
to  insure  that  the  air  supply  would  be  free  of  oil 
and  other  petroleum  products.  A third  air  com- 
pressor provided  unpurified  air  at  relatively  low 
pressure  to  power  the  50  feet  long  “airlifts”  or 
suction  devices  on  the  ocean  floor  used  to  remove 
debris  from  the  excavation  site. 

The  four-man  decompression  chamber  looked 
somewhat  like  a gigantic  hot  water  heater  turned 
over  on  its  side.  One  half  was  filled  with  com- 
pressed air;  the  other,  separated  by  an  air-tight 
door,  was  at  outside  atmospheric  pressure.  In  the 
event  of  decompression  sickness,  the  afflicted  pa- 
tient and  the  physician  would  enter  the  first  part 
of  the  chamber.  The  valve  controlling  the  flow 
of  air  between  the  two  halves  of  the  chamber 
could  be  turned  internally  or  externally  so  that 
the  first  part  of  the  chamber  could  be  compressed. 
When  the  pressure  became  equalized,  the  door 
between  the  two  chambers  was  opened  and  the 


doctor  and  patient  could  enter  the  second  part  of 
the  chamber.  The  air-tight  door  between  the  two 
chambers  could  then  be  shut  and  the  pressure 
within  the  inner  chamber  further  increased  to 
optimal  limits.  Pure  oxygen  for  the  victim  was 
supplied  externally  through  a face  mask.  The 
recently  developed  time  tables  of  alternate  breath- 
ing of  oxygen  and  air  were  followed  with  inside 
pressure  equivalent  to  60  feet  of  depth.  A medical 
kit,  including  injectable  phenobarbital  for  oxygen 
toxicity,  was  kept  permanently  in  the  inner  cham- 
ber. Injectable  tranquilizers,  analgesics  and 
bandages  were  also  kept  there  in  case  of  need  for 
them.  .A  small  urine  receptacle  was  included  since 
the  time  schedule  for  decompression  using  this 
method  could  sometimes  last  as  long  as  six  hours. 

Due  to  our  rigid  utilization  of  the  standard 
U.S.  Navy  decompression  tables  with  a safety 
factor  of  added  time  and  diving  depth,  no  cases 
of  decompression  sickness  occurred  and  the  de- 
compression chamber  simply  stood  by  as  good 
insurance  for  ready  treatment. 

Medical  Needs 

Basic  medical  needs  were  anticipated.  Diphen- 
oxylate hydrochloride  with  atropine  sulfate 
(Lomotil,  Searle)  for  non-specific  self-limiting 
enteritides  was  most  effective.  An  occasional  anal- 


The  airlift,  or  suction  device,  was  used  to  remove  debris 
from  the  sunken  vessel. 
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gesic  such  as  aspirin  or  A.P.C.-barbiturate  com- 
bination (Fiorinal,  Sandoz)  was  most  effective 
for  general  needs.  A barbiturate  combination 
(Carbrital,  Parke-Davis)  provided  reliable  sleep- 
ing medication  but  it  was  rarely  used  since  after 
a full  day’s  activity  one  was  quite  receptive  to 
sleeping.  A supply  of  sulfisoxazole  (Gantrisin, 
Roche)  ampicillin  (Amcill,  Parke-Davis)  and 
penicillin  was  kept  on  hand  to  dispense  when 
antibiotics  were  needed. 

The  most  frequent  medical  needs  concerned 
the  nose,  throat,  ears  and  paranasal  sinuses.  In- 
asmuch as  the  rigid  or  semi-rigid  air-containing 
spaces  of  the  body,  such  as  sinuses  and  middle 
ear,  are  subjected  to  considerable  pressure,  it  must 
be  equalized  with  environment  pressure  at  various 
depths.  A long-acting  antihistimine-decongestant 
combination  (Dimetapp  Extentabs,  Robins)  was 
taken  prophylactically  by  personnel  who  had  dif- 
ficulties with  sinus  congestion  or  “clearing  the 
ears”  (allowing  air  to  enter  the  middle  ear  via  the 
eustachian  tubes).  The  divers  were  encouraged 
to  “clear  the  ears”  as  easily  and  forcelessly  as 
possible  in  order  to  minimize  the  possibility  that 
throat  bacterial  flora  would  pass  into  the  eusta- 
chian tubes  and  produce  middle  ear  infection.  In 
severe  cases  of  sinus  or  eustachian  tube  conges- 
tion preventing  easy  pressure  equalization,  oxyme- 
tazoline  nasal  spray  (Afrin  Nasal  Spray,  Sobering) 
was  consistently  effective. 

Another  effect  of  pressure  is  associated  with 
tooth  pain.  Occasionally  if  a small  amount  of  air 
is  trapped  in  the  cavity  beneath  the  filling,  marked 
changes  in  external  pressure  produce  pressure  up- 
on this  potentially  compressible  air  space.  Such 
changes  may  be  reflected  in  severe  pain  by  stimu- 
lation of  the  nerve  supplying  that  tooth.  Fortu- 
nately, members  of  our  group  had  no  such  dif- 
ficulties. 

Otitis  externa  was  frequently  present.  If  mild, 
the  ear  was  examined  twice  daily  and  no  treat- 
ment given  except  for  a drop  or  so  of  otic  solution 
(Auralgan,  Ayerst)  and  occasionally  a cotton 
pledget  for  ear  discomfort.  The  popular  use  of 
alcohol  drops  was  not  usually  advocated  since  it 
tended  to  dissolve  the  natural  cerumen  which 
seemed  to  provide  some  protection  from  the  sea- 
water. If  the  ear  infection  was  severe  or  failed  to 
clear  up  in  24  to  48  hours,  diving  activities  were 
suspended  for  a few  days  and  systemic  antibotic 
therapy  instituted. 

Accurate  and  complete  medical  records  were 
essential.  Accident-prone  individuals  could  be 
recognized  and  pattern  of  illnesses  or  accidents 


readily  determined.  The  use  of  decongestant 
tablets  or  sprays  was  on  an  “as  needed”  basis  and 
their  frequency  of  use  was  not  recorded. 

Physical  Trauma 

Causes  of  potential  physical  trauma  were  con- 
stantly sought.  Only  once  was  there  a cut  of 
sufficient  magnitude  to  require  sutures.  It  was  an 
interesting  observation  that  superficial  cuts  among 
divers  healed  by  granulation  and  not  by  primary 
repair.  Even  a relatively  superficial  laceration  was 
extremely  slow  to  heal  and  frequently  would  leave 
a scar.  Presumably,  such  healing  is  due  to  the 
fact  that  the  relatively  hypertonic  seawater  cre- 
nates  the  new  fibroblasts  or  otherwise  destroys 
them  and  prevents  the  usual  healing  process  from 
taking  place.  Cuts  on  the  face  or  head  had  to 
be  clearly  followed  and  avoiding  the  seawater  for 
several  days  was  necessary  to  prevent  a cosmeti- 
cally poor  result.  Disposable  rubber  gloves  were 
useful  in  protecting  hand  injuries,  while  still  not 
hampering  the  diver  in  his  duties.  Aerosol  dress- 
ing spray  (Aeroplast  Dressing,  Parke-Davis)  on 
cuts  elsewhere  on  the  body  showed  promise  as  a 
protective  barrier  while  the  diver  continued  to 
dive. 

The  only  accident  of  serious  potential  occurred 
when  a diver’s  face  became  lodged  in  the  under- 
water suction  device.  Fortunately,  he  was  prompt- 
ly extracted  and  brought  to  the  underwater  “tele- 
phone booth.”  After  a moment  of  recovery  and 
replacing  his  face  mask,  he  surfaced  with  some 
help  and  sustained  only  severe  edema  of  the  right 
periorbital  tissues  and  a rather  substantial  sub- 
conjunctival hemorrhage.  Immediate  application 
of  ice  minimized  further  swelling  and  ophthalmic 
sulfisoxazole  (Gantrisin  Ophthalmic,  Roche)  t.i.d. 
forestalled  eye  infection.  He  was  able  to  resume 
diving  in  ten  days. 

The  ruptured  drum  is  a potentially  serious 
injury  and  cessation  of  diving  for  at  least  ten  days 
to  two  weeks  is  mandatory.  Introduction  of  cold 
seawater  into  the  inner  ear  is  likely  to  cause  ves- 
tibular stimulations  with  nausea,  dizziness  and 
balance  disorientation.  Needless  to  say,  this  could 
have  serious  sequelae  under  water.  Furthermore, 
with  contamination  by  seawater,  and  being  sub- 
jected to  substantial  pressure  changes,  the  drum 
will  be  slow  to  heal.  Treatment  is  conservative. 
Drops  are  not  used.  Systemic  antibiotics  are  some- 
times recommended  prophylactically  but  are  usual- 
ly not  needed. 

Marine  life  including  plants  and  animals  posed 
no  particular  hazards.  On  rare  occasions  an  eel 
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was  sighted.  This  fish  is  capable  of  inflicting  a 
substantial  bite  when  provoked  but  generally  eels 
prefer  the  privacy  of  their  caves.  Dogfish  and 
stingrays  were  said  to  exist  in  the  area  but  they 
posed  no  serious  threat.  Stone-fish  were  never 
seen.  These  fish  have  been  known  to  produce 
severe  injury.  Their  spines  release  a neurotoxin 
upon  contact.  Fire  coral  was  not  found,  nor  were 
jelly  fish,  but  diphenhydramine  (Benadryl,  Parke- 
Davis)  was  kept  on  hand  to  treat  injuries  from 
these  sources. 

Sunburn  was  not  a serious  problem.  The  can- 
vas roof  of  the  barge  offered  sufficient  protection 
from  the  sun,  but  any  one  of  a variety  of  sunburn 
lotions  were  available  to  prevent  and  treat  mild 
cases. 

The  local  medical  facilities  were  not  needed. 
This  was  due,  in  part,  to  the  fact  that  personnel 
not  only  were  basically  in  good  health  but  also 
were  alert  and  mature  individuals  who,  by  and 
large,  were  careful  and  sensitive  to  the  possible 
causes  of  injury.  They  were  encouraged  to  see 
the  physician  in  all  cases  of  suspected  infectious 
diseases. 

The  work-load  was  distributed  so  that  all  were 
insured  of  adequate  rest.  The  day  began  with 
breakfast  at  6 a.m.  Diving  was  from  7 until 
11:30;  lunch  and  rest  lasted  until  2:30  p.m.  when 
diving  resumed. 

.After  the  day’s  work,  around  6 p.m.,  there 
was  relaxation  before  the  evening  meal.  The 


delicious  Cypriot  brandy  was  sometimes  a de- 
lightful adjunct  in  preprandial  attitude  orientation, 
but  the  use  of  alcoholic  beverages  during  the  day 
or  late  in  the  evening  prior  to  a morning  dive  was 
strongly  condemned.  There  seems  to  be  a poten- 
tiating relationship  between  even  a relatively  small 
amount  of  blood  alcohol  and  nitrogen  in  com- 
pressed air  breathed  at  more  than  2 or  3 atmos- 
pheres of  pressure.  In  fact,  the  narcotic  effect  of 
the  nitrogen  in  compressed  air  at  as  little  as  60 
feet  of  depth,  popularly  known  as  the  raptures  of 
the  depths,  is  well  documented. 

Conclusion 

Since  Cousteau’s  development  of  the  aqualung 
in  1943,  scuba  diving  has  opened  the  doors  for 
man  to  explore  the  wonders  of  the  world  below  the 
surface  of  the  waters.  As  a source  of  recreation  or 
as  a tool  for  research,  exploration,  archaeology 
or  salvage,  scuba  diving  has  become  a vital  part 
of  man’s  present  day  activities,  but  with  it  exist 
potential  hazards  which  the  divers  must  learn  to 
recognize  and  which  the  physician  must  know  how 
to  treat  or  prevent. 


References  and  medical  questionnaires  are  available  from  the 
author  upon  request. 

The  author  wishes  to  acknowledge  his  appreciation  to  Dr. 
Tony  Colabrese  of  Orlando,  Florida,  who  served  as  team  phy- 
sician the  last  month  of  the  summer  expedition. 

^ Dr.  Morris,  Halifax  District  Hospital,  Daytona 
Beach  32014. 


The  man  who  has  nothing  to  boast  of  but  his  illustrious  ancestors  is  like  a potato;  the  only  good 
belonging  to  him  is  underground. 

— Sir  Thomas  Overbury  ( 1581-1613) 

The  first  and  best  victory  is  to  conquer  self;  to  be  conquered  by  self  is  of  all  things  the  most 
shameful  and  vile. 

—Plato  (427?-347?  b.c.) 
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Cystadenocarcinoma  of  Pancreas 

Report  of  a Case 

Ricardo  J.  Mitre,  M.D.,  C.  T.  Montgoxmery,  M.D., 

AND  Louis  M.  Sales,  M.D. 


Cystadenocarcinoma  of  the  pancreas  is  a rare 
pathological  entity.  Lichtenstein  in  1934  reported 
the  first  authentic  case  in  America.^  Cullen  et  al 
reported  17  cases  from  2,400,000  admissions  to 
the  Mayo  Clinic. 2 The  most  recent  world  litera- 
ture review  by  Becker  et  al  documented  65 
cases. 3 Pancreatic  cystadenocarcinoma  appears  to 
be  about  one  half  as  common  as  the  benign  cysta- 
denoma.  The  age  range  varies  from  18  to  76  years 
with  approximately  two  thirds  under  age  50.  The 
entity  is  three  times  more  common  in  the  female 
and  usually  found  in  the  body  or  tail  of  the 

pancreas.3-4 

Abdominal  pain  in  the  left  upper  quadrant  or 
epigastrium  associated  with  weight  loss  are  the 
most  common  symptoms.  A frequent  sign  is  a 
palpable  mass  in  the  left  upper  abdomen.  ^ 

Total  surgical  excision,  if  possible,  is  the  best 
treatment  since  cystadenocarcinoma  of  the  pan- 
creas is  often  encapsulated  and  usually  a slow 
growing  tumor.®-''  Unresectable  tumors  may  be 
treated  by  internal  drainage  (cystojejunostomy).® 

Report  of  Case 

This  60-year-old  while  female  was  admitted  to  Baptist 
Memorial  Hospital  with  a history  of  recurrent  left  upper 
quadrant  and  epigastric  pain  of  two  weeks’  duration.  The 
pain  was  described  as  coming  on  shortly  after  a meal, 
persisting  for  a half  hour  to  an  hour  at  a time,  colicky 
in  character,  and  only  partially  relieved  by  taking  food 
or  alkali.  There  was  some  associated  nausea  but  no 
hematemesis,  melena,  diarrhea,  bloody  or  clay  colored 
stools.  During  the  few  weeks  prior  to  admission,  the 
patient  had  noticed  some  mild  exertional  dyspnea  and 
some  weight  loss.  She  gave  a history  of  episodes  of 
similar  pain  over  the  preceding  ten  years,  which  had 
gradually  increased  in  duration,  severity  and  frequency. 
Findings  from  the  remainder  of  the  systems’  review  were 
essentially  negative.  Past  history  revealed  a hysterectomy 
for  fibroid  tumor  20  years  prior  to  this  admission.  Physi- 
cal examination  revealed  a large,  firm,  12  x 12  cm.  mass 
palpable  in  the  left  upper  quadrant  of  the  abdomen.  The 
mass  moved  with  respiration  and  was  nontender  and 
nonnodular.  The  remainder  of  the  physical  examination 
showed  no  significant  abnormalities.  Laboratory  studies 
in  the  hospital  included  chest  x-ray,  electrocardiogram, 
stool  samples,  urinalysis,  erythrocyte  sedimentation  rate, 
LE  preparation,  VDRL,  direct  and  indirect  Coombs’  test, 
blood  count,  bleeding  and  clotting  time,  prothrombin 
time,  platelet  count,  gastric  analysis,  serum  lipase,  PBI, 
T-3,  electrolytes,  lipoprotein,  electrophoresis,  A/G  ratio, 
bilirubin,  alkaline  phosphatase,  LDH,  and  SCOT  which 
were  all  within  normal  limits.  The  intravenous  pyelogram 
revealed  a curvilinear  calcification  in  the  left  upper 
quadrant  of  -the  abdomen  (Fig.  1)  and  the  upper  GI 
series  showed  a medial  displacement  of  the  stomach. 


Operative  procedure. — A left  transverse  upper  abdom- 
inal incision  revealed  a cyst  attached  to  the  tail  of  the 
pancreas.  Removal  of  the  spleen  was  necessary  to  mobi- 
lize and  free  the  cyst  which  was  removed  completely 
intact. 

The  patient’s  hospital  course  was  uneventful  and  she 
was  discharged  for  follow-up  on  the  ninth  postoperative 
day. 

Gross  Pathology 

The  cyst  located  in  the  tail  of  the  pancreas 
measured  15.5  x 11  x 9 cm.  and  had  a smooth 
external  surface  with  palpable  areas  of  linear 
hardness.  Upon  sectioning,  a unilobular,  partly 
solid,  partly  cystic  cavity  containing  approximate- 
ly 600  cc.  of  brown,  colloid,  jelly-like  material 
was  found.  This  material  gave  a positive  benzi- 
dine test.  The  wall  thickness  varied  from  0.1  to 
0.4  cm.  and  contained  apparent  spicules  of  cal- 
cium (Fig.  2). 

Histopathology 

The  wall  of  the  cyst  was  composed  of  fibrous 
connective  tissue  and  vascular  structures.  Chronic 
inflammatory  cells  and  linear  calcification  were 
noted.  The  inner  surface  of  the  wall  was  lined  by 
columnar  epithelium  with  focal  areas  of  papillary, 
glandular  structures  which  protruded  into  the 
lumen  (Fig.  3).  These  structures  showed  vari- 
ation in  size,  irregular  formation,  loss  of  polarity, 
bridging  and  mitotic  activity  without  apparent 
invasion  of  the  wall  (Fig.  4).  Areas  of  necrosis 
and  hemorrhage  were  seen  within  the  neoplastic 
formations.  Focal  areas  of  normal  appearing  pan- 
creatic ductal  islet  and  acinar  tissue  were  also 
seen.  The  lumen  contained  an  amorphous  material 
with  areas  of  cholesterol  clefts  and  hemosiderin- 
laden macrophages. 

Discussion 

Abdominal  pain  with  associated  weight  loss 
and  palpable  mass  in  the  left  upper  abdomen  were 
the  presenting  symptoms  and  signs,  similar  to 
those  reported  by  others.  The  important  facts  in 
this  patient’s  history  were  repeated  abdominal 
complaints  for  the  preceding  ten  years  and  ab- 
sence of  preoperative  trauma  or  evidence  of  pan- 
creatitis. These  features  suggested  the  possibility 

of  neoplasia.2 
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Fig.  1. — Curvilinear  calcification  in  left  upper  quadrant 
of  abdomen  (IVP). 


A most  interesting  feature  of  this  lesion  was 
the  roentgenographic  finding  of  capsular  calcifica- 
tion. This  is  reported  in  about  10%  of  cases.^ 
Curvilinear  calcification  in  the  left  upper  quad- 
rant of  the  abdomen  might  also  suggest  calcified 
adrenal  cyst,  pancreatic  pseudocyst,  calcified 
splenic  infarction  or  calcified  mesenteric  cyst. 

The  histological  findings  of  benign  as  well  as 
malignant  appearing  areas  suggest  malignant  de- 


Fig.  2. — Cross  section  through  cyst  shovcing  smooth  ex- 
ternal surface  (short  arrow),  calcified  spicules  (medium 
arrow)  and  area  of  sold  tumor  with  hemorrhage  (large 
arrow). 


Fig.  3. — Inner  surface  of  wall  of  cyst  lined  with  colum- 
nar epithelium  (arrow)  and  focal  area  of  papillary, 
glandular  structures  protruding  into  cyst  lumen  (hema- 
toxylin and  eosin,  Xl34). 


Fig.  4. — Higher  magnification  of  glandular  structure 
showing  multiple  mitosis  (arrows)  and  loss  of  polarity 
(hematoxylin  and  eosin,  X620). 
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generation  from  benign  cystadenoma  to  cystade- 
nocarcinoma.  This  transformation  has  been  sug- 
gested by  the  case  reports  of  Lichtenstein,  Speese, 
McWhorter,  Friedenwald,  Young  and  Prob- 

stein.i'9-13 

The  epithelial  lining  in  the  case  did  not  de- 
viate from  that  seen  in  the  normal  pancreatic  duct 
except  for  variable  degrees  of  cellular  atypia  in 
the  malignant  areas.  This  fact  supports  the  origin 
of  cystadenoma  and  cystadenocarcinoma  in  the 
ductal  epithelium  as  discussed  by  Glenner.i^  This 
author,  along  with  Lichtensteini  and  Benson,!^ 
considered  the  tendency  to  proliferate  in  such  a 
fashion  as  to  produce  papillary  projections  into 
the  lumen  of  the  cyst  as  indicative  of  neoplastic 
activity. 

Summary 

Cystadenocarcinoma  of  the  pancreas  is  re- 
ported in  a 60-year-old  white  female  with  a pre- 
operative roentgenographic  finding  of  curvilinear 
calcification  in  a left  upper  quadrant  mass  of 
the  abdomen.  The  theory  of  the  origin  of  cysta- 
denocarcinoma of  the  pancreas  arising  in  the 
ductal  epithelium  is  commented  upon  briefly. 
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It  is  said  that  a river  becomes  crooked,  following  the  line  of  least  resistance.  So  does  man. 
Better  to  remain  silent  and  be  thought  a fool  than  to  speak  and  to  remove  all  doubt. 

In  essentials,  unity;  in  nonessentials,  liberty;  in  all  things,  charity. 

— Abraham  Lincoln  ( 1809-1865 ) 

.•\11  higher  motives,  ideals,  conceptions,  sentiments  in  a man  are  of  no  account  if  they  do  not 
come  forward  to  strengthen  him  for  the  better  discharge  of  the  duties  which  devolve  upon  him  in  the 
ordinary  affairs  of  life. 

— Henry  Ward  Beecher  ( 1813-1887 ) 
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The  Prognostic  Value  of  EEG  Sleep  Recordings 
in  Carbon  Monoxide  Intoxication 

I.  Karacan,  M.D.,  G.  Barnard,  M.D.  and  R.  L.  Williams,  M.D. 


This  case  report  suggests  that  electroencepha- 
lographic  (EEG)  sleep  recordings  may  provide  a 
new  technique  for  prognosticating  cases  of  acute 
carbon  monoxide  (CO)  intoxication.  Since  the  de- 
gree of  severity  of  the  clinical  condition  is  often  of 
little  prognostic  value  in  CO  intoxication,  the  fur- 
ther utilization  of  sleep  EEC’s  in  these  cases  is  in- 
dicated. Moreover,  sleep  EEC’s  may  prove  to  be 
of  further  significance  as  a guide  for  rational  clini- 
cal treatment. 

Theoretical  Background 

Although  man  has  long  known  that  sleep  is 
essential  to  the  maintenance  of  physical  and  men- 
tal health  and  to  satisfactory  recovery  from  sick- 
ness or  injury,  the  physiological  basis  behind  its 
restorative  function  has  remained  a mystery.  The 
discovery  and  classification  of  distinct,  brain 
waveform  patterns  (sleep  stages)  with  the  elec- 
troencephalographi  put  to  rest  the  ancient  notion 
that  sleep  is  a state  of  physiological  inactivity.  On 
the  contrary,  it  has  been  shown  that  human  sleep 
is  accompanied  by  cyclical  periods  of  intense  auto- 
nomic activity. 2 •■3  These  periods  have  been  des- 
ignated the  REM  state  since  they  are  most  overt- 
ly recognizable  by  rapid,  conjugate  eye  move- 
ments.2 

The  sleep  stages  have  been  shown  to  represent 
a stable  phenomena  among  individuals  of  a given 
age  group. ^ Of  the  four  sleep  stages,  classified  by 
frequency  and  amplitude,  stage  4 (slow  wave, 
“deep”  sleep)  and  stage  1-REM  (fast  wave  ac- 
companied by  rapid  eye  movement)  appear  to  be 
the  most  functionally  significant.  Experimental 
deprivation  of  either  stage  produces  adverse  psy- 
chophysiological  responses. ^ Both  stages®-’’  “re- 
bound” following  deprivation.  Observations  that 
intense  autonomic  activity  accompanies  REM® -12 
and  that  most  dreaming  occurs  during  this  stage® 
has  made  its  investigation  theoretically  compelling. 
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Noting  that  the  “feedback”  phenomena  of 
adaptation,  evolution,  homeostasis,  and  learning 
are  intrinsic  to  living  processes,  and  that  the  brain 
in  higher  animals  seems  to  be  “programmed”  to 
perform  functions  most  relevant  to  current  needs, 
Dewan’3  has  likened  the  brain  to  a computer. 

The  observationi^-i®  that  REM  percentage  in 
animals  is  directly  related  to  the  complexity  of  the 
organism  (the  higher  level,  the  more  REM)  indi- 
cates a phylogenetic  development  of  REM.  The 
finding  of  a predominance  of  REM  in  the  human 
fetusi®  and  in  early  infancy,^’’  and  of  a subse- 
quent decrease  of  the  state  with  aging  (approxi- 
mately 24%  in  young  adults)  indicates  an  onto- 
logical development  of  this  state.  This  evidence, 
when  coupled  with  Dement’s’’  finding  of  a “re- 
bound” of  REM  to  above  normal  baseline  levels 
following  selective  REM  deprivation,  has  led 
Dewani®  to  hypothesize  that  REM  is  “necessary 
and  sufficient”  for  the  organizational  and  integra- 
tional  (programming)  processes  of  the  brain  (the 
so-called  “p-hypothesis”). 

The  present  case  study,  involving  acute  carbon 
monoxide  poisoning  which  resulted  in  impaired 
cognitive  and  psychomotor  functioning,  provided 
an  opportunity  to  test  Dewan’s  “p-hypothesis.”  If 
REM  is  related  to  proper  restorative  “program- 
ming” of  the  brain,  one  would  expect  an  elevation 
of  REM  percentage  to  foreshadow  and  accompany 
clinical  improvement. 

Case  Presentation 

A 24-year-old  married,  white  female  was  admitted  to 
her  home-town  hospital  for  emergency  treatment  immedi- 
ately after  an  alleged  suicide  attempt  (auto  exhaust 
fumes).  The  patient’s  husband  had  reportedly  found  her 
unconscious  in  her  automobile  with  the  engine  running  in 
a closed  garage,  where  she  had  remained  for  approxi- 
mately one  hour.  The  patient  was  still  unconscious  upon 
arrival  at  the  hospital  and,  following  emergency  treatment 
and  admission,  she  remained  there  for  six  days.  Records 
from  that  hospital  indicate  an  initial  blood  CO  level  of 
30%.  EEG  on  the  day  of  admission  was  abnormal  with 
posterior  slow  wave  activity.  Six  days  after  admission,  the 
patient  began  to  behave  inappropriately,  appeared  dis- 
oriented, and  complained  of  speech  and  hearing  difficulties 
and  of  severe  headaches.  On  that  day  she  was  transferred 
to  Shands  Teaching  Hospital,  University  of  Florida. 
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Upon  admission  to  Shands,  the  patient  was  lethargic 
and  disoriented.  Physical  examination  revealed  no  ab- 
normalities except  obesity  and  thyroid  gland  sensitivity. 
.\n  endocrinological  examination  confirmed  euthyroidism. 
,\n  EXT  consultation  failed  to  reveal  a basis  for  the 
patient’s  prior  complaints  of  speech  and  hearing  difficulties. 
,\n  initial  EEC  was  abnormal  with  diffuse  paroxysmal 
slow-wave  activity  and  excessive  theta  activity.  An  initial 
neuropsychological  consultation  revealed  severe  perceptual- 
motoric  dysfunction,  disorientation  as  to  time  and  place 
and  apparent  visual  difficulty.  A series  of  tests  were  ad- 
ministered including  the  Rorschach,  word  association,  sim- 
ple object  naming,  and  drawing,  memory  and  reading 
tasks.  Ability  to  draw  resembled  that  of  a three  year-old. 
Response  to  Rorschach  varied  from  gross  errors  to  ade- 
quate performance.  The  patient  could  remember  short 
series  of  words  over  a few  minutes,  but  could  not  remem- 
ber her  home  address,  phone  number,  her  children’s  names, 
nor  could  she  describe  her  children.  The  patient  could  not 
name  simple  objects  correctly  nor  could  she  write  her 
name. 

The  patient  was  placed  on  an  intensive  treatment  pro- 
gram including  occupational  therapy,  group  and  individ- 
ual psychotherapy.  On  the  fifth  week  after  admission  to 
Shands,  a full  neuropsychological  battery  was  again  ad- 
ministered including  a Rorschach  test.  At  that  time  she 
was  classified  as  a Borderline  Defective  (VIQ,  97 ; PIQ, 
57;  FIQ,  79).  Wechsler  Memory  Scores  (I,  II;  0,  105) 
were  within  normal  limits.  Drawings  on  command  were 
normal.  The  Child’s  Form  Board  performance  (RH,  15 — 7 
errors;  LH,  15 — 8 errors)  and  the  Facial  Recognition  Test 
(only  5 of  12  faces  remembered)  scores  were  poor,  as  were 
the  Bender- Gestalt  scores.  However,  her  vocabulary  (Pea- 
body and  VIQ)  was  appreciably  above  that  of  persons 
functioning  at  her  range  of  nonverbal  abilities.  The  patient 
was  discharged  five  weeks  after  admission  and  was  able 
to  resume  normal  functioning  at  home. 

On  the  I5th  week  after  admission,  the  patient  again 
returned  to  the  hospital  for  evaluation  and  neuropsycho- 
logical testing.  At  this  time  she  was  functioning  at  the  Dull 
Normal  Range  of  Intelligence  (VIQ,  97 ; PIQ,  69 ; FIQ, 
84).  Bender-Gestalt  and  Facial  Recognition  Tests  were 
now  within  normal  limits.  Language  writing  and  arithme- 
tic ability  had  also  improved  as  had  her  ability  to  plan 
and  organize  tasks  on  paper.  Speed  on  tapping  was  ade- 
quate bilaterally  but  continued  to  show  relatively  depress- 
ed left-hand  performance  (RH,  48.0;  LH,  36.75).  Mild 
brain  dysfunction  persisted,  however,  in  that  PIQ  scores 
reflected  problems  in  solving  nonverbal  tasks  under  timed 
conditions. 

By  this  time,  the  patient’s  EEG  had  improved  with  a 
return  of  normal  background  activity.  However,  the  pres- 
ence of  one  five  per-second  burst  of  low  voltage  spike 
and  wave  activity  indicated  a residual  abnormality. 

Sleep  EEG  Recording 

The  patient  was  referred  for  sleep  EEG  evaluation 
because  of  inability  to  sleep  for  more  than  one  hour.  The 
initial  recording  was  made  two  nights  after  admission. 
Beginning  on  that  night,  an  eight  channel  EEG  and  a two 
channel  EOG  were  performed  continuously  throughout  the 
night  on  three  consecutive  nights.  The  EEG  machine  was 
run  at  15  mm.  per  second.  The  records  were  analyzed 
minute  by  minute  using  the  Williams  et  aH  modification 
of  the  sleep  stage  scoring  method  suggested  by  Dement 
and  Kleitman.3  On  the  first  night,  the  patient  slept  ap- 
proximately one  hour  and  did  not  have  any  REM  sleep. 
On  the  following  two  nights,  she  slept  between  four  and 
five  hours.  REM  was  14%-18%  of  total  sleep  time. 

One  month  after  admission,  the  patient  was  again 
evaluated  for  three  consecutive  nights,  using  the  same  pro- 
cedures. At  this  time  she  slept  seven  to  eight  hours  per 
night,  which  is  her  normal  sleep  time.  Her  REM  was 
30%-31%  of  total  sleep  time  (significantly  greater  than  the 
average  amount  for  her  age  group  which  is  about  24%). 

third  series  of  sleep  EEG’s  were  monitored  for  three 
consecutive  nights,  15  weeks  after  admission.  REM  ranged 
30%-36%  of  total  sleep  time. 


Discussion 

It  has  been  shown'*  that  among  subjects  of  the 
patient’s  age  group,  REM  sleep  occurs  predomi- 
nantly during  the  last  third  of  the  night.  More- 
over, if  subjects  are  restricted  as  to  the  amount 
of  sleep  in  a given  night,  they  will  sleep  as  if  they 
were  going  to  sleep  for  their  usual  total  period.*® 
Since  REM  normally  occurs  predominantly  during 
the  last  third  of  the  night,  this  phase  may  not  ap- 
pear in  subjects  when  they  sleep  for  abbreviated 
periods.  Hence,  the  observed  decreased  levels  of 
REM  in  the  present  subject  during  the  initial 
three-night  recording  sequence  is  probably  attrib- 
utable to  the  decreased  total  sleep  time  on  those 
nights. 

Progressive,  selective  deprivation  of  REM  has 
been  shown*"  to  result  in  the  appearance  of  that 
state  in  shorter  and  shorter  intervals  as  if  a pres- 
sure for  REM  were  building  up.  The  subsequent 
resumption  of  a night  of  undisturbed  sleep  fol- 
lowing such  selective  REM  deprivation  will  result 
in  a higher-than-baseline  percentage  of  REM,  as 
if  in  compensation  for  the  previous  loss.  This 
“rebound”  phenomenon  has  been  interpreted  as 
demonstrating  a need  by  the  organism  for  REM 
sleep."*'*®  Neither  the  mechanism  of  this  rebound 
phenomenon  nor  the  functional  significance  of 
REM  to  the  organism  are  fully  understood  at  this 
time.  However,  the  appearance  of  a significant 
elevation  in  REM  during  the  second  and  third 
three-night  series  of  observations  in  the  present 
patient  is  not  likely  the  result  of  the  “rebound” 
phenomenon.  In  the  first  place,  the  patient  had 
not  been  selectively  REM-deprived.  In  the  second, 
even  if  she  had  been,  the  rebound  would  have  been 
transitory  and  would  not  have  persisted  after  a 
period  of  three  months. 

Hartmann**  and  Jouvet*®  have  noted  that 
most  mammals  exhibit  a REM  percentage  similar 
to  that  found  in  man,  whereas  lower  animals, 
which  do  not  exhibit  similar  complexities  in  be- 
havior, exhibit  significantly  less  or  a complete  ab- 
sence of  REM.  It  has  been  estimated^®  that  the 
human  fetus  (24-30  weeks  gestational  age)  spends 
100%  of  total  sleep  time  in  REM,  and  it  has  been 
demonstrated*"*  that  human  infants  spend  50% 
of  total  sleep  time  in  REM,  as  contrasted  with 
20% -2  5%  REM  in  adults.  This  evidence  of  a 
phylogenetic  and  ontological  development  of  REM 
and  the  finding"*  of  a “rebound”  compensation 
phenomenon  has  led  Dewan*^  and  Greenberg  and 
Dewan^*  to  hypothesize  that  REM  is  related  to 
proper  organization  and  integration  (“program- 
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ming”)  functions  of  the  brain,  i.e.,  that  REM  is 
necessary  for  adding  new  information  to  existing 
stores  and  structure  of  the  brain. 

In  line  with  this  hypothesis,  one  would  expect 
to  find  that  a brain-damaged  patient  who  is  im- 
proving will  have  a higher  percentage  of  REM 
sleep  than  one  who  is  not. 21  In  support  of  this 
“p-h5^othesis,”  it  has  been  reported  that  a posi- 
tive correlation  exists  between  improvement  in 
aphasia  (a  clearly  existing  programming  situation) 
and  increased  levels  of  REM  sleep. 21  Moreover, 
it  has  also  been  shown22  among  mentally  retarded 
children  that  the  lower  the  I.Q.  score,  the  lower 
the  amount  of  REM  sleep. 

The  neuropathological  changes  which  occur  as 
a result  of  carbon  monoxide  poisoning  have  been 
described  in  detail  in  the  literature.23  Since  the 
gradual  restorative  process  which  takes  place 
during  a successful  recovery  from  brain  damage 
caused  by  carbon  monoxide  poisoning  is  one  re- 
quiring the  integration  and  storage  of  new  infor- 
mation (learning)  ,23  one  would  expect,  consistent 
with  the  “p-hypothesis”  of  Dewan,i3  that  a high 
REM  percentage  would  foreshadow  and  accom- 
pany clinical  improvement. 

In  the  present  patient,  an  unusually  high  REM 
percentage  was  observed  throughout  the  course  of 
improvement.  This  increase  was  at  the  expense  of 
stage  2.  Total  sleep  time  was  within  normal  range 
for  this  patient.  The  first  observation  of  increased 
REM  was  noted  four  weeks  after  admission.  At 
that  time  the  neuropsychological  consultation  and 
clinical  observations  showed  that  only  a marginal 
improvement  had  occurred  since  admission,  and 
prognosis  was  guarded.  The  patient  was  then 
functioning  as  a Borderline  Defective  with  percep- 
tual-motoric dysfunction  and  poor  orientation  to 
reality.  Memory  and  nonverbal  reasoning  abilities 
were  significantly  impaired.  Therefore,  this  initial 
observation  of  increased  REM  preceded  the  mani- 
festation of  outward  signs  of  clinical  improvement. 

At  the  time  of  the  second  sleep  EEG  series,  15 
weeks  after  admission,  REM  was  still  substantially 
elevated.  Clinically,  the  patient  had  improved  and 
was  resuming  normal  duties  and  responsibilities 
at  home;  however,  she  was  still  functioning  intel- 
lectually within  the  Dull  Normal  Range.  Psycho- 
logical testing  revealed  continued  difficulty  in  per- 
forming nonverbal  tasks  under  timed  conditions. 
Moreover,  a waking,  clinical  EEG  indicated  resid- 
ual abnormality  by  the  presence  of  a burst  of  low 
voltage  wave  and  spike  activity.  This  second  ob- 
servation of  increased  REM  therefore  confirmed 


neuropsychological  indications  that  reparation  of 
the  brain  was  still  taking  place. 

The  observations  of  a significant  elevation  in 
REM  sleep,  (1)  at  a time  before  any  outward 
sign  of  clinical  improvement  was  noticeable,  and 
(2)  when  clinical  observations  and  neuropsycho- 
logical tests  revealed  that  reparation  had  occurred 
and  was  continuing  to  occur,  would  tend  to  con- 
firm the  hypothesis  that  REM  sleep  is  functionally 
related  to  the  addition  of  new  information  to 
existing  stores  in  the  brain,  and  that  an  elevation 
in  REM  sleep  precedes  and  accompanies  the  res- 
toration of  proper  brain  functioning. 

Conclusion 

It  would  appear  that  EEG  sleep  studies  have 
prognostic  value  in  foreshadowing  clinical  recovery 
in  brain-damaged  patients.  Since  the^re  is  no  other 
known  prognostic  tool  or  laboratory  test  which  can 
provide  a clue  to  the  clinical  outcome  in  this  type 
of  patient,  our  findings  suggest  that  EEG  sleep 
studies  might  be  particularly  valuable. 

There  is  still  another  implication  from  EEG 
sleep  studies,  and  especially  from  the  present  case, 
regarding  treatment  of  brain-damaged  patients. 
Since  it  would  appear  that  an  elevation  of  REM 
sleep  is  related  to  restoration  of  brain  functioning, 
hypnotic  drugs  and  tranquilizers,  which  have  been 
shown24,25  to  have  a REM-reducing  effect,  should 
not  be  used  indiscriminately  in  these  patients.  It 
would  appear  that  these  drugs  might  work  con- 
trary to  the  natural  reparation  processes  of  the 
organism  and  might  indeed  retard  improvement. 
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Sometimes  it  is  Sciid  that  man  cannot  be  trusted  with  the  government  of 
be  trusted  with  the  government  of  others? 


— T homas 


himself.  Can  he  then 
Jefferson  (1743-1826) 


If  a man  can  write  a better  book,  preach  a better  sermon,  or  make  a better  basket  than  his  neigh- 
bor, though  he  build  his  house  in  the  woods,  the  world  will  make  a beaten  path  to  his  door. 

— Ralph  Waldo  Emerson  (1803-1882) 
I’ll  study  and  get  ready,  and  then  maybe  my  chance  will  come. 

— Abraham  Lincoln  (1809-1865) 
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Treating  Anxiety  and  Depression  in  the  Elderly 

A Double  Blind  Crossover  Evaluation 
of  Two  Widely  Used  Tranquilizers 

Charles  R.  liEiiER,  M.D. 


Anxiety  and  depression  in  the  geriatric  patient 
is  a serious  and  often  chronic  state  which  portends 
epidemic  proportions  as  the  numbers  of  our  aged 
rise.  Although  anxiety  and  depression  is  difficult 
enough  to  treat  in  any  age  group,  there  are  several 
factors  which  makes  it  even  more  difficult  in  the 
geriatric  patient.  The  most  obvious  and  self-evi- 
dent factor  is  the  general  mental  and  physical 
deterioration  found  in  many  of  our  elderly.  They 
are  not  good  candidates  for  psychotherapy  be- 
cause their  poor  mental  state  is  quite  often  a result 
of  facing  the  reality  of  their  environment.  More- 
over, the  use  of  psychopharmaceuticals  designed 
to  alter  their  underlying  perception  of  this  en- 
vironment often  produces  unusual  or  unpredictable 
results.  Some  of  the  newer  psychopharmaceuticals, 
however,  have  shown  promise  in  overcoming  such 
problems. 

A double  blind  crossover  study  was  designed 
to  determine  how  effective  two  of  these  prepara- 
tions,+  one  a combination  of  perphenazine  (2  mg.) 
and  amitriptyline  (10  mg.)*  and  the  other  chlor- 
diazepoxide  hydrochloride  (10  mg.),**  were  in  the 
treatment  of  anxiety  and  depression  in  the  ambu- 
lant elderly  patient.  These  dosage  strengths  were 
relatively  equipotent  for  this  indication.  The 
study  was  also  designed  to  include  statistical  in- 
formation on  kinds  and  percentage  of  side  effects 
and  degree  of  seriousness  in  order  to  determine  the 
weight  of  these  factors  in  justifying  these  dosages 
for  treating  anxiety  and  depression  in  the  aged. 

A total  of  63  geriatric  patients  in  an  institution 
for  the  aged  were  divided  into  two  groups  and 
assigned  to  treatment  according  to  the  following 
crossover  design: 

No.  OF 

Patients  Period  Treatment 

Group  1 32  I perphenazine-amitriptyline 

II  chlordiazepoxide  hydrochloride 
Group  2 31  I chlordiazepoxide  hydrochloride 

II  perphenazine-amitriptyline 

-f-  Supplied  by  Merck,  Sharp  & Dohme. 

* Availalde  as  Etrafon  (Schering)  2-10  mg.;  Triavil  (.Merck) 
2-10  mg. 

Available  as  Librium  (Roche). 


Following  Period  I,  all  patients  received  place- 
bo for  one  week  before  being  crossed-over  to  the 
second  active  treatment.  The  dosage  ranged  from 
one  capsule  per  day  to  one  capsule  q.i.d.,  with 
most  patients  receiving  the  latter.  Group  1 con- 
sisted of  six  males  and  26  females;  the  ages  ranged 
from  68  to  89  years  with  a median  age  of  80  years. 
Group  2 consisted  of  two  males  and  29  females; 
the  median  age  was  80  years  with  ages  ranging 
from  69  to  90  years. 

Target  or  presenting  symptoms  were  rated 
prior  to  therapy  and  at  one-week  intervals  for  a 
period  of  four  weeks,  at  the  end  of  which  time 
patients  were  treated  with  placebo  for  a one-week 
period.  Patients  were  then  crossed-over  to  the 
second  active  compound  and  treated  as  before  for 
another  four-week  period.  The  symptom  rating 
scale  was  as  follows: 

1 —  None 

2—  Mild 

3 —  Moderate 

4 —  Severe 

The  evaluation  of  each  symptom  was  based  upon 
only  those  patients  who  presented  that  symptom 
at  the  start  of  active  treatment.  Since  some  of  the 
patients  did  not  present  the  same  symptoms  fol- 
lowing the  one-week  placebo  period  as  they  had 
prior  to  treatment.  Periods  I and  II  were  analyzed 
separately.  Table  1 and  2 summarize  these  results. 
Statistically  significant  treatment  differences  are 
shown  in  the  tables.  Table  3 summarizes  the  mean 
symptom  scores  for  those  patients  who  presented 
the  same  symptom  at  the  start  of  both  Periods 
I and  II.  As  shown  in  the  table,  the  mean  depress- 
ed mood  score  was  statistically  significantly  lower 
for  patients  receiving  perphenazine-amitriptyline 
than  receiving  chlordiazepoxide  hydrochloride; 
however,  the  reverse  was  true  for  anxiety.  Statis- 
tically significant  treatment  differences  are  shown 
in  the  table. 

Response  to  therapy  was  rated  at  the  end  of 
each  week  of  active  treatment.  The  scoring  scale 
appearing  on  the  clinical  form  was  as  follows: 
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■Mean  Symptom  Scores — Period  I. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


excerpt 
from  No.  i 
ofa  new  series 
Searle' 


‘The  Ecology 
of  Birth  Control” 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  anc/| 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the  ! 
emotional  and  behavioral  life  of  the  j 
individual.  , 


i 


An  original  contribution 
to  the  science  of  contraception 


Each  tablet  contains  1 mg.  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 


Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects ...  with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication— Demulen  is  indicated  tor  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  leading  to  this  conclusion,  and 
one"  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates" in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  tor  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions —The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  ' 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con-  i 
traceptive  steroids.  | 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonaryembolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in-  ' 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup-  ij 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice,  ' 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and  I 
mental  depression.  I 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral  | 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula-  : 
tion  post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  | 
hemorrhagic  eruption  and  itching.  : 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  ' 
tests:  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X: 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values:  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13.-267-279  (May)  1967.  i 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  R:  Investigation  of  Deaths  from  Pulmonary. 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing  , 
Age.  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem-  1 
bolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4. 
Sartwell,  P E.:  Masi,  A.  T;  Arthes,  F.  G.:  Greene,  G.  R.,  and  Smith,  H.  E.:  Throm-  ! 
boembolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer,  J.  Epidem.  90:365-380  (Nov.)  1969.  1 A2 

Where  "The  Pill”  Began 
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Mylanta 
24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = pafient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  o(  Alios  Chemicol  Industries,  Inc.,  Wilmington,  Del.  19899 
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Statistically  significantly  better  than  chlordiazepoxide  hydrochloride  (p<  ,01). 


] 


Table  6. — Incidence 

OF  Side  Effects, 

All  Patients. 

Side  Effect 

Period 

I 

Period 

II 

PERPII.-AMIT. 

CHLORDIAZE. 

PERPH.-AMIT. 

CHLORDLAZE. 

Drowsiness 

8/32  = 25.0%* 

23/31  = 74.2% 

13/31  = 41.9%** 

24, -32  = 75.0% 

Dizziness 

2/32  = 6.3%*** 

14/31  = 45.2% 

2/31  = 6.5%*** 

13/32  = 40.6% 

Light  Headedne.ss 

2/32  = 6.3% 

8/31  = 25.8% 

2/31  = 6.5% 

5/32  = 15.6% 

Weakness 

1/32  = 3.1% 

3/31  = 9.7% 

0/31  = 0.0% 

2/32=  6.3% 

Ataxia 

1'32=:  3.1%*** 

10/31  = 32.3% 

0/31  = 0.0%** 

7/32  = 21.9% 

Excitement 

0/32  =r  0.0% 

0/31  = 0.0% 

1/31  = 3.2% 

0/32  = 0.0% 

G.I.  Upset 

1/32  = 3.1% 

0/31  = 0.0% 

1/31  = 3.2% 

0/32  = 0.0% 

Dry  Mouth 

4/32  = 12.5% 

1.'31  = 3.2% 

8/31  = 25.8% 

1 32  = 3.1%t 

Extrapyramidal  Signs 

0/32  = 0.0% 

0/31  = 0.0% 

1/31  = 3.2% 

0/32  = 0.0% 

Hypertension  (Transient) 

0/32  = 0.0% 

1/31  = 3.2% 

0/31  = 0.0% 

0.'32  = 0.0% 

Patients  with  Side  Effects 

12/32  = 37.5%*** 

25/31  = 80.6% 

18/31  = 58.1% 

24,32  = 75.0% 

* Statistically  significantly  lower  incidence  than  chlordiazejioxtde  hydrochloride  (p<C.001). 

**  Statistically  significantly  lower  incidence  than  chlordiazepoxide  hydrochloride  (p<.05). 
***  Statistically  significantly  lower  incidence  than  chlordiazepoxide  hydrochloride  (p<C.01). 

t Statistically  significantly  lower  incidence  than  perphenazine-amitriptyline  (p<!.05). 


1 —  None 

2 —  Worse 

3 —  Fair 

4 —  Good 

5— ^Excellent 

For  analysis  purposes,  the  scale  was  altered  as 
follows: 

1 —  Worse 

2 —  None 

3 —  Fair 

4 —  Good 

5 —  Excellent 

The  mean  response  scores  are  summarized  in 
Tables  4 and  5.  Table  4 shows  the  results  ob- 
tained from  separate  analysis  of  the  two  treatment 
periods,  and  Table  5 summarizes  the  overall  anal- 
ysis results.  Statistically  significant  treatment  dif- 
ferences are  shown  in  the  tables. 

Table  6 summarizes  the  incidence  of  side  ef- 
fects for  Periods  I and  II.  All  patients  are  in- 
cluded. Statistically  significant  differences  are 
shown  in  the  table. 

Overall,  27  of  the  60  patients  (45.0%)  report- 
ed side  effects  while  receiving  perphenazine-ami- 
triptyline and  46  (76.7%)  reported  side  effects 
while  receiving  chlordiazepoxide  hydrochloride. 
This  difference  was  significant  at  the  P<  .001 
level. 

Comments 

Careful  • analysis  of  the  data  (Tables  1-6) 
reveals  that  both  drugs  were  approximately  equal 
in  relieving  the  symptoms  of  moderate  anxiety  and 
depression  in  this  group  of  geriatric  patients,  three 
patients^  were  lost  to  the  study  due  to  intervening 
illnesses.  However,  the  data  did  establish  that  a 
drug  combination  of  perphenazine  and  amitripty- 
line which  is  SO' often  reserved  or  recommended  for 


more  serious  anxious  or  mentally  depressive  state.'; 
are  no  more  apt  to  cause  side  effects  in  the  geriat- 
ric patient  in  appropriate  doses  than  those  drugs 
usually  recommended  for  more  moderate  condi- 
tions. In  fact,  based  on  our  results,  the  opposite 
seems  true.  Chlordiazepoxide  hydrochloride  had 
a side  effect  incidence  of  76.5%  while  the  perphen- 
azine-amitriptyline combination  presented  only 
45.0%.  Moreover,  the  side  effects  seen  with  the 
phenothiazine  combination  were  generally  benign 
and  well  tolerated  in  the  elderly  w^hile  those  seen 
with  chlordiazepoxide  hydrochloride  were  side 
effects  of  greater  risk  to  patients  of  this  age.  The 
interesting  results  achieved  in  this  study  warrant 
further  analytical  studies  of  this  nature  to  confirm 
or  elaborate  on  our  conclusions. 

Summary 

In  order  to  determine  the  effectiveness  of  two 
widely  used  psychopharmaceuticals  and  the  pos- 
sible degree  of  seriousness  of  their  side  effects  in 
the  elderly,  63  geriatric  patients  with  anxiety  and 
depression  were  divided  into  two  groups  and 
treated  with  either  perphenazine-amitriptyline  or 
chlordiazepoxide  hydrochloride  for  four  weeks. 
After  a rest  period  of  one  week  with  placebo,  the 
drugs  were  then  crossed-over  for  another  four 
weeks.  The  ensuing  results  indicated  that  both 
drugs  were  effective  in  anxiety  and  depression. 
The  perphenazine-amitriptyline  proved  superior 
in  depression  whereas  the  chlordiazepoxide  hydro- 
chloride demonstrated  some  advantage  in  anxiety. 
However,  in  relation  to  side  effects  the  percentage  ' 
of  patients  suffering  from  side  effects  was  greater 
with  the  chlordiazepoxide  hydrochloride  than  with 
the  perphenazine-amitriptyline  combination. 

^ Dr.  Beber,  1150  Northwest  14th  Street,  Miami 
33136. 
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Erysipeloid  Infection  of  Digits 

Timothy  A.  Lamphier,  M.D. 


Failure  to  recognize  erysipeloid  infection  of 
the  digits  results  in  needless  incision  and  drainage 
and  complicates  treatment  because  of  the  result- 
ant mixed-infections  that  ensue.  Consequently 
misdiagnosis  results  in  great  economic  loss. 

Erysipeloid,  first  described  in  1884  by  Rosen- 
bach,  was  known  to  be  an  acute  cellulitis  caused 
by  the  bacillus  of  a swine  erysipelas.  In  the  series 
of  cases  to  be  described,  it  occurred  mostly  in 
meat  handlers  and  fish  workers.  It  is  sometimes 
referred  to  as  “fish  poisoning.”  It  may  also  occur 
after  handling  shrimp,  decayed  vegetables  or  ani- 
mal matter,  and  crabs. 

The  unique  characteristics  of  the  cellulitis  are 
such  that  it  should  automatically  deter  any  con- 
siderations of  surgery.  The  disease  is  limited  for 
the  most  part  to  the  hand  or  fingers.  In  the  cases 
to  be  described  the  infection  was  confined  to  a 
single  digit.  In  the  northern  United  States  the 
disease  normally  occurs  during  the  summer 
months,  i.e.,  June,  July  or  August.  However,  it  is 
prone  to  appear  at  any  time  in  semitropical  areas. 
Erysipeloid  will  occur  frequently  among  commer- 
cial fishermen  and  is  often  misdiagnosed  as  pyo- 
genic cellulitis.  It  is  quite  resistant  to  treatment 
and  the  acute  infection  will  last  on  an  average  of 
five  to  six  weeks.  The  diagnosis  is  important  to 
the  industrial  physician  because  of  the  causal 
relationship  to  fish  handlers  and  the  prolonged 
period  of  treatment  required.  In  certain  environ- 
ments the  organism  persists  in  the  soil  as  a harm- 
less saprophyte  but  it  has  the  ability  to  change 
suddenly  to  a pathogenic  parasite. 

Bacteriology 

The  organism  occurs  in  three  strains,  namely 
the  swine,  human,  and  mouse.  Initially  it  is  a 
gram  positive  coccoid  and  then  later  becomes  a 
gram  positive  bacillus.  The  incubation  period  fol- 
lowing an  injury  is  from  one  to  five  days. 

Bacteriologic  Findings 

In  1909  Rosenbach  isolated  the  organism  from 
a human  erysipeloid  infection.  The  organisms  are 
described  as  “slender  rods  0.2  to  0.3  by  0.5  to  1.5 
occurring  singly  or  in  chains  with  a tendency  to 
produce  long  filamentous  forms.”  It  is  nonsporo- 
genous,  nonencapsulated,  and  nonmobile.  It  takes 
a positive  gram  stain  and  is  microaerophilic.  The 


colonies  on  various  media  are  minute  (0.1  Gm.), 
round,  convex  or  amorphous  and  water-clear  or 
glistening  on  blood  agar  plates.  It  is  prevalent 
in  decomposing  nitrogenous  substances.  The 
organism  is  nonmobile  and  nonspore  forming. 

Pathology 

There  is  usually  a history  of  trauma  consist- 
ing of  either  laceration  or  abrasion.  The  infec- 
tion appears  first  on  one  digit  and  in  this  series  it 
remained  localized  to  one  digit.  Hemorrhagic 
vesicles  appear  with  or  without  lymphangitis  and 
lymphadenitis.  Joint  stiffness  is  a common  char- 
acteristic and  arthritic  symptoms  may  continue 
even  after  skin  involvement  has  subsided.  A re- 
lapse occurred  in  one  instance  for  a short  period 
of  time  (3  weeks).  Rosenbach  described  the 
lesions  as  slowly  progressing,  sharply  defined, 
slightly  elevated  with  dark,  violaceous  and  almost 
livid-red  zone  which  develops  around  the  site  of 
inoculation. 

At  the  onset,  the  cellulitis  is  bluish-red  with 
occasional  areas  of  hemorrhage.  Later  central 
areas  of  clearing  appear.  This  stage  is  followed 
by  a migrating  tendency.  The  most  outstanding 
characteristic  of  the  lesion  is  the  purplish-red 
color  of  the  erythema.  It  often  gives  the  impres- 
sion that  fluid  has  been  injected  intracutaneously. 
Whenever  digits  are  involved,  the  intense  swelling 
makes  joint-motion  impossible.  Actually  in  hu- 
mans there  are  three  well  defined  categories:  (1) 
a mild  localized  cutaneous  form  which  is  known  as 
Erysipeloid  of  Rosenbach;  (2)  a severe  general- 
ized cutaneous  form,  and  (3)  a septicemic  form 
with  or  without  cutaneous  involvement  and  some- 
times complicated  by  specific  endocarditis. 

As  stated  previously  the  symptoms  appear  one 
to  five  days  following  injury  and  the  eruption 
consists  of  reddish-purple,  somewhat  tense,  slight- 
ly elevated,  sharply  demarcated  plaques.  These 
plaques  show  a tendency  to  centrifugal  spread 
with  central  clearing.  Suppuration  does  not  occur. 

Diagnosis 

The  diagnosis  of  Erysipelothrix  infection  may 
be  established  by  rising  agglutinin  titers  in  the 
serum  of  the  patient.  Positive  reactions  with  the 
swine  erysipelas  antigen  in  titers  of  1:50  and 
upward  are  suggestive  of  probable  infection  with 
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Erysipelothrix  rhusiopathiae  and  a probable  diag- 
nosis of  erysipeloid. 

The  most  outstanding  subjective  symptom  is 
pain  which  is  either  aching,  burning  or  of  a throb- 
bing nature  preventing  the  patient  from  sleeping. 
The  disease  will  occur  frequently  in  abattoir 
workers  and  retail  butchers. 

It  is  possible  that  when  the  infection  involves 
digits,  periostitis  and  necrosis  of  bone  will  occur. 

Treatment 

Treatment  consists  for  the  most  part  of  heat 
and  rest  with  marked  elevation  of  the  involved 
extremity  to  promote  adequate  drainage.  Digits 
may  be  splinted  in  position  of  function.  Intensive 
penicillin  therapy  is  recommended  as  a major  part 
of  treatment. 

In  the  table,  three  of  the  patients  described 
worked  in  meat  packing  houses  and  the  remaining 
seven  were  fish  handlers.  Of  this  latter  seven,  one 
was  a physician  who  lacerated  a digit  while  clean- 
ing fish.  In  all  instances  infection  first  appeared 
in  one  digit.  In  one  instance  both  hands  were 
involved.  In  this  series  there  was  no  associated 


lymphadenitis  or  lymphangitis  nor  were  there  any 
constitutional  or  arthritic  symptoms  other  than 
local  involvement  of  adjacent  joints. 

The  most  significant  fact  regarding  these  pa- 
tients is  that  in  50%  of  them  the  condition  was 
not  originally  diagnosed  properly.  It  is  obvious 
that  failure  to  recognize  these  infections  as  non- 
suppurative prolongs  to  considerable  degree  the 
duration  of  the  disease.  This  group  included  a 
physician  who  insisted  that  a colleague  carry  out 
surgery  although  he  had  been  warned  of  the  use- 
lessness of  such  treatment.  A surgical  procedure 
such  as  incision  and  drainage  practically  doubles 
the  duration  of  the  disease. 

Conclusions 

The  importance  of  proper  diagnosis  of  erysi- 
peloid infection  in  man  has  been  emphasized. 
Surgery  is  definitely  contraindicated  and  greatly 
prolongs  and  complicates  convalescence. 

The  classical  appearance  of  a violaceous, 
maculopapular,  dusky  lesion  of  a finger  or  hand 
should  make  one  suspicious  of  erysipeloid  espe- 
cially when  extreme  swelling,  stiffness,  and  tender- 


.'\nalysis  of  Cases 


Patient 

Age 

Occupation 

Treatment 

Agglutination  Test 

Spread  of 

Infection 

Duration  of  Disease 

1 

42 

Meat  Packer 

Hot  packs 
Penicillin 
Elevation 
Splinting 

Pos  1:50 

Localized 

to 

digit 

4 weeks 

2 

45 

Meat  Packer 

Incision 

& 

Drainage 

Xot  carried 

out 

Localized 

to 

digit 

7 weeks 

3 

56 

Fish  Handler 

Hot  packs 
Penicillin 
Elevation 
Splinting 

\ot  carried 

out 

Localized 

to 

digit 

5 weeks 

4 

S3 

Meat  Packer 

Incision 

& 

Drainage 

1:60 

Localized 

to 

digit 

8 weeks 

5 

53 

Physician 

Initially 

Incision 

& 

Drainage 

Xot  carried 

out 

Localized 

to 

digit 

10  weeks 

6 

65 

Fish  Handler 

Incision 

& 

Drainage 

Not  carried 

out 

Localized 

to 

digit 

7-8  weeks 

7 

45 

Shrimp  Handler 

Incision 

& 

Drainage 

1:80 

Localized 

to 

digit 

6-7  weeks 

8 

51 

Fish  Handler 

Penicillin 
Elevation 
Hot  packs 
Splinting 

1:60 

Localized 

to 

digit 

3 weeks 

9 

47 

Fish  Handler 

Penicillin 
Elevation 
Splinting 
Hot  packs 

Not  carried 

out 

Localized 

to 

digit 

3-4  weeks 

10 

50 

Fish  Handler 

Penicillin 
Hot  packs 
Elevation 
Splinting 

Not  carried 

out 

Localized 

to 

digit 

4 weeks 

40 
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ness  of  nearby  joints  are  included.  A burning  and 
throbbing  pain  is  also  characteristic. 

Intensive  penicillin  therapy  with  splinting  of 
digits  in  position  of  function  is  of  paramount  im- 
portance in  treatment.  Warm  soaks  should  be 
advocated  with  constant  elevation  of  the  extrem- 
ity. 

Erysipeloid  is  characterized  by  poor  response 
to  treatment,  severity  of  symptoms,  and  a pro- 
longed period  of  convalescence. 
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editorial  comment 


Joseph  Farrington,  M.D. 


Erysipeloid  of  Rosenbach 


Dr.  Lamphier  has  done  Florida  medicine  a 
great  service  by  calling  our  attention  to  an  infec- 
tious process  first  described  by  Morrant  Baker^ 
under  the  title  “Erythema  serpens.”  Rosenbach 
later  gave  it  the  name  “erysipeloid”  and  isolated 
a microorganism  of  the  genus  Cladothrix. 

This  infection  can  invariably  be  traced  to 
contact  with  animals,  fish,  Crustacea,  dead  matter 
of  plant  and  animal  origin,  or  matter  derived  from 
animals  such  as  hides,  pelts,  bone,  or  manure. 

In  view  of  Florida’s  enormous  cattle  industry 
and  widespread  commercial  and  sport  fishing 
(often  in  allegedly  contaminated  or  polluted 
waters),  it  is  remarkable  that  Erysipeloid  of 
Rosenbach  has  not  been  seen  more  frequently. 
In  the  past  23  years,  I have  encountered  perhaps 
a half  dozen  Ccises.  In  a phlegmatic,  afebrile  pa- 
tient the  infection  probably  passes  unnoticed  or 
may  be  missed  by  the  uninitiated  physician.  The 


dermatologist  usually  depends  for  diagnosis  on  a 
history  of  injury;  the  characteristic  violaceous 
or  purplish-red  color  of  a superficial  cellulitis  in  a 
typical  location. 

Whether  encountered  by  the  emergency  doc- 
tor, industrial  surgeon,  or  family  physician,  it 
should  be  remembered  that  treatment  is  usually 
medical  rather  than  surgical.  This  infection  usual- 
ly responds  to  antibiotic  therapy  and  wet  dressings 
locally.  Suppuration  does  not  occur;  surgical  inter- 
vention by  incision  and  drainage  or  debridement 
is  not  indicated.  In  the  future.  Dr.  Lamphier’s 
lucid  description  will  make  this  condition  more 
easily  recognized  and  more  sensibly  managed. 

1.  Baker,  Morrant:  Erythema  Serpens,  St.  Bartholomew’s  Hosp. 

Rep.  1873  IX,  p.  198. 

^ Dr.  Farrington,  567  Florida  National  Bank 
Building,  Jacksonville  32202. 
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Nasal  Airway  Physiology 

R.  M.  Holloway  Jr.,  M.D. 


As  well  as  being  unique  to  the  human,  the 
nose  has  been  described  as  a barometer  of  many 
personality  traits.  Albert  Cinelli  wrote  that  a 
thin,  expanded  appearance  of  the  nasal  alae  indi- 
cates cleverness.  If  the  alae  are  thick  and  puffy, 
dullness  of  the  intellect  is  indicated.  Continual 
vibration  of  the  nostrils  during  conversation  de- 
notes nervousness,  independence,  energy  and  high 
mentality.  Further  classifying  nasal  contour, 
Cinelli  expressed  the  opinion  that  the  breadth  of 
the  African  nose  signifies  physical  endurance  but 
also  connotes  lack  of  initiative.  Narrow  nostrils 
suggest  nervousness  and  delicate  health  and  are 
contrary  to  longevity.^  Although  few  people  would 
agree  absolutely  with  these  observations,  all  agree 
that  the  nose  is  a definite  contributor  to  facial 
expression. 

Aside  from  the  cosmetic  and  aesthetic  quali- 
ties, the  nose  is  important  for  at  least  five  physio- 
logical functions;  sense  of  smell;  tempering,  filter- 
ing and  moisturizing  air  before  it  enters  the  lungs; 
altering  the  voice  quality;  ventilating  the  acces- 
sory sinuses  and  complementing  the  sense  of 
taste.2.3 

This  paper  will  be  confined  to  nasal  physiology 
concerned  with  transporting  air  and  preparing  it 
for  the  lower  respiratory  system.  The  normal  nose 
secrets  one  liter  of  water  per  day,  moisturizing 
to  approximately  90%  humidity  the  10,000  liters 
of  air  passing  through  it.  For  this  function  nasal 
anatomy  can  be  divided  into  three  separate  areas: 
the  nares,  vestibule  and  main  nasal  vault-^’’^ 

Physiology  and  Function 

The  nares  are  usually  about  one  centimeter  in 
diameter  and  are  widely  patent.  They  direct  the 
air  inlet  so  that  normally  air  enters  the  nostril  in 
an  upward  direction.^  A collapsing  nostril  ob- 
viously increases  nasal  resistance  to  inspired  air. 
The  cartilagenous  support  of  the  vestibule  is  de- 
pendent upon  the  cartilage  strength,  muscle  at- 
tachments of  the  nasal  cartilages,  and  septal  align- 
ment. This  area  is  the  valve  of  the  nose.  In  this 
area  the  cilia  become  pronounced  and  as  nasal 
secretion  is  produced  it  is  swept  in  a posterior 
direction.  It  should  be  remembered  that  surgical 
scars  and  crusts  interrupt  this  normal  flow  pat- 
tern.5  The  bony  vault  or  third  anatomical  division 


is  constantly  in  a state  of  changing  size  due  to 
the  engorgement  and  depletion  of  the  nasal  mu- 
cosal blood  supply. 

Inhaled  air  has  a laminar  flow  upward  through 
the  nares,  across  the  vestibule  and  along  the  mid- 
portion  of  the  nasal  vault  at  the  level  of  the  mid- 
dle meatus.  As  inspiration  becomes  more  forceful, 
the  air  pattern  takes  a more  upward  curvature  be- 
fore descending  to  the  choanae.  Thus  sniffing 
increases  the  sensation  of  smell  since  air  is  forced 
higher  during  this  increaise  in  transnasal  pres- 
sure.i'^ 

Proetz  demonstrated  years  ago  that  certain 
anatomical  deviations  were  more  important  than 
others  in  affecting  the  inspiratory  air  currents.  For 
instance,  amputation  or  shrinking  of  the  middle 
turbinate  had  no  effect  and  yet  small  nasal  aper- 
ture abnormalities  or  septal  deviations  created 
pronounced  changes  in  laminar  flow.  Laminar  flow 
is  now  thought  to  be  surrounded  by  small  eddy 
currents  which  are  created  near  its  edges.  These 
currents  are  important  in  placing  debris  in  re- 
peated contact  with  the  mucosal  blanket,  thus 
aiding  the  filter  system.® 

Moisture  is  essential  to  nasal  function  for 
without  it  the  mucosal  blanket  is  destroyed  and 
the  cilia  die.  Severe  eddies  caused  by  anatomical 
abnormalities  of  the  vault  or  septum  create  drying 
and  secondary  cilia  damage.  Crusting  and  accu- 
mulated debris  lead  to  bacterial  foci  and  therefore 
to  further  cilia  and  goblet  cell  damage.  Finally, 
irreversible  changes  occur  in  the  tissue  and  the 
healthy  moist,  ciliated  mucosa  becomes  similar 
to  squamous  epithelium,  causing  the  irreversible 
changes  of  atropic  rhinitis. 

Determining  Nasal  Pressure 

In  the  ptist  decade  there  has  been  renewed 
interest  in  studying  the  physiological  basis  of 
nasal  disease.  Techniques  have  been  developed  to 
monitor  nasal  mucosal  temperature  and  blood 
flow,  mucous  pH  and  airway  patency.®  Airway 
patency  is  perhaps  the  most  subjectively  impor- 
tant and  is  the  most  studied  of  the  parameters. 
Many  methods  have  been  used  to  evaluate  how 
much  air  passes  through  the  nose  and  the  rela- 
tionship of  the  flow  to  nasal  diseases. 
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Some  earlier  articles  describe  recording  the 
velocity  and  volume  of  air  inspired  at  the  nostril." 
A simple  water  manometer  was  attached  to  a tube 
at  the  nostril  and  pressure  was  obtained  in  this 
manner.®  Some  workers  blocked  one  nostril  and 
studied  the  other  with  external  pressure  measure- 
ment.One  device  is  a warm  wire  flow  meter 
which  is  placed  outside  the  nostril.  This  method 
was  perfected  by  an  oral  surgeon  to  study  post- 
operative cleft  palate  patients.  The  air  flow  over 
the  wire  changed  the  temperature  which  was 
transferred  to  recorders.  Velocity  and  volume  of 
flow  were  calculated. 

These  methods  using  only  external  measure- 
ment to  determine  nasal  pressure  were  inaccurate 
because  pressure  changes  in  the  nasopharynx  were 
not  measured  and  therefore  no  transnasal  pres- 
sure measurement  was  possible.  The  importance 
of  accurate  transnasal  pressure  is  obvious  when 
it  is  observed  that  nasal  flow  must  overcome  nasal 
resistance,  and  a falsely  elevated  nasal  pressure 
would  be  reflected  in  a falsely  elevated  flow  rate. 
The  formula  for  calculating  resistance  is 

R = P cm/HaO 
V liters/sec 

It  should  be  remembered  that  R is  the  flow  rate 
in  liters  per  second  per  centimeter  H2O. 

As  early  as  1940,  Uddstromer  divided  a face 
mcisk  into  oral  and  nasal  compartments  which 
were  in  turn  connected  to  gas  meters.12 

In  1964  Speiger  introduced  a technique  for 
measuring  air  flow  resistances  simultaneously  in 
the  nasal  and  pulmonary  passages.  Esophageal 
and  pharyngeal  balloons  were  used.  This  method 
has  the  advantage  of  being  physiologically  sound; 
however,  it  is  difficult  and  has  been  limited  to 
trained  subjects  who  can  tolerate  the  balloon 

placement. 13. 14 

In  1965  two  separate  groups,  one  at  the  Uni- 
versity of  Rochester®  and  the  other  at  the  Uni- 
versity of  Michigan,i3  devised  an  accurate  method 
of  reliably  recording  meaningful  transnasal  pres- 
sures in  essentially  untrained  subjects.  A large 
Collins  face  mask  was  devised  which  allowed 
measurement  of  the  pressure  at  the  nares  and  in 
the  nasopharynx.  The  latter  was  accomplished  by 
means  of  placing  a small  tube  on  the  posterior 
tongue  and  closing  the  mouth,  thus  sealing  the 
tube  in  place  (Fig.  1).  The  difference  in  external 
and  nasopharyngeal  pressure  is  the  transnasal 
pressure.  The  two  pressures  are  carried  to  a trans- 
ducer through  uniform  rubber  tubing.  The  volume 


1" 

dP 


Fig.  1. — Use  of  a mask  and  pharyngeal  tube  to  obtain 
the  transnasal  pressure  drop  (dP).  The  arrows  denote 
approximate  paths  taken  by  respired  air.  Large  dynamic 
pressure  effects  may  be  expected  at  points  of  flow  con- 
vergence. From  J.  Dent.  Res.  42:1520-1527,  1963. 

of  air  is  measured  by  a wire  mesh  screen  pneuma- 
tachograph  over  a nonresistant  air  intake  in  the 
mask.  The  transnasal  pressure  and  volume  of 
inspired  and  expired  air  are  simultaneously  plotted 
against  each  other  on  an  x-y  axis  oscilloscope  as 
demonstrated  by  the  graph  in  Figure  2.  Each 
breath  can  be  either  traced  or  photographed  from 
the  oscilloscope  for  future  records. ^3-® 

The  true  nature  of  nasal  physiology  is  demon- 
strated by  the  constant  and  vibrant  interplay  of 
the  volume  of  air  in  relation  to  the  exact  trans- 
nasal pressure  at  any  one  point  in  the  respiratory 
cycle. 

Normal  subjects  create  a nasal  air  flow  of 
about  .5  liter/second  with  a transnasal  pressure 
of  only  1.2  cm.  water. 

Previous  methods  had  described  normal  nasal 
pressure  many  times  this  great  because  they  were 
using  only  the  external  nose  pressure  and  assum- 
ing the  nasopharyngeal  pressure  to  be  near  zero. 
We  now  know  that  nasal  resistance  represents 
40%  of  the  total  airway  resistance. 13.15  This 
method  is  being  used  to  evaluate  a variety  of  nasal 
diseeises  affecting  nasal  air  flow.3.i5 

In  the  Division  of  Otolaryngology  at  the  Uni- 
versity of  Florida  College  of  Medicine  an  interest 
in  rhinometric  studies  developed  when  high  con- 
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Fig.  2. — Direct  print  of  a negative  from  the  oscilloscope 
camera  showing  pressure-flow  relationships  in  the  nasal 
passages  in  one  subject.  From  Laryngoscope  68:2001- 
2014,  1958. 

centrations  of  synephrine  were  found  in  citrus 
juices.  We  were  requested  to  determine  whether 
systemic  synephrine  was  of  value  as  a decon- 
gestant. The  previously  described  method  of  re- 
cording transnasal  pressure  was  used  to  study  vol- 
unteers who  had  intermittent  subjective  nasal 
obstruction.  Pressure  and  volume  curves  were 
plotted  and  traced  before,  and  for  three  hours 
after,  ingestion  of  up  to  300  mg.  of  synephrine 
extracted  from  tangerine  leaves  supplied  by  the 
Florida  Citrus  Experiment  Station.  There  was  no 
demonstrable  change  in  these  parameters  of  nasal 
function  following  synephrine.  However,  we  found 
dramatic  changes  when  ephedrine  was  administer- 
ed systemically  and  neosynephrine  was  applied 
topically.!  ** 


Summary 

An  outline  of  normal  nasal  physiology  is  dis- 
cussed with  emphasis  on  the  airway.  A survey 
of  previous  methods  for  studying  nasal  air  flow 
is  mentioned.  A recent  method  of  accurately 
determining  nasal  flow  is  discussed  involving 
transnasal  pressure  and  oscilloscopic  recording 
device.  Using  this  method,  it  was  found  that  the 
nasal  flow  rate  was  unaffected  by  systemic  syneph- 
rine extracted  from  citrus. 
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.Anger  is  a short  madness. 


— Horace  (65  b.c.-S  b.c.J 


Friendship  is  the  highest  degree  of  perfection  in  society. 

— Montaigne  ( 1533-1592  ) 

There  is  an  art  of  reading,  as  well  as  an  art  of  thinking,  and  an  art  of  writing. 

— Isaac  D’ Israeli  ( 1766-1848 ) 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
eonf  liet 
reported 


UASOOlLM 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  seven 
investigators*'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem 
onstrated  both  by  objective  measurement*'*  and  observation  of  clinical  improvement* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascula 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebiti 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteri( 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  m( 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imm< 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pa 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detai 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  196 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M. : Angiology  77:190-192  (J 
G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964, 
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75:82-87  (Feb.)  1964. 
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This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by  Jerry  Quarry 


Norgesic...the  versatile  analgesic 
provides  effective  analgesia  and 
relief  of  associated  muscle  spasm 


I offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief— overall  satisfactory 
response  in  approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in 
patients  with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the 
bladder  neck,  Norgesic  is  also  contraindicated  in  patients  with  myasthenia  gravis  and  in  patients  known  to  be 
sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  prop- 
oxyphene concurrently,  it  is  recommended  that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(Darvori^], 


Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in 
the  child-bearing  age  has  not  been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits 
of  the  drug  be  weighed  against  its  possible  hazard  to  the  mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the 
physician  must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution,  therefore,  should  be  exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should 
also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild 
anticholinergic  agents.  These  may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  ob- 
served. These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  relationship  has  been  established 
Dosage  and  Admlnistration-.Adults  — 1 to  2 tablets  3 to  4 times  daily. 
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Ethical  Principles  in  the  Dissolution 
of  a Professional  Medical  Service  Corporation 


VV’e  have  no  precedent  of  a medical  corporation 
dissolving,  but  customarily  when  a medical  part- 
nership dissolves,  the  departing  physician  takes 
with  him  the  records  of  such  patients  as  he  feels 
will  continue  consulting  him  in  the  near  future. 
The  remaining  physician  or  physicians  usually 
agree  to  allow  other  records  to  be  taken  from  the 
files  in  the  future  upon  the  request  of  the  depart- 
ing physician  as  .those  patients  consult  him.  These 
records  customarily  are  not  sent  by  mail  but  are 
turned  over  to  the  departing  physician  personally 
or  to  an  employee  in  his  new  office.  It  is  not 
necessary  that  the  patient  formally  request  these 
records  be  transferred  and  the  division  of  patients 
should  be  agreeable  to  all  members  of  the  partner- 
ship. 

It  would  be  proper  for  the  doctor  leaving  the 
association  to  photocopy,  at  his  expense,  all  the 
patient  records  belonging  to  the  corporation  if  he 
is  presumably  a fifty  per  cent  owner  of  the  cor- 
poration; however,  the  records  of  patients  which 
were  clearly  those  of  other  doctors  prior  to  the 


association  and  those  who  have  continued  to  con- 
sult these  doctors  should  not  be  copied. 

The  usual  type  of  announcement  in  opening 
a new  office  is  indicated  for  the  physician  leaving 
the  association.  It  does  not  seem  necessary  to 
advise  the  public  of  his  disassociation  from  the 
corporation  unless  it  is  mutually  desired  by  the 
partners.  It  is  proper  for  the  corporation  to  send 
a letter  to  current  patients.  Similarly,  it  is  proper 
for  the  physician  leaving  the  group  to  send  a letter 
of  explanation  to  his  patients,  implementing  the 
patient’s  request  for  his  records  to  be  transferred. 

In  the  final  analysis,  the  choice  of  physician 
remains  with  the  patient.  It  is  common  profes- 
sional courtesy  to  freely  transmit,  with  the  pa- 
tient’s consent,  patient  records  or  an  abstract 
thereof,  to  another  physician  to  facilitate  treat- 
ment of  the  patient. 

Editor’s  Note:  The  above  was  written  by  Ernest  R. 

Boukard,  M.D.,  Chairman,  Board  of  Censors,  Hillsbor- 
ough County  Medical  Association.  A request  that  this  be 
published  in  the  Journal  as  guidelines  for  future  inquiries 
was  made  by  our  Judicial  Council. 


FMA  Meetings  in  March 


March 

7 

Council  on  Medical  Economics 
Hawaiian  Village,  Tampa,  10:00  a.m. 

March 

7 

Judicial  Council 

FMA  Headquarters,  Jacksonville,  10:00  a.m.' 

March 

10 

,\d  Hoc  Committee  on  Drug  Abuse, 

(place  to  be  announced)  Tampa,  10:00  a.m. 

March 

27 

Executive  Committee 

FMA  Headquarters,  Jacksonville 

March 

28 

Board  of  Governors 

FMA  Headquarters,  Jacksonville 
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The  Many  Myths  of  Medicare 


Robert  E.  Zellner,  M.D. 


The  Medicare  Program  has  been  so  badly 
oversold,  not  only  to  the  public  but  to  the  medical 
profession,  that  there  is  general  dissatisfaction 
among  all  concerned.  Government  blaming  doc- 
tors, doctors  blaming  Blue  Shield,  patients  blam- 
ing everybody.  The  program  is  not  quite  5 years 
old  and  yet  it  has  become  so  enshrouded  with 
myths  and  misunderstanding  that  anyone  who  hcis 
any  dealings  with  Medicare  in  any  capacity  is  apt 
to  come  away  feeling  that  he  has  been  mistreated. 
Wider  understanding  of  what  Medicare  is  and 
what  it  is  not,  especially  among  doctors,  can  only 
result  in  its  being  appraised  more  realistically.  It 
is  in  an  effort  to  dispel  some  of  the  Medicare 
myths  that  this  is  written. 

Myth  No.  1. — Medicare  is  a “full  service”  medi- 
cal-hospital care  contract. 

It  is  not.  A “full  service  contract”  is  one  that 
completely  pays  all  doctor  and  hospital  bills. 
Even  at  its  inception.  Medicare  excluded  the  first 
$50.00  of  medical  charges  and  then  paid  80%  of 
the  remainder  of  the  charges  provided  they  fell 
within  the  limits  set  by  the  Social  Security  Admin- 
istration as  reasonable.  Hospital  coverage  is  also 
subject  to  deductibles.  In  order  to  reduce  costs, 
SSA  has  reduced  benefits  and  on  two  occasions 
constricted  its  definition  on  what  constituted  “rea- 
sonable” fees.  Further,  Medicare  is  not  a contract. 
It  is  a Government  program  providing  benefits 
which  are  changeable  subject  to  the  whims  of 
Congress  and  the  Social  Security  Administration. 

Myth  No.  2. — Medicare  sets  doctors’  fees 

This  is  not  necessarily  so.  There  are  two  ways 
a doctor  may  bill  SSA  for  payment  for  services 
rendered  under  Medicare:  He  may  take  an  as- 
signment, in  which  case  benefits  are  paid  directly 
to  the  doctor;  or  he  may  not  take  an  assignment, 
then  benefits  are  payable  direct  to  the  patient. 
There  are  advantages  and  disadvantages  in  elect- 
ing either  alternative.  Where  a doctor  does  take 
an  assignment  of  benefits,  he  is  assured  that  he 
will  be  paid  directly,  but  he  also  agrees  that  he 
will  accept  as  payment  in  full  for  his  services 
whatever  SSA  determines  his  fee  ought  to  be.  If 
he  does  not  accept  assignment,  the  doctor  has  no 
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assurance  that  the  patient,  when  he  collects  his 
money,  will  pay  his  bill,  but  he  is  free  to  charge 
his  patient  any  fee  that  is  mutually  agreeable. 
The  patient  will  still  be  reimbursed  only  on  the 
basis  of  what  the  SSA  calls  “Allowable  Charges,” 
which  oftentimes  are  lower  than  the  doctors  usual 
fee.  This  is  a thinly  disguised  attempt  to  put 
pressure  on  the  doctor  to  reduce  his  fee  to  Medi- 
care levels  by  suggesting  that  he  is  overcharging; 
but  nevertheless  the  doctor  can  still  determine  his 
own  fee.  Blue  Shield  and  the  American  Medical 
Association  have  vigorously  and  repeatedly  pro- 
tested the  words  “more  than  allowable  charges”  on 
the  Medicare  form,  but  to  the  present  time  to  no 
avail. 

Myth  No.  3. — Medicare  pays  doctors’  Usual  and 

Customary  fees. 

Sometimes,  yes,  and  sometimes,  no.  When 
Medicare  first  began,  doctors  fees  that  fell  within 
the  90th  percentile  were  paid  in  their  entirety. 
Not  90%  of  the  doctors  fees.  For  example,  if  100 
charges  were  made  for  a procedure,  the  90th  per- 
centile is  that  fee  which  would  pay  in  full  the 
lowest  90.  Subsequently,  SSA  reduced  the  allow- 
able maximum  to  the  83rd  percentile  of  the  fees 
doctors  charged  in  the  year  1968.  Profiles  of 
charges  were  kept  on  each  doctor  and  on  each 
procedure.  A doctor  whose  fee  fell  at  or  below 
the  83rd  percentile  was  paid  his  full  fee  and  those 
above  were  paid  the  maximum  amount,  the  83rd 
percentile.  However,  by  regulation,  it  was  made 
almost  impossible  for  the  doctor  charging  beloiv 
the  83rd  percentile  to  raise  his  fee  even  if  his 
increased  fee  was  below  the  maximal  allowance. 
As  of  January  1,  1971  SSA  has  again  changed  its 
formula  for  determining  its  maximum  allowance 
(under  these  circumstances  it  is  sheer  mockery 
any  longer  to  refer  to  this  being  a determination 
of  usual,  customary,  or  recisonable  fees).  Now  the 
maximum  is  the  75th  percentile  of  the  customary 
fee  for  the  procedure  and  the  50th  percentile  of 
the  doctor’s  usual  1969  fee.  If  a doctor  charges  all 
his  patients  the  same  fee  for  the  same  procedure, 
the  50th  percentile  figure  will  be  no  problem,  be- 
cause his  20th,  30th,  50th  and  100th  percentiles 
are  all  one  and  the  same  figure.  If  his  fees  have 
been  at  or  below  the  75th  percentile  he  will  con- 
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tinue  to  be  paid  his  full  charges.  If  his  fees  have 
been  at  the  80th  percentile  (i.e.  below  the  83rd 
percentile  but  above  the  75th)  he  may  find  that  he 
will  be  paid  less  and  his  patients  will  receive  more 
of  those  “more  than  allowable  charges”  notices. 

Myth  No.  4. — The  Social  Security  Administration 

is  “out  to  get  the  doctors” 

This  has  not  been  the  experience  of  Blue  Shield 
in  Florida.  SSA  is  made  up  of  thousands  of  civil 
service  employees  charged  with  administering  an 
almost  impossible  program.  They  represent  a cross 
section  of  American  society  with  some  anti-doctor, 
some  pro-doctor,  and  the  vast  majority,  neither. 
Mr.  Robert  Meyers,  until  recently  the  chief  actu- 
ary of  the  Social  Security  Administration,  has 
literally  taken  the  stump  in  opposition  to  what  he 
considers  the  arbitrary  and  unfair  manner  in  which 
the  medical  profession  has  been  treated  by  Medi- 
care. No  doubt  there  are  many  others  like  him. 
The  experience  of  Blue  Shield  of  Florida  with 
Southeastern  District  Office  in  Atlanta  has  been 
that  it  has  been  fair  and  understanding  but  firm 
in  the  administration  of  the  regulations  and  the 
law  to  the  letter.  SSA  Commissioner  Robert  Ball, 
it  will  be  remembered,  resisted  the  disclosure  of 
the  names  of  the  doctors  who  received  $25,000  or 
more  as  demanded  by  the  Senate  Finance  Com- 
mittee to  the  point  where  he  had  the  choice  of 
complying  or  being  fired. 

Myth  No.  5. — -SSA  fully  controls  the  activities 

of  Medicare 

.As  indicated  above,  SSA  is  subject  to  powerful 
pressures  by  the  Senate  Finance  Committee,  by 
individual  politicians,  by  HEW,  by  the  AFL-CIO, 
by  the  AMA  and  by  various  other  interested 
parties.  Obviously,  political  pressures  exert  the 
most  leverage.  As  a prime  example  of  reaction  to 
pressure,  the  SSA  on  its  own  initiative  and  be- 
cause in  its  judgement  it  is  likely  that  Congress 
will  order  a reduction  in  the  maximum  allowance 
in  the  doctors  fees  from  the  83rd  to  75th  per- 
centile, ordered  such  a reduction  effective  January 
1,  1971.  It  is  fair  to  say  that  SSA  administers  the 
Medicare  Program  in  accordance  with  its  inter- 
pretation of  the  law  and  the  intent  of  Congress 
and  in  keeping  with  its  own  regulations. 

Myth  No.  6. — Peer  Review  is  an  attempt  to  cut 

Medicare  costs  and  reduce  doctors’  fees. 

This  is  the  ultimate  canard.  Provision  for  peer 
review  was  included  in  Title  XVIII  at  the  insis- 


tence of  the  AMA,  so  that  whenever  there  was  a 
review  of  a doctors  activities  it  would  be  by  his 
peers  rather  than  by  Government  beaurocrats  or 
by  hired  laymen.  In  Florida,  we  have  been  in- 
formed that  we  have  a unique  situation  in  that 
we  are  the  only  state  where  peer  review  is  con- 
ducted under  the  auspices  of  the  state  and  county 
medical  societies.  In  one  nearby  state,  peer  re- 
view consists  of  one  anesthesiologist,  whose  de- 
cisions are  subject  to  review  only  by  SSA.  Orga- 
nized medicine,  from  the  beginning,  has  stated 
that  it  can  and  will  police  its  own  ranks.  Peer 
review  is  often  a doctor’s  best  friend.  I believe 
that  most  of  us  are  convinced  that  most  of  us 
practice  good  medicine  and  are  willing  for  our 
practice  to  be  surveyed  by  respected  colleagues. 
If  I am  doing  something  wrong,  I want  to  know 
about  it.  If  I am  doing  a good  job,  I want  every- 
body else  to  know  about  it.  Peer  review  sustains 
the  good  doctor,  helps  return  the  errant  doctor  to 
the  straight  2md  narrow  path,  and  exposes  the 
crook.  What  more  could  one  ask? 

Myth  No.  7. — The  Blue  Shield  Board  is  the  un- 
witting tool  of  the  Social  Security  Administra- 
tion. 

Henry  J.  Babers  Jr.,  M.D. 

William  J.  Dean,  M.D. 

Charles  K.  Donegan,  M.D. 

I.  Barnett  Harrison,  M.D. 

J.  W.  Herbert 
Dean  C.  Houk 
Thomas  E.  McKell,  M.D. 

John  D.  Milton,  M.D. 

L.  Allen  Morris 
H.  P.  Osborne,  Jr. 

Warren  W.  Quillian,  M.D. 

William  V.  Roy 
Arthur  W.  Saarinen 
L.  Myrl  Spivey,  M.D. 

John  A.  Turner 

Joseph  C.  Von  Thron,  M.D. 

Leo  M.  Wachtel,  M.D. 

W.  Dotson  Wells,  M.D. 

Ben  C.  Willis 
Michael  J.  Wood 
Scheffel  H.  Wright,  M.D. 

Robert  E.  Zellner,  M.D. 

The  above  named  people  are  currently  mem- 
bers of  the  Blue  Shield  Board.  Does  anyone  who 
knows  these  people  honestly  think  that  any  one 
or  all  of  them  could  be  brainwashed?  If  so,  by 
whom?  and  for  what  purpose? 

If  this  is  possible,  then  there  is  really  no  hope 
for  representative  government  in  medical  orga- 
nizations. I can’t  believe  that  emyone,  however 
much  he  may  disagree  with  Board  decisions  can 


52 


VOLUME  58/NUMBER  3 


I 


seriously  entertain  such  an  idea.  Sometimes  the 
Blue  Shield  Board  is  directed  by  the  House  of 
Delegates  to  take  action  which  it  cannot  do.  For 
e.xample,  Blue  Shield  was  once  ordered  by  the 
House  of  Delegates  to  stop  selling  “J”  contracts. 

(This  was  impossible  without  the  permission  of  the 
Insurance  Commissioner  of  Florida  and  without 
offering  all  “J”  contract  policy  holders  comparable 
I new  contracts.  This  was  done,  but  it  took  two 
I years  to  accomplish. 

Blue  Shield  is  often  blamed  for  the  arbitrary 
decisions  of  Medicare.  All  policy  decisions  in  the 
administration  of  Medicare  are  made  by  SSA,  not 
by  Blue  Shield.  Blue  Shield  is  the  fiscal  inter- 
mediary for  Medicare  which  means  it  simply 
I manages  the  Medicare  program  in  accordance  with 
I the  directives  of  the  Social  Security  Administra- 
t!  tion,  with  very  little  latitude  in  so  doing.  Repeat- 

\ edly,  the  Board  and  Blue  Shield  administration 

w have  protested  to  SSA  concerning  directives  which 
^ we  felt  were  not  in  the  interest  of  the  beneficiary 

ior  the  doctor.  When  we  were  successful,  nothing 
was  ever  heard  about  it,  when  we  were  unsuccess- 
ful, we  were — brainwashed? 

‘ Myth  No.  8. — Any  Doctor  who  billed  Medicare 
for  $25,000  or  more  is  automatically  suspected 
of  being  dishonest. 

Not  so!  There  have  been  instances  where 
Medicare  was  charged  and  has  paid  charges  in 
excess  of  its  allowances.  There  have  also  been 
a few  instances  of  fraud.  Just  as  the  IRS  only 
investigates  the  larger  taxpayer,  the  honest  as  well 
as  the  dishonest.  Medicare  investigates  the  larger 
“billers”  because  it  is  in  that  category  that  the 
most  money  for  overpayment  can  be  reclaimed. 
Until  1971,  where  there  was  proof  of  overcharging, 
overutilization,  billing  for  services  that  were  not 
payable  or  just  plain  cheating,  SSA  went  directly 
to  the  doctor  and  asked  for  a return  of  the  over- 
payment. This  method  of  collection  was  notably 
unsuccessful.  To  collect  funds  through  the  courts 
would  be  costly  and  time  consuming.  Accordingly, 
as  of  January  1,  1971,  SSA  issued  a ruling  that  all 
payments  to  doctors  who  were  referred  for  peer 
review  would  be  suspended  until  cleared  by  peer 
review.  In  1969  there  were  over  8,000  physicians 
who  billed  Medicare  for  $25,000  or  more.  Of  these 
were  eliminated  by  SSA  for  further  investiga- 
tion because  there  appeared  to  be  nothing  unusual 
about  their  charges  or  billing  practice.  The  re- 
maining two  thousand  were  referred  for  peer 
review  and,  of  these,  395  were  Florida  physicians. 
Both  Blue  Shield  and  the  AMA  have  protested  to 


SSA  that  this  heavy  handed  attempt  to  get  at  the 
few  worked  a great  hardship  on  the  many.  There 
may  be  some  refinement  in  the  criteria  used  in  the 
selection  of  those  whose  Medicare  payments  will 
be  suspended,  but  it  does  not  appear  likely  that 
the  order  will  be  completely  rescinded. 

Myth  No.  9. — Blue  Shield  would  go  broke  if  it 

lost  the  Medicare  business. 

No  so!  From  the  very  beginning  the  possibil- 
ity of  the  Government’s  cancellation  of  the  con- 
tract or  of  the  necessity  of  Blue  Shield’s  withdraw- 
ing as  fiscal  administrator  has  been  anticipated. 
Operating  costs  of  Blue  Shield’s  own  business  have 
also  been  segregated  and  Blue  Shield  today  is  still 
the  successful  business  operation  it  was  five  years 
ago  before  there  was  any  Medicare.  Government 
accounting  has  made  sure  that  there  was  no 
“profit”  made  in  Medicare. 

Myth  No.  10. — -It  doesn’t  make  any  difference 

who  administers  the  Medicare  program  in 

Florida. 

With  the  inception  of  the  Medicare  program, 
1 can  recall  having  two  diametrically  opposed 
feelings:  As  a physician,  I wanted  to  have  Blue 
Shield  stand  as  a buffer  between  me  and  the  Gov- 
ernment. As  a member  of  the  Blue  Shield  Board 
of  Directors,  I felt  that  nothing  was  worse  for 
Blue  Shield  than  to  become  involved  in  the  bu- 
reaucracy of  the  Medicare  program.  Four  years 
later,  I have  not  changed  my  opinion.  Ninety  per- 
cent of  the  complaints  that  Blue  Shield  gets  are 
related  to  Medicare  and  the  vast  majority  of  these 
are  about  things  over  which  Blue  Shield  has  no 
control.  The  one  reason,  insofar  as  I am  con- 
cerned, for  cisking  Blue  Shield  to  assume  this  ob- 
ligation, is  for  the  service  it  can  be,  and  has  been, 
to  the  doctors  of  Florida.  As  has  already  been 
mentioned,  Florida’s  peer  review  system,  thanks 
to  Blue  Shield  and  to  the  wholehearted  support  of 
the  FMA  Board  of  Governors,  is  unique  and  is 
the  best  system  yet  devised  to  protect  the  doctor 
against  arbitrary  treatment  and  peremptory  deci- 
sions by  Government  bureaucracy.  A more  recent 
example  of  Blue  Shield’s  influence:  The  Medicare 
law  from  the  beginning  has  required  that,  where 
feasible,  specialists  fees  be  taken  into  considera- 
tion separately  in  establishing  profiles  for  estab- 
lishing Medicare  allowances.  Recently,  Blue 
Shield  was  directed  to  implement  this  requirement. 
The  FMA,  Blue  Shield  and  numerous  other  medi- 
cal organizations  have  rejected  the  idea  of  dual  fee 
schedules  for  many  reasons,  among  which  is  the 
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near  impossibility  of  defining  a specialist.  After 
much  correspondence  and  after  a meeting  between 
Regional  Representative  of  Social  Security  and 
Blue  Shield  Board  members,  it  was  decided  that 
the  implementation  of  a dual  fee  schedule  in  Flor- 
ida was  not  presently  feasible.  You  may  be  as- 
sured that  had  a commercial  insurance  company 
been  the  fiscal  administrator  in  Florida,  the  doc- 
tors point  of  view  would  not  have  been  consulted. 

Medicare  is  with  us  to  stay  in  one  form  or  an- 
other. Nobody  understands  the  problems  peculiar 
to  the  practice  of  medicine  quite  as  well  as  those 
who  practice  it.  It  does  make  a difference  who 
looks  out  for  your  interest.  As  long  as  you  can 
persuade  some  long  suffering  doctor  to  act  as  your 
representative  on  the  Blue  Shield  Board  of  Direc- 
tors in  the  administration  of  Medicare,  in  my 
opinion  you  had  better  do  it. 

Finally,  there  are  certain  facts  of  life  that  all 
doctors  should  recognize: 

( 1 ) Medicare  is  a Government  program  largely 
supported  by  tax  funds.  The  Government 
has  the  right  and  the  obligation  to  at- 
tempt to  control  costs,  to  determine  that 
the  funds  that  it  appropriates  are  properly 
spent,  and  to  determine  the  maximal 
amount  of  its  liability  for  any  particular 
service.  This  commercial  insurance  com- 
panies do. 

(2)  The  Federal  Government  has  promised 
more  medical  and  hospital  care  than  it 


ctm  afford  or  deliver.  In  an  effort  to 
reduce  costs,  it  is  likely  that  there  will 
continue  to  be  a reduction  in  covered 
services  (as  evidenced  by  the  restrictions 
placed  on  nursing  home  charges)  and  in 
benefits  (witness  recent  reduction  in  per- 
centile for  fee  allowances).  It  is  also  like- 
ly that  the  medical  profession,  the  most 
vulnerable  and  the  most  accessible  target, 
will  continue  to  be  blamed  for  the  failure 
of  the  Medicare  program  to  live  up  to  ad- 
vanced expectations. 

(3)  The  Federal  Government  has  no  right 
presently  to  offer,  to  commit,  or  to  com- 
pel, your  services  (except  for  military 
service)  or  to  set  your  fees.  The  accep- 
tance of  assignment  of  Medicare  benefits 
is  not  required.  This  is  a voluntary  act 
by  the  doctor  in  which  he  accepts  gov- 
ernment determination  of  his  fee  for 
which  all  he  gets  in  return  is  guaranteed 
payment  of  his  “allowed”  fee. 

(4)  As  long  as  you  deal  with  your  Medicare 
patients  directly,  without  acceptance  of 
assignments,  fairly  and  equitably  and  in 
the  same  manner  as  all  other  patients  are 
treated,  the  Government  is  likely  to  stay 
off  your  back. 

► Dr.  Zellner,  515  South  Orange  Avenue,  Orlando 
32801. 


Too  great  a hurry  to  discharge  an  obligation  is  a kind  of  ingratitude. 

In  the  intercourse  of  life,  we  please  more  by  our  faults  than  by  our  good  qualities. 
Hypocrisy  is  the  homage  vice  pays  to  virtue. 

— Due  de  la  Rochefoucauld  ( 1613-1680 ) 
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One  tablet  q.i.d. 
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Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Indicationft:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  tn: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindicalions:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitivity  to trypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  Infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria.  Itching),  gastrointestinal  upset 
and  ir>creased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 
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of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestations  of  sulfonomide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nolly  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 
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You  con  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 
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Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
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The  treatment  is  singular 


Editorial 


Fifteenth  Annual  Conference  of  County  Medical 
Presidents  and  Secretaries 


The  Fifteenth  Annual  Conference  of  County 
Medical  Society  Presidents  and  Secretaries  held 
in  January  at  Orlando  was  a far  cry  from  previous 
ones  and  had  something  of  importance  and  inter- 
est for  every  Florida  practitioner  no  matter  what 
his  specialty  or  locality.  Remarks  heard  at  the 
coffee  break  included  “an  entire  day  like  this 
should  be  reserved  at  the  annual  meeting  of  the 
FMA,”  and  “Similar  speakers  and  subjects  should 
be  utilized  by  the  specialty  groups  at  their  scien- 
tific sessions,”  and,  “why  not  a special  issue  of 
the  Journal  to  include  all  of  these  speakers.” 
While  the  intent  of  this  meeting  was  that  the 
information  filter  down  through  the  presidents  and 
secretaries  of  the  various  county  societies,  and,  in 
turn,  reach  the  ears  of  the  rank  and  file  member, 
it  was  thought  that  additional  publicity  would  aid 
in  this  purpose. 

The  program  was  opened  by  Bob  Zellner, 
Chairman  of  the  Ad  Hoc  Committee  to  Study  the 
Structure  of  the  FMA.  Dr.  Zellner  said  that  three 
sets  of  questionnaires  were  sent  to  component 
county  societies  asking  for  criticisms  and  sugges- 
tions in  revamping  the  By-Laws  of  the  FMA  and 
less  than  ten  replies  were  returned.  Of  these,  three 
said,  “you  are  doing  a great  job,  keep  up  the  good 
work.”  The  committee  thought  that  we  should 
know  where  we  are  going,  but  to  do  so,  should  first 
see  where  we  have  been  and  there  followed  the  his- 
tory of  the  founding  of  the  Florida  Medical  Asso- 
ciation in  1874  at  Jacksonville  by  a group  of  prac- 
ticing doctors.  At  each  annual  meeting  any  mem- 
ber could  attend  and  had  the  privilege  of  the  floor. 
After  World  War  II  the  House  of  Delegates  was 
organized  and  twice  since  then  the  By-Laws  and 
the  Constitution  have  been  studied  and  new  By- 
Laws  adopted.  Dr.  Zellner’s  committee  has  re- 
viewed the  Constitution  and  By-Laws  line  by  line 
and  have  written  recommendations  which  will  be 
reported  to  the  Board  of  Governors  prior  to 
presenting  to  the  House  of  Delegates  at  the  next 
annual  meeting. 


Dr.  Kenneth  Penrod,  Vice  Chancellor  of  the 
Board  of  Regents,  gave  a very  sensible  and  excit- 
ing proposal  in  which  he  interpreted  and  explained 
his  article  in  the  January  Journal.  The  increased 
maturity  and  intelligence  of  our  youth  is  such  that 
highschool  students  are  far  advanced  beyond  the 
highschool  students  of  20  and  30  years  ago.  Much 
thought  has  been  given  to  the  many  subjects 
needed  to  develop  a well-educated,  well-rounded 
M.D.  Taking  into  account  the  untapped  educa- 
tional resources  of  the  private  practitioner,  the 
needs  of  the  ghettos  and  the  speed  at  which  vari- 
ous students  learn,  yet  realizing  that  it  is  impossi- 
ble to  know  what  is  needed  to  produce  an  M.D. 
in  1980,  Dr.  Penrod  said  the  objective  is  to  devel- 
op an  individual  with  continuous  curiosity  to  keep 
learning.  He  described  the  plans  of  combining 
undergraduate  and  preclinical  subjects  such  as 
biochemistry,  biology,  microbiology,  physiology 
but  not  pathology  or  anatomy,  so  that  two  years 
after  an  individual  attains  his  college  degree  it 
would  be  possible  for  him  to  receive  an  M.D. 
degree.  Then,  depending  upon  his  maturity,  his 
interest  and  the  facilities  available,  he  could  begin 
the  practice  of  medicine,  under  supervision,  until 
he  became  board  certified. 

Dr.  John  Cheleden,  Chairman  of  the  Judicial 
Council,  discussed  the  problems  of  hospital-based 
physicians,  saying  that  because  of  the  apathy  of 
the  attending  staff,  hospital  administrators  have 
been  forced  to  employ  directors  of  medical  educa- 
tion, chiefs  of  staff,  heads  of  departments  and 
emergency  room  physicians.  The  incentives  to  be- 
coming a full-time,  hospital-based  practitioner  are 
many  but  the  danger  is  that  as  the  government 
becomes  more  involved  in  medical  practice,  it  will 
constantly  look  for  ways  to  cut  costs  and  as  a 
result  will  pay  the  salaried  emergency  physician 
on  the  same  basis  as  any  other  hospital  employee 
and  not  on  a fee-for-service  basis. 

In  discussing  osteopathy  in  the  United  States, 
there  are  13,000  D.O.’s,  605  of  whom  are  G.P.’s. 
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One  of  every  20  practicing  physician  is  a D.O. 
There  are  688  D.O.’s  in  Florida,  10%  of  the 
practicing  physicians. 

While  there  are  almost  50,000  graduates  of 
foreign  medical  schools  in  the  United  States,  half 
of  them  are  practicing  and  40%  of  them  are  on 
house  staffs.  Each  year  1,000  come  from  the 
medical  schools  of  Mexico  and  the  Philippines  into 
the  United  States  as  ECFMG  licensed.  Fifty  per 
cent  of  the  recent  applicants  for  Florida  licenses 
were  graduates  of  foreign  medical  schools. 

The  urgent  need  for  medical  peer  review  was 
presented  by  Dr.  James  Byrne,  Chairman  of  the 
Peer  Medical  Utilization  Review  Committee,  who 
said  that  $117,000,000  was  paid  to  Florida  physi- 
cians for  Medicare  patients  last  year.  This  is  our 
tax  money  coming  back  and  we  should  certainly  be 
critically  aware  of  how  it  is  properly  used  or 
falsely  accepted. 

Dr.  Irving  Hall,  President  of  the  Florida 
Health  and  Manpower  Council,  presented  an  illus- 
trated discussion  of  the  physician’s  assistant  and  a 
personable,  articulate  assistant  who  has  been  work- 


ing in  his  office  for  the  past  year  and  a half. 

The  most  attractive  part  of  the  program  was 
Mrs.  .\rnold  Spanjers,  President  of  the  Woman’s 
Auxiliary,  who  gave  a heart-warming  discussion  of 
the  activities  of  our  wives. 

The  most  effective  speech  was  by  Dr.  Joseph 
V^onThron,  Chairman  of  the  Council  on  Legislation 
and  Public  Agencies,  on  our  national  and  state 
legislative  program. 

The  activities  of  the  Committee  on  Child 
Health  was  presented  by  the  Chairman,  Dr.  Wes- 
ley Nock,  and  Dr.  Thad  Moseley,  Chairman,  Flor- 
ida Medical  Foundation  Committee,  described  the 
foundations  for  medical  care  as  a method  of  de- 
veloping community  group  practice  to  provide 
prepaid  comprehensive  health  care. 

To  find  out  what  Dr.  Ernest  Howard,  Senator 
de  la  Parte,  Senator  Myers  and  Representative 
Earle  said,  contact  your  local  medical  society 
president  or  secretary  and  next  year  you  will 
want  to  be  there  yourself! 

C.M.C. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  (1):  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W Neville.  Tr..  M D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Who,  Me? 


Surveying  a rough  draft  of  the  composite  re- 
I turns  from  the  1970  questionnaire  mailed  last  year 
to  random  members  by  the  FMA  Committee  on 
Relative  Value  Studies,  one  sees,  in  line  with  a 
service,  three  different  fees,  typed  in  columns,  be- 
tween the  1968  FMA  Relative  Value  figure  and 
the  1969  California  Relative  Value  figure.  One 
promptly  wonders  why  the  cost  of  medical  care 
in  California  is  considered  to  be  so  much  higher 
than  elsewhere,  and  one  wonders  how  the  commit- 
tee members  discussed  objectively  the  revisions 
and  why  they  approved  the  higher,  lower  or 
median  figure.  But  how  does  one  equate  the  re- 
sponsibility assumed  and  the  service  rendered  by 
a physician  treating  a patient  with  a myocardial 
infarction  as  opposed  to  resecting  an  aortic  aneu- 
rysm, delivering  a baby  or  treating  an  acute  asth- 
matic patient  with  the  variables  of  time  and  the 
severity  of  the  condition?  Either  the  patient  or 
I the  physician  may  be  unfairly  rewarded  or 
penalized. 

I In  order  to  pay  his  overhead,  his  personal  and 
I family  living  expenses  and  put  aside  something  for 
: retirement,  the  physician  must  make  a reasonable 
' profit.  While  most  are  humanitarians,  deeply 
concerned  for  the  welfare  of  their  patients,  and 
so  will  not  knowingly  charge  too  much,  yet,  set- 
ting a fee  without  considerate  regard  for  the  pa- 
i tient’s  ability  to  pay,  can  turn  a justifiable  profit 
; into  fee  gouging  or  charging  all  the  traffic  will 
bear.  Originally,  fees  were  established  on  a flexi- 
I ble,  so-called  Robin  Hood  basis,  in  which  the  well- 
off  and  those  who  paid  their  bills  were  charged 
' something  in  excess  to  offset  losses  created  by  the 
poor  who  could  not  pay.  Yet,  where  deficient  col- 
lections produce  a sagging  profit  margin,  and  this 
then  is  bolstered  by  fee  increases,  paying  pa- 
tients are  charged  more  to  offset  the  losses  from 
' those  who  can’t  or  won’t  pay.  Faulty  business 
practices,  encouraging  slow  payment  through  in- 
accurate records,  poorly-timed  billing  dates  and 
inconsistencies  in  billing  procedures  all  have  the 
same  effect.  A credit  policy,  flexible  and  sufficient- 
ly keyed  to  the  buying  ability  and  needs  of  each 
patient  and  his  family,  can  affect  the  availability 
of  medical  care  to  a patient  if  not  manuevered  out 
of  his  reach.  Rigid,  tight  credit  practices,  the 
custom  in  some  medical  offices,  without  provi- 
sions for  a mature,  qualified  member  of  the  phy- 
I sician’s  staff  determining  the  paying  ability  of  any 


patient  or  reasons  for  nonpayment,  can  adversely 
affect  the  availability  of  these  services.  Ever  in- 
creasing collection  rates  from  agencies  and  pay- 
ments from  third  parties  no  longer  justifies  the 
modern  physician’s  saying  that  he  must  charge 
an  excessive  fee  to  offset  his  credit  losses. 

The  AMA  Judicial  Council  has  reaffirmed  that 
as  the  laborer  is  worthy  of  his  hire  so  is  the  phy- 
sician entitled  to  reasonable  compensation  for  the 
services  he  performs.  At  the  same  time,  it  is 
pointed  out  that  the  prime  objective  of  the  medical 
profession  is  to  serve  humanity,  while  financial 
gain  is  a subordinate  consideration.  Suing  patients 
in  small  claims  courts,  charging  interest  on  past 
due  accounts,  requiring  patients  to  obtain  bank 
loans  to  pay  full  amounts  prior  to  services  render- 
ed, do  much  to  take  from  the  practice  of  medicine, 
a physician’s  personal  involvement  with  his  pa- 
tients, making  his  care  unavailable  to  those  who 
cannot  meet  his  terms.  Such  a system  of  rigid 
credit  and  cash  in  advance  for  services  to  be  ren- 
dered is  much  akin  to  trade  union  policies  not  dis- 
similar from  strikes,  work  slow-downs  and  job 
stoppages  by  high-priced  journeymen. 

The  political  writer  who  coined  the  phrase  that 
every  American  deserves  the  right  to  medical  care 
undoubtedly  took  this  from  the  time-honored  phi- 
losophy of  the  healing  arts  that  medical  service 
should  be  provided  to  all,  whether  they  are  able 
to  pay  or  not.  Such  being  part  of  the  profes- 
sional traditions  and  ideals  should  also  be  a part 
of  the  creed  of  every  physician.  It  is  clear,  how- 
ever, that  some  MB’s  are  overly  concerned  with 
the  monetary  rewards  of  healing  the  sick  with 
the  dictum  of  available  medical  service  only 
to  those  who  can  pay,  casting  aside  the  ideals 
and  traditions  of  the  profession  by  adopting  the 
practices  of  businesses  and  trades  in  dealing  with 
patients.  Too,  new  comers  and  certain  specialties, 
without  a precedent  to  guide  them,  set  excessive 
and  seemingly  unjustifiable  rates  on  their  services. 
Those  physicians,  demonstrating  that  financial 
compensation  is  their  main  consideration  and 
regard,  are  making  a trade  out  of  the  practice 
of  medicine  and  are  responsible  for  a lot  of 
the  ill  feeling  that  the  public  has  developed  to- 
ward us.  In  the  eyes  of  the  American  public  the 
tarnished  image  of  the  physician,  in  contrast  to 
that  of  a few  decades  ago,  will  not  be  enhanced 
by  such  actions.  C.M.C. 
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Otolaryngology  edited  by  William  F.  Robbett,  M.D. 
V'ol.  2.  Pp.  342.  4S3  illustrations.  Price  $27.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 

This  hardbook  records  papers  presented  at 
the  100-year  anniversary  gathering  at  the  Man- 
hattan Eye,  Ear  and  Throat  Hospital  in  1968. 

The  book  deals  primarily  with  newer  surgical 
procedures  relating  to  the  ENT  area.  Most  of 
the  procedures  are  well  illustrated  for  diagnosis 
and  therapy.  Other  chapters  deal  with  newer 
diagnostic  ENT  procedures.  Certain  chapters  are 
in  symposium  form  with  different  participants 
discussing  a subject. 

It  is  my  feeling  that  this  book  is  intended  for 
the  otolaryngologist  only,  and  would  probably  be 
of  great  use  to  him.  It  is  too  detailed  for  the 
man  out  of  the  ENT  field  to  put  to  practical  use. 

Charles  Dunn,  M.D. 

Miami 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  B.A.,  Marilyn  M.  Erickson,  B.S.  and 
Sue  C.  Stevens,  B..A.,  Ph.D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 

“Practical  Automation  for  the  Clinical  Labora- 
tory” states  in  the  preface  that  “the  purpose  of 
this  book  is  to  present  a basic  mechanical  and 
practical  approach  to  utilizing  automatic  equip- 
ment in  the  laboratory.”  It  is  regrettable  that  this 
effort  is  not  successful. 

The  book  is  out  of  date  and  most  elements 
of  this  book  are  included  in  the  applicable  manu- 
facturer’s instruction  booklets. 

- Fortunately,  portions  of  the  text  are  humorous. 

Edward  N.  Willey,  M.D. 

St.  Petersburg 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Vital  Statistics  of  the  United  States  1967,  Volume 
III — Marriage  and  Divorce  by  U.S.  Department  of 
Health,  Education,  and  Welfare.  Pp.  53.  Price  $1.25. 
Washington,  D.  C.,  U.  S.  Government  Printing  Office, 
1970. 


Urological  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


The  Early  Orthopaedic  Surgeons  of  America 

by  Alfred  Rives  Shands  Jr.,  M.D.  Pp.  190.  Illustrated. 
Price  $15.  St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


Infection  Control  in  the  Hospital  by  the  American 
Hospital  Association.  Pp.  154.  Price  $4.  Chicago,  Illinois 
1970. 


Macular  Diseases  by  J.  Donald  M.  Gass,  M.D.  Pp. 
232.  Illustrated.  Price  $48.50.  St.  Louis,  The  C.  V. 
Mosby  Company,  1970. 


Selective  Bibliography  of  Orthopaedic  Surgery. 

2nd  Ed.  By  the  American  Academy  of  Orthopaedic  Sur- 
gery. Price  $7.25.  St.  Louis,  The  C.  V.  Mosby  Company, 
1970. 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 
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Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTHROID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  Tsat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  Tg — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products; 
American  Druggist  BLUEBOOK,  March  1970-71 


^nthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS  . 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (O.l-I.O  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  O.I  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  (Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 
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As  your  hypothyroid 
patients  travel 
along  the  smooth 
roadylet  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 

a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further  . 
information. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05 mg.  (white)  ;0. 1 mg. (yellow) ; 
0.15  mg.  (violet);  0.2  mg.  (pink). 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 


MARCH 

6 Early  Diagnosis  and  Management  of  the 
Stroke  Syndrome,  Ponte  Vedra  Inn,  Ponte 
Vedra.  For  information;  Jacob  Green, 
M.D.,  2105  Park  St.,  Jacksonville  32204. 

6 Fifteenth  Watson  Clinic  Annual  Seminar, 
Watson  Clinic,  Lakeland.  For  information: 
Brunildo  A.  Herrero,  M.D.,  Watson  Clinic, 
Lakeland  33802. 

6-  7 1971 — Physician’s  Seminar  on  Respiratory 
Diseases,  Ramada  Inn,  Tampa.  For  infor- 
mation: M.  A.  Barton,  M.D.,  701-6th  St., 
S.,  Mound  Park  Hospital  Foundation,  Inc., 
St.  Petersburg  33701. 

9-13  “Selected  Topics  in  Roentgendiagnosis; 
Radiologic-Pathologic  Correlations,”  Fon- 
tainebleau Hotel,  Miami  Beach.  For  infor- 
mation: Manuel  Viamonte  Jr.,  M.D.,  Uni- 
versity of  Miami  School  of  Medicine,  Box 
875,  Biscayne  Annex,  Miami  33152. 

14-17  Special  Procedures  in  Diagnostic  Radiology, 
Eden  Roc  Hotel,  Miami  Beach.  For  infor- 
mation: Mrs.  Gwen  Hendel,  Mt.  Sinai 

Hospital,  Miami  Beach  33140. 

17-20  Third  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton  Four  Ambassadors, 
Maimi.  For  information:  Michael  S.  Gor- 
don, M.D.,  University  of  Miami  School  of 
Medicine,  Box  875,  Biscayne  Annex,  Miami 
33152. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


26-27  Eighth  Annual  Postgraduate  Surgical  Semi- 
nar, Cedars  of  Lebanon  Hospital,  Miami. 
For  information:  Mary  E.  Cunningham, 
R.N.,  Dir.  of  Education,  Cedars  of  Lebanon 
Hospital,  1321  14th  St.,  Miami  33125. 


APRIL 

17  Fifth  .\nnual  Seminar  for  Physicians,  Port- 
0-Call,  Tierra  Verde,  St.  Petersburg.  For 
information:  Florida  Division,  American 

Cancer  Society,  2909  Bay-to-Bay  Blvd., 
Tampa  33609. 

19-24  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

23-24  Seminar  on  Arthritis  and  Related  Diseases, 
Sheraton  Hotel,  Jacksonville.  For  infor- 
mation: William  B.  Thirlwell,  2522  Oak 
St.,  Jacksonville  32204. 


MAY 

3-  8 Comprehensive  Training  in  Coronary  Cart 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

24-29  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 
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General  News 


Dr.  Glassman  Guest  Speaker 


Jacob  A.  Glassman,  IM.D.,  F.A.C.S.,  will  deliver  a lecture  at  the  Sixty-Third  Annual  Meet- 
ing of  the  Phi  Lambda  Kappa  Medical  Society  on  March  18-28,  1971.  The  meeting  will  be 
held  at  the  Eden  Roc  Hotel,  Miami  Beach,  Florida.  Dr.  Classman’s  subject  will  be  “Cholecys- 
tostomy  and  the  Geriatric  Patient.” 


Founders  of  Medicine 


The  Lakeland  Graduate  Medical  Assembly’s  1971  Founders  of  Medicine  meeting  will  be  held 
vember  17-19  in  Winter  Haven. 

Names  of  speakers  and  registration  information  will  be  announced  later,  according  to 
Charles  W.  Inman,  M.D.,  chairman  of  the  program. 

The  Assembly  is  an  organization  of  independent  practitioners  dedicated  to  improving  the 
quality  of  medical  care  and  furthering  medical  education.  Its  mailing  address  is  Box  2335,  Lake- 
land, Florida  33803. 


Socioeconomics  of  Health  Care 


“Current  Issues  in  Medical  Care  Delivery”  will  be  the  theme  for  the  5th  National  Congress 
on  the  Socioeconomics  of  Health  Care,  to  be  held  in  Las  Vegas,  Nevada,  April  2-3. 

The  meeting  is  sponsored  by  the  Council  on  Medical  Service  and  the  Division  of  Medical 
Practice  of  the  American  Medical  Association. 

The  two-day  conference  will  be  held  at  Caesars  Palace  in  Las  Vegas.  Additional  information 
may  be  obtained  by  contacting;  Secretary,  Council  on  Medical  Service,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


Calder  Memorial  Library 


Ground  was  broken  on  January  6 for  the  new  Calder  Memorial  Library  at  the  University 
of  Miami  School  of  Medicine. 

Participating  in  the  ceremony  were  Dr.  Henry  K.  Stanford,  President  of  the  University  and 
Dr.  Emanuel  M.  Papper,  Dean  of  the  Medical  School. 

The  three-story  structure  is  scheduled  for  completion  in  January  of  next  year.  The  Division 
of  Health,  Education  and  Welfare  is  providing  $1,084,245  for  the  construction  and  equipment.. 
The  Calder  Foundation  of  New  York  City  is  providing  a similar  amount. 
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Decision  on  Abortion 


Florida  physicians  may  legally  refer  patients  for  abortions  to  other  states  or  countries  where 
such  operations  are  legal,  according  to  the  state  Attorney  General. 

But  if  a Florida  doctor  advises  and  arranges  for  an  abortion  performed  within  the  Florida 
boundaries,  he  would  be  subject  to  prosecution  under  the  laws  of  the  state  along  with  the  physi- 
cian who  actually  performs  the  operation. 

The  opinion  was  among  the  last  to  be  written  by  Earl  Faircloth  as  Florida’s  Attorney  Gen- 
eral. It  was  in  response  to  a question  raised  by  George  S.  Palmer,  M.D.,  Executive  Director  of 
the  Florida  State  Board  of  Medical  Examiners. 

Dr.  Palmer  had  asked  whether  any  Florida  criminal  law  would  be  violated  if  a state  phy- 
sician advises  and  makes  arrangements  for  an  abortion  to  be  performed  in  a state  or  country 
where  abortions  are  lawful,  or  aboard  ship  on  the  high  seas  when  the  operation  is  not  necessary 
to  perserve  the  life  or  health  of  the  patient. 

. Advising  and  arranging  for  an  abortion  to  be  performed  . . . where  abortions  may  legal- 
ly be  performed  would  not  render  the  physician  advising  it  and  making  arrangements  for  it  sub- 
ject to  prosecution.  . . Mr.  Faircloth  said  “.  . . the  same  would  be  true  if  the  abortion  were 
performed  on  the  high  seas  outside  of  the  territorial  limits  of  this  state.” 


New  Officers  of  Greater  Miami  Radiological  Society 


On  January  20,  the  following  officers  of  the  Greater  Miami  Radiological  Society  were  elected 
for  1971:  President,  John  H.  Kathe,  M.D.,  Miami;  Secretary,  George  Meyer,  M.D.,  Fort  Lauder- 
dale; Vice  President,  Stanley  Worton,  M.D.,  Miami,  and  Treasurer,  Alfred  Weinfeld,  M.D.,  Miami. 


Florida  Medical  Association  Membership 


Membership  in  the  Florida  Medical  Association  reached  a record  of  7,169  physicians  on  De- 
cember 31,  1970,  according  to  the  FMA  Membership  Section. 

This  was  a gain  of  487  members  over  the  6,682  reported  on  the  same  date  in  1969. 

FMA  earned  a sixth  seat  in  the  American  Medical  Association’s  House  of  Delegates  when 
the  state’s  AMA  membership  exceeded  5,000.  The  new  delegate  and  his  alternate  will  be  elected 
at  the  FMA  Annual  Meeting  in  May. 

-Active  FMA  membership  amounted  to  6,071  doctors  as  opposed  to  the  5,735  in  that  cate- 
gory a year  earlier.  There  were  1,098  physicians  holding  other  classes  of  membership  at  the  end 
of  last  year  and  they  fall  in  the  following  categories  with  the  previous  year’s  figures  in  paren- 
theses; Associate  membership,  720  (654);  Retired  or  Disabled,  176  (158);  and  Interns  or  Resi- 
dents, 202  (135). 

-All  indications  are  that  FMA  membership  will  continue  to  grow  during  1971. 
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Another  Hike  for  Kaiser  Subscribers 


For  the  third  time  in  less  than  two  years,  the  Kaiser  Foundation  Health  Plan  in  Northern 
California  is  raising  its  rates — this  time  by  9%.  The  big  closed-panel  plan,  considered  a model 
of  cost  effectiveness  by  government,  increased  rates  7.5%  earlier  this  year  and  18%  in  1969. 
In  the  past,  other  Kaiser  plans  have  followed  a pattern  of  rate  increases  similar  to  Northern 
California’s. 


Dr.  Norton  Elected  to  Executive  Committee  of  SMA 


Edward  Norton,  M.D.,  of  Miami  has  been  elected  to  the  Executive  Committee  of  the  South- 
ern iMedical  Association’s  Section  on  Ophthalmology. 

Dr.  Norton,  a member  of  the  Dade  County  and  Florida  Medical  Associations,  was  chosen 
during  the  SjM.\  meeting  in  Dallas,  Texas. 


American  College  of  Physicians 


The  52  nd  Annual  Session  of  the  American  College  of  Physicians  will  be  held  in  Denver, 
Colorado,  March  29-April  2. 

complete  scientific  program  including  lectures,  exhibits,  panel  discussions  and  television, 
has  been  arranged. 

There  will  be  a convocation  on  Monday,  IMarch  29,  at  which  time  fellowship  in  the  Ameri- 
can College  of  Physicians  will  be  bestowed  on  several  hundred  doctors. 

.Additional  information  about  the  meeting  may  be  obtained  by  contacting  the  .American  Col- 
lege of  Physicians,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


AMA  24th  National  Conference  on  Rural  Health 


A Florida  physician  will  be  among  the  speakers  at  the  .AAIA’s  24th  National  Conference  on 
Rural  Health  this  month  in  .Atlanta. 

The  meeting  will  be  at  the  .Atlanta  Marriott  Alotor  Hotel,  Alarch  25-26.  Theme  for  the 
meeting  will  be  “Community  Health  Programs  for  Tomorrow.” 

The  final  session  on  Friday  afternoon,  March  26,  will  feature,  among  other  things,  an  ad- 
dress by  Roy  AI.  Baker,  AI.D.,  of  Jacksonville,  a member  of  the  .AAI.A  Committee  on  Commu- 
nity Emergency  Services. 

The  National  Conference  on  Rural  Health  is  sponsored  each  year  by  the  .AAI.A’s  Council 
on  Rural  Health. 

.Additional  information  may  be  obtained  by  writing  to  the  Council  on  Rural  Health— 
.AAI.A,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 
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Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blende  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contedns: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 
Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution;  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  lurinary  retention. 

Dosage;  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Smirk 

AQDiDiu  K fio DeurnaAooiTAi  i/s 


ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


mi 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


National  and  Regional 
Meetings  Held  in  Florida 


MARCH 

1-  6 Society  for  Cryosurgery,  Diplomat  Hotel 
and  Country  Club,  Hollywood.  Sec.:  So- 
ciety for  Cryosurgery,  30  N.  Michigan  Ave., 
Chicago  60602. 

7-12  American  College  of  Chest  Physicians, 
“Problems  and  Approaches  to  Diagnosis 
and  Management  of  Cardiopulmonary  Fail- 
ure,” University  of  Miami  School  of  Medi- 
cine, Miami  Beach.  For  information: 
Charles  F.  Tate,  M.D.,  1000  N.W.  17th  St., 
Miami  33136. 

12-14  Association  of  University  Anesthetists, 
Miami.  Sec.:  Robert  M.  Epstein,  M.D., 
622  W.  168th  St.,  New  York  10021. 

14-18  International  Anesthesia  Research  Society, 
Americana  Hotel,  Miami  Beach.  Ex.  Sec.: 
B.  B.  Sankey,  M.D.  3645  Warrensville  Cen- 
ter Rd.,  Cleveland  44122. 

24-26  American  Surgical  Association,  Boca  Raton 
Hotel  and  Club,  Boca  Raton.  Sec.:  G. 
Thomeis  Shires,  5323  Harry  Hines  Blvd., 
Dallas  75235. 

28-.'\pril  1 American  Society  of  Maxillofacial  Sur- 
geons, Eden  Roc  Hotel,  Miami  Beach.  Sec.- 
Treas.:  Dicran  Goulian  Jr.,  M.D.,  116  E. 
68th  St.,  New  York  10021. 


APRIL 

19-22  Southeastern  Surgical  Congress,  Americana 
Hotel,  Miami  Beach.  Sec. -Dir.:  A.  H.  Let- 
ton,  M.D.,  340  Boulevard  N.E.,  Atlanta 
30312. 

26-30  Association  for  Research  in  Vision  and 
Ophthalmology,  Sheraton  Sandcastle,  Sara- 
sota. Sec.-Treas.:  Herbert  E.  Kaufman, 
M.D.,  Dept,  of  Ophthalmology,  University 
of  Florida  College  of  Medicine,  Gainesville 
32601. 


MAY 

9-15  American  Gastroenterological  Association, 
.\mericana  Hotel,  Miami  Beach.  Sec.:  John 
Benson  Jr.,  M.D.,  3181  S.  W.  Sam  Jack- 
son  Park  Road,  Portland,  Ore.  97201. 

12  American  Society  for  Gastrointestinal  En- 
doscopy, Miami  Beach.  Sec.:  Joseph  A. 
Rinaldo  Jr.,  M.D.,  16001  W.  Nine  Mile 
Rd.,  Southfield,  Mich.  48075. 


AUGUST 

26-29  United  Ostomy  Association,  Diplomat 
Hotel,  Miami  Beach.  Exec.  Dir.:  Donald 
P.  Binder,  1111  Wilshire  Blvd.,  Los  Angeles 
90017. 

30-Sept.  2 Western  Hemisphere  Nutrition  Con- 
gress, xAmericana  Hotel,  Miami  Beach. 
Info.:  AMA  Council  on  Foods  and  Nutri- 
tion, 353  N.  Dearborn  St.,  Chicago  60610. 


OCTOBER 

4-  7 American  Academy  of  Family  Physicians, 
Miami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112. 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 
cana Hotel,  Bal  Harbour.  Sec.:  Bernard  S. 
Patrick,  M.D.,  University  Medical  Center, 
2500  N.  State  St.,  Jackson,  Miss.  39216. 

NOVEMBER 

(date  to  be  announced) 

Pan  American  Medical  Association,  45th, 
Miami  Beach.  Dir.  Gen.:  Joseph  J.  Eller, 
745  Fifth  Ave.,  New  York  10022. 

1-  4 Southern  Medical  Association,  Miami 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts, 
2601  Highland  Ave.,  Birmingham,  .Ma. 
35205. 

4-  6 Southern  Thoracic  Surgical  Association, 
Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  Va. 
23219. 
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Woman's  Auxiliary 


On  The  Run 

Bennie  Spanjers  (Mrs-  Arnold  J.)  and  Arnold  J.  Spanjers,  M.D. 


The  “big  push”  or  goal  of  the  Auxiliary  year 
1970-71  is  for  the  responsible  adult  in  the  health 
picture.  Mrs.  R.  C.  L.  Robertson,  President, 
Woman’s  Auxiliary  to  the  AMA  urged  auxiliary 
members  to  promote  positive  good  health  for  the 
people  of  her  community  and  she  stated,  “Good 
health  begins  at  home.” 

In  this  ‘Age  of  Aquarius,’  many  cancers  are 
treated  successfully  with  surgery  and  irradiation; 
aneurj'sms  of  major  vessels  are  resected,  adding 
many  years  of  useful  life;  people  are  salvaged 
daily  in  our  ICU’s  because  of  extrasensitive  moni- 
toring equipment;  organs  are  successfully  trans- 
planted from  one  individual  to  another  and,  a 
select  few  are  alive  today  with  the  heart  of  an- 
other. 

In  spite  of  these  miracles  of  modern  medicine, 
the  average  life  expectancy  is  not  improving  as 
much  as  it  should.  Why?  Advanced  technology  is 
a two-edged  sword.  Our  affluence  has  enabled  the 
average  American  to  buy  a diet  for  himself  that 
is  unhealthy  and  modern  machines  have  provided 
us  with  a living  that  requires  little  or  no  physical 
exercise.  Our  world  has  become  very  small,  very 
complicated  and  the  pace  is  fast.  All  of  these  to- 
gether has  produced  a sedentary,  overweight,  anx- 
ious individual.  Add  to  this  two  packages  of 
cigarettes  daily,  a little  alcohol,  a few  tranquilizers 
and  this  American  is  heading  for  an  early  grave. 

Sadly,  the  average  M.D.  also  is  no  shining 
example  of  good  health.  He,  too,  is  overfed,  over- 
weight, overworked,  overanxious,  and  does  not  get 
enough  exercise.  He  practices  preventive  medicine 
ajl  day  long  but  neglects  himself;  he  understands 
that  the  ‘ounce  of  prevention  is  worth  the  pound 

Editor’s,  Note:  The  president  of  our  Woman’s  Auxiliary 

wrote  asking  that  the  above  be  signed  jointly  and  she  explains 
in  her  letter:  "My  dear  spouse  also  helped  write  the  article  . . . 
For  the  past  couple  of  years  he  has  been  lecturing  on  this  sub- 
ject and  really  is  sold  on  it.  He  looks  like  it,  too.  He  is  the 
most  physically  fit  man  at  46  years  of  age  in  Winter  Haven.’’ 

Madam  President,  my  hat  is  off  to  you! 


of  cure,’  but  he  recommends  this  only  for  his 
patients. 

Yes,  we’re  the  first  in  labor-saving  devices, 
putting  a man  on  the  moon,  food  production  and 
deaths  due  to  heart  disease.  Over  55%  of  the 
deaths  in  the  United  States  are  caused  by  cardio- 
vascular disease. 

However,  we  do  have  a lot  of  control  over  our 
stay  here  on  earth.  Good  health  is  not  necessarily 
a matter  of  luck  but  something  we  must  work  at. 
A fine  book  entitled  Aerobics  has  been  written  on 
this  subject  by  Kenneth  Cooper,  M.D.  Dr.  Cooper 
is  a major  in  the  U.S.  Air  Force  and  has  been 
charged  with  the  responsibility  of  Air  Force  physi- 
cal fitness.  After  much  experimentation  and  re- 
search on  the  subject,  he  concludes  that  physical 
fitness  is  an  ability  to  use  large  quantities  of  O2. 
He  states  that  people  who  can  do  many  push  ups, 
sit  ups  or  knee  bends  are  not  necessarily  in  good 
condition  from  the  cardiovascular  standpoint; 
therefore,  he  urges  the  type  of  exercises  that  cause 
a prolonged  increase  in  the  pulse  rate  and  produce 
a shortness  of  breath.  He  stresses  vigorous  exer- 
cises such  as  jogging,  swimming,  tennis  and  hand- 
ball— these  exercises  build  up  vital  capacity,  exer- 
cise the  heart  muscle,  and  increase  the  cardiac 
muscle  perfusion.  A cardiac  reserve  is  built  up  so 
that  in  times  of  stress,  large  amounts  of  blood 
can  be  moved  by  the  heart. 

People  who  work  at  this  type  of  program  will 
notice  a marked  decrease  in  the  resting  pulse; 
blood  pressures  are  generally  lower,  while  hemo- 
globin and  blood  volume  increases.  The  incidence 
of  heart  attack  is  much  lower  in  those  who  are 
physically  fit  and  should  a heart  attack  occur,  the 
chances  of  recovering  are  much  better.  As  an 
added  bonus,  the  vigorous  exercises  help  to  relieve 
a lot  of  nervous  tension. 

So,  if  you  are  one  of  many  who  have  neglected 
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your  health,  buy  the  Aerobics  book,  read  it,  and 
then  embark  on  a program  of  useful  exercise.  This 
should  be  done  cautiously  at  first,  as  too  much  too 
soon  will  result  in  sore  ankles,  swollen  knees,  shin 
splints  and  blisters.  With  complications  such  as 
these  comes  discouragement  and  danger  that  the 
whole  program  will  be  abandoned.  Once  physical 
fitness  has  been  achieved,  it  can  easily  be  main- 
tained with  7-8  minutes  e.xercise  daily,  5-6  times 
per  week.  This  effort  will  produce  a little  honest 
sweat,  but  it  is  a small  price  to  pay  for  all  the 
benefits. 

So  your  auxiliary  really  has  a “big  push”  on 
this  year,  and  it  is  aimed  at  you,  our  doctor  hus- 
bands. We’re  going  to  help  you  lose  weight  with 
a big  push  away  from  the  table.  Your  cholesterol 
count  will  be  lowered  by  a push  away  from  fatty 
foods;  more  relaxation  time  will  push  away  the 
mental  tension  and  to  really  be  ‘in’  this  year, 
you’ll  have  to  push  away  from  smoking.  We’re 
going  to  shove,  not  push,  you  toward  some  form 
of  regular  physical  activity.  We’re  going  to  have 
an  extra  big  push  to  keep  you  literally  on  the  run 
(we’ll  even  chase  you  Dogpatch  style.) 

You  all  are  very  special  to  us,  so  first  of  all, 
we’re  going  to  make  you  physically  fit  and  then 
work  on  our  communities.  For  like  charity,  gen- 
tlemen, we  believe  good  health  begins  at  home. 


Dr.  and  Mrs.  Spanjerr. 
"On  the  Run" 


DOCTOR,  MARK  THESE 
DATES  ON  YOUR  CALENDAR: 

MAY  5-9,  1971 

Ninety  - Seventh 
Annual  Meeting 

FLORIDA 

MEDICAL 

ASSOCIATION 

AMERICANA  HOTEL 

BAL  HARBOUR 
MIAMI  BEACH 
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Tract  . 
^cord. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H,  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli,  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels 


all  with  a bOOmg.  potency,  bi.d. 
prescription  cost. 


.convenience  and  low 


(500  mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
1 occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 

1 toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
I serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 
Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
I allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./ day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 

Whatever  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


A COMPLETE  BUSINESS  SERVICE 
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Affiliates  of  Black 
Battle  Cre 


FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 

[ Skaggs  Associates 
Michigan 
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Classified 


physicians  wanted 


General  Practitioners 


URGENTLY  NEEDED:  GP  to  join  well  estab- 

lished physician.  Newly  constructed  office  including 
laboratory  and  x-ray.  Town  close  to  Miami  and 
Palm  Beaches,  with  all  sports  available.  Contact  E.  B. 
McConville,  M.D.,  Box  668,  Clewiston,  Florida  33440. 
Phone  983-8S3.1. 


WANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


Specialists 


.\SSOCIATE  OR  LOCUM  TENENS  in  well  estab- 
lished urological  practice  in  S.  E.  Florida  area.  Excel- 
lent hospitals.  Proper  applicant  could  lead  to  future 
purchase.  Write  C-967,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


PSYCHIATRIST  WANTED  for  private  practice  in 
excellent  family  town,  two  major  universities,  junior 
college,  state  capital,  trade  area  of  350,000.  Modern, 
400-bed  hospital  five  minutes  from  residential  area. 
Contact:  Royce  V.  Jackson,  M.D.,  P.A.  or  Robert  W. 
Miles,  M.D.,  1322  North  Magnolia  Drive,  Tallahassee, 
Florida  32303,  phone  (904)  877-3102. 


RADIOLOGY  THERAPIST  WANTED:  Or  radiol- 
ogist willing  to  do  therapy  half  time.  Hospital  prac- 
tice oa  the  East  coast  with  two  other  radiologists  in 
a professional  association.  Write  C-979,  P.O.  Box  2411, 
Jacks  tnville,  Fla.  32203. 


ANESTHESIOLOGIST  WANTED  in  North  Palm 
Beach,  Florida,  a 90-bed  progressive  community  hos- 
pital. Must  be  board  certified  or  board  eligible.  Con- 
tact Chief,  Division  of  Surgery,  Palm  Beach  Gardens 
Community  Hospital,  3360  Burns  Road,  Palm  Beach 
Gardens,  Florida  33403. 


RADIOLOGIST  W.ANTED  in  North  Palm  Beach, 
Florida,  a 90-bed  progressive  community  hospital. 
Must  be  board  certified  or  board  eligible.  New  vascu- 
lar room.  Contact,  Chief  of  Staff,  Palm  Beach  Gardens 
Community  Hospital,  3360  Burns  Road,  Palm  Beach 
Gardens,  Florida  33403. 


FLORIDA  LICENSED  INTERNIST  OR  GP  for 
association  with  certified  internist,  cardiologist  in  Miami 
Beach.  Salary  to  start;  leading  to  partnership.  Write 
Elliott  C.  Cohen,  M.D.,  1688  Meridian  Avenue,  Miami 
Beach,  Florida  33139. 


NEW  CENTRAL  FLORIDA  multispecialty  clinic 
urgently  needs  certified  internist  to  head  department. 
Immediate  ownership  participation.  $5,000  cash  bonus 
for  moving  and  settling  in.  Salary  and  fringes  com- 
petitive at  upper  levels.  Unusual  ground  floor  oppor- 
tunity with  unlimited  growth  potential  for  personable, 
active,  highly  principled  physician.  Write  C-981,  P.O. 
Box  2411,  Jacksonville,  Florida  32203. 


UNUSUAL  OPPORTUNITY— FLORIDA:  LN- 

TERNAL  MEDICINE  AND  CARDIOLOGY.  Im- 
mediate opening.  North  Miami,  private  practice.  ICU 
and  ecu  training  preferred.  Excellent  hospital  cardi- 
ology opening;  Florida  license.  Associate  retiring  soon. 
Write  C-980,  P.O.  Box  2411,  Jacksonville,  Fla.  32203 
or  Phone:  (Call  collect  after  10  p.m.  (EST)  (305) 
866-9660. 


INTERNIST  W.ANTED:  Preferably  under  35, 
for  addition  to  established  corporate,  4 man  family 
practice  group  in  Cape  Canaveral  area.  Retirement 
and  profit-sharing  programs.  Salary  first  year,  part- 
nership thereafter.  .Attractive  complete  facilities,  in- 
cluding newer  laboratorj’  equipment,  consulting  radiol- 
ogist who  does  fluoroscopic  work  on  the  premises,  and 
pharmacy.  Space  and  equipment  adequate  for  expan- 
sion with  no  initial  investment.  Contact  A.  F.  Strat- 
ton Jr.,  M.D.,  Brevard  Medical  Group,  P.O.  Box  746, 
Cocoa,  Florida  32922.  Phone;  (305)  636-2621. 


68 


VOLUME  58/NUMBER  3 


i; 


Miscellaneous 


f GENERAL  PRACTITIONERS  OR  INTERNISTS; 
t One  or  two  to  join  established  GP  in  forming  a group 
|in  rapidly  growing  area  in  central  Florida.  Semi-rural 
Icommunity,  suburb  of  large  city,  good  schools  with 
balanced  trouble  free  integration  already  accomplished. 
Write  C-972,  Post  Office  Box  2411,  Jacksonville, 
Florida  32203. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca 

Btion  on  the  Gulf  of  Mexico  for  the  followins  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  der- 
^matologist  and  ophthalmologist.  Write  C-901,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


EMERGENCY  ROOM:  Attractive  openings  for 

1 hospital  commencing  its  own  emergency  room  service. 
(Located  in  North  Florida  near  Jacksonville  a-ea. 
I Reply  to  C-961,  P.O.  Box  2411,  Jacksonville,  Fla. 
32203. 


ADDITIONAL  PHYSICIANS  NEEDED  for  group 
I practice.  All  fields  of  practice  in  short  supply,  especial- 
ly GP,  pediatrics,  allergy,  dermatology,  geriatrics,  inter- 
nal medicine  and  obstetrics.  County  shows  extremely 
rapid  growth.  New  hospital  to  be  completed  in  near 
future.  Contact  Charlotte  Inter-Medic  Health  Center, 
1120  South  Tamiami  Drive,  Port  Charlotte,  Florida 
I 339S0.  Telephone;  (813)  62S-7121. 


f WANTED  IMMEDIATELY : Private  emergency 
I room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
t Florida  license  required.  Contact  Bruce  S.  Webster, 
I M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


ADDITIONAL  PHYSICIANS  URGENTLY 
i NEEDED:  GP,  internal  medicine,  obstetrics,  pedia- 

trics and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819,  Quincy,  Florida  32351. 

I 

I 

I PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 

i Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
, Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
j mittee,  1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
I Phone  (904)  877-1145. 

i 

I 

30  PHYSICIAN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
i orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
I physician.  Ground  broken  to  add  110  beds  to  present 
1 202  beds.  Ground  soon  to  be  broken  on  large  clinic 
I addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


W.^NTED:  Locum  tenens  for  general  and  indus- 

trial practice  for  the  month  of  July.  Contact  Wilev 
E.  Koon,  M.D.,  P.A.  (813)  294-3585. 


WEST  FLORIDA  RESORT  COMMUNITY 
NEEDS  PHYSICIANS:  Family  practice  and  all  spe- 
cialties. Excellent  hospital  facilities  and  the  world’s 
most  beautiful  beaches.  A wonderful  place  to  raise 
your  family.  John  F.  Mason,  M.D.,  Secretary,  Bay 
County  Medical  Society,  518  North  Cove  Blvd.,  Pan- 
ama City,  Fla.  32401. 


EMERGENCY  ROOM  M.D.’S  WANTED.  Cen- 
tral East  Coast  Florida.  Florida  license  required.  Part 
time  or  full  time  available.  Write  Physician’s  Emer- 
gency Service,  1350  South  Hickory  Street,  Melbourne, 
Florida  32901. 


situations  wanted 


ORTHOPEDIC  SURGEON,  Florida  licensed,  U.S. 
citizen,  age  32.  Veteran,  desires  coastal  location  in 
Florida,  in  association  or  group  practice,  after  Septem- 
ber, 1971. 


FAMILY  PHYSICIAN:  Desires  group  practice 

with  other  M.D.’s  16  years  experience  in  solo  rural 
family  practice.  U.S.  medical  school  graduate — 1951, 
internship  and  surgical  residency  at  a university  medi- 
cal center;  Diplomate  National  Board  of  Medical 
Examiners,  Diplomate  of  American  Board  of  Family 
Practice — 1970,  member  American  Academy  of  General 
Practice,  member  American  Society  of  Teachers  of 
Family  Practice;  Florida  Medical  License.  Salary 
requirement — $40,000.  Write  C-968,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


LOCATION  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  Write  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 


ANESTHESIOLOGIST  interested  in  locating  in 
small  inland  city  in  Florida.  Age  37,  U.S.  graduate, 
Florida  license.  Write  C-978,  P.O.  Box  2411,  Jackson- 
%dlle,  Florida  32203. 


PATHOLOGIST;  40  years  old,  native  U.S.,  ex- 
perienced director  with  both  C.P.  and  A.P.  boards. 
Florida  license,  highest  qualifications  and  motivation. 
Write  C-982,  P.  O.  Box  2411,  Jacksonville,  Florida 
32203. 


INTERNIST— CARDIOLOGIST:  Board  certified, 

Florida  license,  age  31,  military  service  completed. 
University  trained,  cath.  experienced.  Desires  associa- 
tion in  Florida  location  with  one  or  two  M.D.’s  of 
similar  background.  Write  C-976,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


SITUATION  WANTED:  40  year  old  General 

Practitioner  with  IS  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  association.  Write  C-983, 
P.O.  Box  2411,  Jacksonville,  Fla.  32203. 
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real  estate 

FOR  LEASE  OR  SALE:  Zoned  Cl,  1057  Arling- 
ton Rd.  (Opposite  Arlington  Shopping  Center)  115  ft. 
X 300  ft.  plus.  Over  13,000  sq.  ft.  Air-conditioned, 
modern  building,  floor  areas  designed  to  easily  convert 
(two  stories  from  present  one  story,  for  example). 
Excellent  for  offices,  clinic,  etc.  Lease  or  buy — 
reasonable.  . . 

ALSO;  Ask  about  similar  facilities  in  Murray  Hill 
just  off  Expressway  I-IO.  Multi-level  with  elevator 
service — for  hospital? 

OR,  in  Riverview:  7,500  sq.  ft.  building  on  200  x 

200  corner.  Call  Bob  Hartsfield  at  Stellar  Realty,  Inc., 
455  Tabor  Dr.,  E.,  Jacksonville,  Fla.  32216.  Phone 
721-1200. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., . 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


IN  FORT  LAUDERDALE!  One  plot  of  12  acres 
and  another  of  15  acres,  approximately.  You  will 
quickly  desire  this  for  a medical  facility  such  as  a 
hospital,  offices,  clinic,  nursing  home.  For  information 
and  arrangement  to  see  this  ideal,  sensibly-priced  prop- 
erty, call  Bob  Hartsfield,  Stellar  Realty,  Inc.,  455 
Tabor  Dr.,  E.,  Jacksonville  32216  or  phone  (904)  721- 
1200. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 


Reminder 

Send  in  your  favorite  photographs  or  color  slides  which  might  be  appropriate  for  the  cover  of 
the  Journal.  They  will  be  handled  with  care  and  returned  to  you. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  M.D.,  Marianna,  President 

Floyd  K.  Hurt;  M.D.,  Jacksonville,  President-Elect 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 

Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


The  hypochondriac 

fugitive  from  anxiety 


Libriurri  10  mg 

(chlordiazepoxide  HCl) 
lor  2 capsules 

tj.d./q.Lcl. 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  oil  CNS- 
octing  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 
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elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  establis 
clinically. 

Adverse  Reactions:  Drowsiness,  at 
and  confusion  may  occur,  especial 
the  elderly  and  debilitated.  These 
reversible  in  most  instances  by  pr 
dosage  adjustment,  but  are  also  o 
sionally  observed  at  the  lower  dos 
ranges.  In  a few  instances  syncope 
been  reported.  Also  encountered 
isolated  instances  of  skin  erupti 
edema,  minor  menstrual  irregular! 
nausea  and  constipation,  extrapyr 
dal  symptoms,  increased  and  decre 
libido— all  infrequent  and  generally 
trolled  with  dosage  reduction;  changes 
EEG  patterns  (low-voltage  fast  acti\^ 
may  appear  during  and  after  treatmfr 
blood  dyscrasias  (including  agranulc'- 
tosis),  jaundice  and  hepatic  dysfunc:^i 
have  been  reported  occasionally,  mal>S 
periodic  blood  counts  and  liver  func^n 
tests  advisable  during  protracted  therc|r.  ^ 


Roche  Laboratories 
Division  of  Hoffmann-La  Rowtr« 
Nutley.  N.J.  07110  j 


fhis  Issue: 

)rug  Abuse  and  Alcoholism 


IF  MORE  MEN  CRIB 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men/ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


Big  boys  don’t  cry.  If  more  men  cril,, 
maybe  fewer  would  wind  up  with  duode  iK  .(lai 
ulcers.  But  men  will  be  men— the  sum  tota  if  yt) 
their  genes  and  what  tllyjij^epi 
are  taught.  Schottsta  It, 
observes  that  wheiajier^ 
mother  admonishes  ;r 
son  who  has  hurt  himsl 

-jrii 

that  big  boys  don’t  cry,  le 
is  teaching  1,ti 
stoicism.^  Crying  is  ig 
negation  of  everyth  i! 
society  thinks  of  as  mai^' 
A boy  starts  defending  is 
manhood  at  an  early  i e. 


Take  away  strts, 
you  can  take  away  sympto  .s 

There  is  no  question  that  stress  play  a 
role  in  the  etiology  of  duodenal  ukr. 
Alvarez®  observes  that  many  a man  within 
ulcer  loses  his  symptoms  the  day  he  shutsip 
the  office  and  starts  out  on  a vacation,  'he 
problem  is,  the  type  of  man  likely  to  havein| 
ulcer  is  the  type  least  likely  to  take  ligli 
vacations  or  take  it  easy  at  work.  * 


1 
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The  rest  cure  vs.  the  two-way  actioiof  j 
Librax.®  For  most  patients,  the  rest  cur  is|  ,g, 
as  unrealistic  as  it  is  desirable.  Still,  he,,  „ 
stress  factor  must  be  dealt  with.  And  Ire- 
is  where  the  dual  action  of  adjunctive  Libix 
can  help.  Librax  is  the  only  drug  that  cn-jj^jL 


References:  1.  Silen,  W.;  “Peptic  Ulcer,”  in  Wintrobe, 
et  al.  (eds.):  Harrison’s  Principles  of  Internal  Medicin  ed-i 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  44.' 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  W ff’s 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  ■ Chari  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottst;dt,i 
W.  W.:  Psychophysiologic  Approach  in  Medical  Praice, 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p .63. ) 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  ^ B. 
Saunders  Company,  1951,  p.  384.  | 


35  he  tranquilizing 
io  of  Librium® 

1(  diazepoxide 
I\vith  the  potent 
i(  olinergic 
ic  of  Quarzaif 
diium  Br). 

rotects  man  from  his  own  hungry  per- 
uity.  The  action  of  Librium  reduces 
;ij:y — helps  protect  the  vulnerable  patient 
a:he  psychological  overreaction  to  stress 
t'lutches  his  stomach.  At  the  same  time, 
.‘■tion  of  Quarzan  helps  quiet  the  hyper- 
it  gut,  decreasing  hypermotility  and 
M’secretion. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 


Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 


in  inner  healing  environment  with  1 
z:apsiiles,  3 or  4 times  daily.  Of  course, 
I’s  more  to  the  treatment  of  duodenal 
s than  a prescription  for  Librax.  The  pa- 
i— with  your  guidance — will  have  to  ad- 
t 0 a different  pattern  of  living  if  treat- 
1 is  to  succeed.  During  this  adjustment 
• d,  1 or  2 capsules  of  Librax  3 or  4 times 
’ can  help  establish  a desirable  environ- 
1 for  healing. 

librax:  It  can’t  change  man’s  nature, 
ft  can  usually  make  it  easier  for  men  to 
) with  the  discomfort  of  stress— both 


Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  /.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 


nic  and  gastric — that  can  precipitate 
[[ixacerbate  duodenal  ulcer. 

;ax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


in  the  treatment  of 
duodenal  ulcer 
-r  Cl  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N,J.  07110 


Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolaxisthecuretorenemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!..it’s  predictable 

bisacodyl 

VMM  GEiGY  Pharmaceuticals,  division  of  geigv  chemical  corporation,  ardsley,  new  york  losoz  under  license  from  boeh ringer  ingelheimg.m.b  m.. 
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Can  one  prescription  do 
the  work  of  two? 


Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0>2S72  (2172) 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B;)  10  mg 

Pyndoxine  hydro- 
chloride (Vit.  BJ  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 


drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  company,  Richmond,  Va.  23220 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  l^kmnatal^TlEkct” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (14  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(V2  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage 
Administer  with  caution  to  patients  with  incipien' 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra 
indicated  in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


President's  Page 


Let’s  Keep  Blue  Shield 


Lately,  we  hear  a lot  about  how  poorly  Blue  Shield  is  representing  the  doctors.  Compared  to 
whom?  I don’t  claim  the  Board  of  Directors  of  Blue  Shield,  or  its  administration,  is  perfect.  They 
both  have  made  and  will  make  plenty  of  mistakes.  Who  doesn’t? — Ford  made  the  Edsel,  and  their 
board  is  much  higher  paid. 

I You  know,  the  major  criticisms  of  Blue  Shield  have  been  concerning  their  handling  of  Medicare. 

Blue  Shield  took  on  Part  ‘B’  of  Medicare  with  grave  reservations,  and  only  at  the  insistence  of  the 
I FMA  House  of  Delegates.  In  spite  of  the  errors,  by  and  large  this  has  been  a good  deal  for  FMA 
I and  a bad  one  for  Blue  Shield. 

Consider  the  alternative:  if  Blue  Shield  were  not  the  intermediary,  we  would  have  had  a private 
insurance  company.  Florida  physicians  would  have  little  or  no  influence  with  such  a company’s  de- 
cisions; with  Blue  Shield  we  elect  the  Board,  and  so  have  a major  influence.  The  great  majority  of 
the  Board  members  have  the  same  philosophy  as  I — and  I believe,  most  of  you. 

In  my  opinion,  those  who  are  advocating  that  Blue  Shield  resign  as  fiscal  intermediary  are  mak- 
ing a bad  mistake.  First,  you  must  realize  Blue  Shield  cannot  boss  SSA.  Then,  remember  that  what 
you  would  get  in  replacement  would  inevitably  be  worse. 

We  all  know  there  are  a lot  of  imperfections  in  our  delivery  of  health  care,  but  most  of  us 
strongly  believe  we  should  try  to  improve  our  present  system;  not  change  to  another  system  of  medi- 
cal care  which  has  proven  inferior  in  other  countries,  and  with  whose  political  philosophy  we  dis- 
agree. The  analogy  is  there. 

We  know  Blue  Shield  has  its  faults,  but  let  us  not  toss  it  away  for  another  intermediary  which 
would  be  worse;  rather,  let  us  insist  that  Blue  Shield  improve.  I’m  sure  it  can  and  will.  For  the 
most  part  Blue  Shield  does  a real  good  job  anyway.  We  doctors  just  don’t  tolerate  many  errors. 
Personally,  I like  Blue  Shield  and  strongly  advise  you  to  keep  working  with  it. 
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le  night  shift 
>f  depression, 
hisonuiia 


ression  is  a 24-hour-a-day  problem.  And  insomnia  is 
Protln  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
symptom  in  establishing  the  diagnosis  of  depression. 


Ii£ 

Hli 

UE 

m 

iai 

ueju 


VIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
)ful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
hie  energizers  or  agents  that  merely  elevate  mood, 

VIL  HCI  embodies  a mild  antianxiety  action  which 
ifests  itself  even  before  the  fundamental  antidepressant 
vity  of  the  drug  becomes  evident.  Daytime  drowsiness 
rs  in  some  patients,  usually  within  the  first  few 
s of  therapy. 


Id  fJTE:  Not  recommended  during  the  acute  recovery  phase 
Pef)' owing  myocardial  infarction.  Patients  with  cardiovascular 
kd  orders  should  be  watched  closely;  arrhythmias,  sinus 
bt-hycardia,  and  prolongation  of  the  conduction  time  have 
Nbin  reported,  particularly  with  high  doses;  myocardial 
Hiirction  and  stroke  have  been  reported  with  drugs  of  this 
•css.  Close  supervision  is  required  for  hyperthyroid 
ients  or  those  receiving  thyroid  medication.  Concurrent 
k ctroshock  therapy  may  increase  the  hazards  of  therapy; 
rs  :h  treatment  should  be  limited  to  patients  for  whom  it  is 
k iential.  Discontinue  the  drug  several  days  before  elective 
f gery  if  possible. 


blptraindications:  Known  hypersensitivity.  Should  not  be  given 

comitantly  with  or  within  at  least  14  days  following  the  discontinuance 
( I monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
( tiously  with  gradual  increase  in  dosage  until  optimum  response  is 
; ieved.  Not  recommended  during  the  acute  recovery  phase  following 
)cardial  infarction  or  for  patients  under  12  years  of  age. 
t'  rnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
ing  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
zures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
raocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
tched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
iduction  time  have  been  reported,  particularly  with  high  doses; 

» ocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 

{ss.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
;eiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
I luired  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
en  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
come  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
Jtherand  child. 

ecautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
ychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
pressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
ranoid  delusions,  with  or  without  associated  hostility,  may  be 
aggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
e dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
rphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions;  /Vote.-  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CIVS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc;  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck&Co.,  Inc.,  West  Point,  Pa.  19486 


when  the  diagnosis  is  depression 
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Someone 

acutely  ill 
needs  this 
bed. 


It’s  available  because  of  Medicentei! 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted,  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


il 

as  possible.  The  Medicenter  is  within  minutes  of  ace 
care  facilities.  A professional  medical  staff  superv  s 
all  recuperative  care  under  the  direct  orders  of  each  >■ 
tient’s  personal  physician.  Room  rates  are  nominal  - 
about  one-half  the  cost  of  general  hospitals.  And  the  s 
a growing  list  of  insurance  companies  that  already  pro\e 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  communi  s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Y r 
visit  or  inquiry  is  welcome  anytime. 


Medicenter  of  America  / Fort  Lauderdale  • Jacksonville  • Leesburg  • Tallahassee  • Tampa,  Florida 


diethylpropion  hydrochloride,  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
I this  drug;  In  emotionally  unstable  patients  susceptible  to  drug  abuse. 

I Warning:  Although  generally  safer  than  the  amphetamines,  use  with  greet  caution  in 
I potlents  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jltteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics 
an  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycordla,  precordial  pain, 
arrhythmia,  polpifatlon,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isoloted  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrheo, 
constipotion,  nausea,  vomiting,  end  obdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstruo!  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
doily,  swallowed  whole.  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no.  3.c»i.9io 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  ar  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with-QU I NAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com-  ^ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195  l| 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  controlndi-  j 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad-  j 
verse  Reactions;  Amlnophylline  may  produce  intestinal  cramps  In  J 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon-  ■: 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  ! 

and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  i 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  ominophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 

kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 

has  over  6,000  microscopic  reservoirs  that  release 

aspirin  at  a controlled  rate— some  right  away  and  some 

later  on.  This  means— fast  relief,  followed  by  long 

lasting  relief.  Throughout  the  day,  Measurin 

gives  your  patients  freedom  from  a 4-hour  dosage 

schedule.  Measurin  can  help  your  patients  get 

a good  night’s  sleep,  uninterrupted  by  the  need  for 

an  extra  dose  of  aspirin.  And,  taken  at 

bedtime,  it  also  helps  ease  morning  joint 

discomfort  and  stiffness. 

For  Professional  Samples  write: 

Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


ro  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me/^urin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


• - • .< 


Peritrate’SA  ; 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 


See  full  prescribing  information 
on  opposite  page. 


PRimER 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease),  h 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


W AR  N E R - C H I LCOTT 

Morris  Plains,  New  Jersey  07950 


PLUS 

FleMoplasf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  •••• 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 
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Are  they 
too  old  to  swing? 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate  17.85  mg. 

Equivalent  to  Nicotinic  Acid  . . 12.5  mg. 

Ferrous  Iron  2.82  mg. 

Vitamin  A 2,500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin  2.5  mg. 

Ascorbic  Acid  25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate)  ...  0.25  mg. 

Zinc  (from  Zinc  Oxide)  0.25  mg. 

Iodine  (from  Potassium  Iodide)  . . 0.075  mg. 
Calcium  (from  Dicalcium 

Phosphate)  72.5  mg. 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium 

Sulfate)  2.5  mg. 

Manganese  (from  Manganese 

Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium 

Sulfate)  0.5  mg. 


As  the  ‘‘middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE.  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females.  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30.  100,  and  500  tablets. 


Testand-B  * 

A hormonal,  nutritional  supplement 
Geriatric  Pharmaceutical  Corp 
Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  horn*  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federsd  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


f 

Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  efect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOS.'\GE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


® 


iNorgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (DarvonS'). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established:  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established.  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 
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NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg., caffeine,  30  mg.)  I 

the  versatile  analgesic 


Dear  Dr.  Collins: 

I have  read  your  editorial  concerning  the 
FRMP,  and,  based  on  the  statements  made  in  the 
editorial,  I can  not  see  how  you  came  to  the  con- 
clusion that  we  should  continue  to  support  this 
program. 

You  stated  that  in  its  three  years  existence, 
the  program  has  received  $1,629,948 — our  tax 
money — and,  yet  has  not  shown  “a  paucity  of 
tangible  results.”  You  further  mentioned  “high 
administrative  costs,”  “confusion  of  goals,”  and 
“personality  conflicts.” 

As  far  as  results  are  concerned,  you  mentioned 
several  surveys!  (God  protect  us  from  more  tax- 
funded  surveys),  a computerized  EKG  program 
(several  of  which  are  already  commercially  avail- 
able) and  a h}^ertensive  sur\'ey  program. 

It  seems  to  me  that  this  is  just  another  e.xam- 
ple  of  a federal  boondoggle  which  we  are  accepting 
because  the  money  for  it  is  being  funded  from 
elsewhere,  namely,  Washington. 

Until  we  stop  condoning  this  type  of  program 
and  start  thinking  of  all  tax  money  as  if  it  were 
coming  out  of  our  own  pockets,  w’hich  it  truly  is, 
we  will  continue  to  play  into  the  hands  of  those 
bureaucrats  whose  main  purpose  in  life,  it  seems, 
is  to  create  layer  upon  layer  of  bureaucratic  con- 
trol over  our  lives  and  practices.  This  is  all  being 
done,  of  course,  in  the  name  of  some  high  sound- 
ing goal  which  could  be  better  achieved  through 
already  existing  institutions  rather  than  by  creat- 
ing another  hierarchy  of  bureaucracy. 

Allen  L.  Sheer,  M.D. 

Tampa 


Mr.  W.  Harold  Parham 
Executive  \'ice  President 
Florida  iMedical  .\ssociation 

Dear  Harold: 

I greatly  appreciate  your  thoughtfulness  in 
sending  me  a copy  of  the  Education  Issue  of  the 
Journal  of  the  Florida  Medical  Association.  I 
have  read  it  with  a great  deal  of  interest  and  am 
circulating  it  among  the  other  staff  members  of 
the  Division  of  iMedical  Education  here  at  the 
.\M.\.  It  is  a splendid  issue  and  would  be  a credit 
to  any  journal  concerned  with  medical  education. 

There  are  a lot  of  changes  occurring  in  medical 
education,  and  this  is  an  exciting  time  to  be  in- 
volved in  it.  It  is  rather  remarkable  that  the  State 
of  Florida  which,  until  less  than  20  years  ago,  had 
no  medical  school,  now  seems  rapidly  to  be  assum- 
ing a position  in  the  forefront  of  medical  educa- 
tion. Having  a man  like  Ken  Penrod  in  a key  posi- 
tion in  the  office  of  the  Board  of  Regents  seems 
thoroughly  sound.  We  are  fortunate  also  in  hav- 
ing Lou  iMurray  playing  an  influential  role  on  the 
Board. 

The  program  at  Mayo  is  a fascinating  thing. 
I am  very  intrigued  by  and  enthusiastic  about  the 
program  being  developed  at  FSU-FAMU  and  the 
University  of  Florida.  I think,  and  I certainly 
hope,  that  it  will  become  a model  that  will  be 
widely  copied  in  other  institutions  and  states. 
Winter  Griffith  and  Manny  Suter,  and  others  who 
have  been  involved  in  it,  deserve  a great  deal  of 
credit.  The  new  medical  school  at  the  University 
of  South  Florida  seems  to  be  developing  satisfac- 
torily. They  have  an  experienced  and  capable 
dean.  IMy  old  school,  Miami,  seems  to  be  devel- 
oping in  a way  that  is  consistent  with  modern 
trends  in  medical  education. 

My  own  plans  are  a little  uncertain.  I tenta- 
tively had  been  planning  on  retiring  next  summer 
when  I will  be  67J4  years  old,  but  that  is  still  a 
little  indefinite.  I have  enjoyed  my  work  here  at 
the  .A.MA,  particularly  the  delightful  group  of  men 
I have  been  working  with.  Marian  and  I are 
thinking  of  returning  to  the  IMiami  area  to  live 
when  I retire,  but  as  I said,  that  is  still  a little 
uncertain. 

Thank  you  again  for  sending  me  the  Education 
Issue  and  congratulations  on  it! 

With  kindest  personal  regards. 

Hayden  C.  Nicholson,  IM.D. 


Dr.  Nicholson  is  Secretary,  Advisory  Committee  on  Under- 
graduate Medical  Education,  AMA,  and  fornu-r  Dean,  University 
of  Miami  School  of  Medicine. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS! 

Phenobarbital 16  mg. 

(Warning;  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  pbenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

o^'^rA/ca/ ^ince  / ^<56 


SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hoipital  Asiociation 
Medicare  Provider 
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Brief  Summary  of  Prescribing  Information—  j 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau-  1 
tiously  in  patients  with  renal  insufficiency,  i 
particularly  if  they  are  digitalized.  I 

Contraindications:  Anuria,  oliguria,  active  -j 
peptic  ulceration,  ulcerative  colitis,  severe  do- 
pression  or  hypersensitivity  to  its  components  l ! 
contraindicates  the  use  of  Salutensin.  I 

Warnings:  Small-bowel  lesions  (obstruction,  |B 
hemorrhage,  perforation  and  death)  have  1 
occurred  during  therapy  with  enteric-coated  i 
formulations  containing  potassium,  with  or  i 
without  thiazides.  Such  potassium  formula-  n 
tions  should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension,  i 
nausea,  vomiting  or  gastrointestinal  bleeding  I 
occurs.  Use  cautiously,  and  only  when  deemed  I 
essential,  in  fertile,  pregnant  or  lactating  pa-  i 
tients.  Use  in  Pregnancy:  Thiazides  cross  the  1 1 
placenta  and  can  cause  fetal  or  neonatal  1 1 
hyperbilirubinemia,  thrombocytopenia,  i 
altered  carbohydrate  metabolism  and  possibly  | ! 
electrolyte  disturbances.  Fatal  reactions  may  | 
occur  with  reserpine  during  electroshock  | 
therapy;  discontinue  Salutensin  2 weeks  be-  1 1 
fore  such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and  j i 
anorexia  may  occur  in  infants  born  to  reser-  1 
pine-treated  mothers.  1 

Precautions:  Azotemia,  hypochloremia,  hypo-  i 
natremia,  hypochloremic  dkalosis  and  hypo-  J 
kaliemia  (especially  with  hepatic  cirrhosis  ij 
and  corticosteroid  therapy)  may  occur,  par-  J 
ticularly  with  pre-existing  vomiting  and  diar-  J 
rhea.  Potassium  loss  or  protoveratrine  A may  I 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  i 
chloride  or,  if  necessary,  discontinuation  of  t 
therapy.  Stop  therapy  if  protoveratrine  A i 
induces  digitalis  intoxication.  Serum  am-  ■ i 
monia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo-  i 
cardial  irritability,  progressive  azotemia  or  ' 
severe  depression  occur.  Exercise  caution  in  i 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere-  n 
bral  vascular  disease  or  bronchial  asthma  and  , \ 
in  those  with  a history  of  peptic  ulceration  or  ||| 
bronchial  asthma;  in  post-sympathectomy  pa-  I 
tients;  in  patients  on  quinidine;  and  in  pa-  ■ 
tients  with  gallstones,  in  whom  biliaiy  colic  wj 
may  occur.  Patients  who  have  diabetes  pi 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic  should  be  kept  under  close  observa-  n 
tion  if  treated  with  this  agent.  H 

Adverse  Reactions:  Hydroflumethiazide:  Skin  B 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis,  B 
xanthopsia,  granulocytopenia,  aplastic  m 
anemia,  orthostatic  hypotension  (potentiated  s 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic  i' 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
clycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine;  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Saliitensiif 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  laboratories 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


I BRISTOl 


The  antihypeitensive  thecai^ 
that  is  ea^to  livewith; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy-to-live-with  control.Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

£asy-to*live  with  qost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
% economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin' 

nydrc^umethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

IlosoneXiquid  250 

Erythamycin  Estolcite 
(equivalent  to  250  mg.  of  base  per  5-ml,  teaspoonful) 

Additional  inlormalion  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Ad  Hoc  Committee  on  Drug  Abuse 

Robert  P.  Johnson,  M.D. 


At  its  meeting  held  in  May  1970,  the  House 
of  Delegates  of  the  Florida  Medical  Association 
voted  to  establish  an  Ad  Hoc  Committee  on  Drug 
Abuse.  The  scope  of  the  committee’s  activity  was 
to  include  alcohol  and  tobacco.  The  members  were 
appointed  by  the  president  and  included  repre- 
sentatives from  the  Florida  Pharmaceutical  Asso- 
ciation, Florida  Peace  Officers  Association,  Florida 
Department  of  Law  Enforcement,  FMA  Wom- 
an’s Auxiliary,  State  Department  of  Education, 
Florida  Education  Association,  Board  of  Regents, 
Comprehensive  Health  Planning  Council  of  North- 
east Florida,  State  Division  of  Health,  Florida 
Bar,  the  Clergy,  and  the  Florida  Medical  Associa- 
tion. This  committee,  as  constituted,  makes  it  one 
of  the  most  unique  organs  of  the  Association  and 
encompasses  almost  all  of  the  professions  vitally 
concerned  with  the  problems  of  drug  abuse. 

.At  the  committee’s  first  meeting  in  Jacksonville 
on  November  17,  1970,  it  was  decided  to  concen- 
trate our  efforts  in  the  area  of  dangerous  drugs. 
This  certainly  was  not  to  lessen  the  importance 
of  the  problems  existing  in  our  state  from  alcohol 
and  tobacco,  but  it  was  our  feeling  that  the  matter 
of  the  illicit  use  of  drugs  by  our  young  people  to- 
day represented  an  area  of  immediate  concern  and 
warranted  our  concentrated  effort.  One  only  needs 
to  read  the  daily  newspaper  to  have  the  scope  of 
this  problem  brought  into  shocking  prominence. 
The  widespread  use  of  marijuana  and  hallucino- 


Dr.  Johnson  is  Chairman  of  the  Ad  Hoc  Committee  on  Drug 
.\buse,  Florida  Medical  Association. 


genic  drugs  has  reached  into  just  about  every  city 
and  town  in  the  state.  The  increasing  use  of  hard 
narcotics  has  been  frightening,  to  say  the  least. 
With  these  facts  before  us  we  set  out  to  survey 
the  situation  and  attempt  to  find  the  areas  where 
we  could  best  be  of  assistance  to  the  Association 
and  to  the  state. 

One  of  the  first  actions  of  the  committee  was 
to  commend  the  State  Department  of  Education 
and  Mr.  Louis  Morelli  for  their  accomplishments 
in  implementing  drug  education  in  the  primary 
and  secondary  schools  of  Florida.  Mr.  Morelli  has 
been  heading  up  this  program  and  doing  an  out- 
standing job.  At  the  present  time  the  committee 
is  working  with  him  to  establish  some  guidelines 
for  school  boards,  administrators,  teachers,  and 
other  personnel  in  dealing  with  drug  problems  in 
the  schools. 

Private  Physicians’  Role 

The  committee  has  been  and  continues  to  be 
concerned  about  the  role  of  the  private  physician 
in  dealing  with  the  drug  problem  in  his  commu- 
nity. More  and  more  youngsters  and  distraught 
parents  are  looking  to  him  for  guidance  and  help. 
To  quote  a portion  of  an  editorial  appearing  in  the 
January  11,  1971,  issue  of  the  American  Medical 
News,  “A  more  realistic  approach  to  the  problem 
is  needed,  and  the  medical  profession  must  lead 
the  way.  Because  of  his  education  and  his  stand- 
ing in  the  community,  the  physician  is  the  ideal 
individual  to  educate  those  who  would  use  drugs 
about  the  dangers,  and  to  educate  the  public  about 
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ways  to  meet  the  problem.”  Bertram  S.  Brown, 
M.D.,  Director  of  the  National  Institute  of  Mental 
Health,  has  stated  that  “Physicians  must  be  deeply 
knowledgeable  and  effective  advocates  for  upgrad- 
ing care  in  order  to  treat  drug  addicts  successful- 
ly.” We  feel  that  there  must  be  many  questions 
in  the  minds  of  physicians  around  the  state  con- 
cerning the  scope  of  the  problem,  methods  of 
treatment,  legal  responsibilities,  and  direction  in 
counseling.  The  committee  has  recommended  that 
one  day  seminars  be  conducted  throughout  the 
state  specifically  for  physicians.  This  will  be  im- 
plemented as  soon  as  funds  and  plans  can  be 
arranged.  In  the  near  future  the  presidents  of  the 
county  medical  societies  will  be  polled  to  deter- 
mine local  interest  and  needs.  It  is  hoped  that 
this  program  can  be  started  this  spring  or  summer 
at  the  latest.  • 

Changes  in  Laws 

We  have  taken  under  advisement  and  have 
made  some  recommendations  for  changes  in  the 
laws  of  Florida  related  to  the  drug  problem.  These 
laws  are  much  in  need  of  updating  to  conform 
more  logically  with  the  Comprehensive  Drug 
.\buse  Prevention  and  Control  Act  of  1970,  which 
was  signed  by  the  president  in  the  latter  part  of 
1970.  It  has  been  recommended  that  our  commit- 
tee confer  with  the  Committee  on  Drug  Abuse  of 
the  Florida  Bar,  which  will  be  working  on  re- 
visions in  our  drug  laws.  It  was  felt,  however, 
that  this  committee  should  make  a recommenda- 
tion relative  to  the  laws  on  possession  of  marijuana 
since  this  will  be  an  area  to  be  explored  by  this 
session  of  the  legislature.  After  much  exploration 
and  discussion,  the  committee  has  recommended 
that  the  penalty  for  the  first  possession  of  five 
grams  of  marijuana  or  less  without  intent  to  sell 
be  changed  from  a felony  to  a misdemeanor.  This 
in  no  way  should  be  taken  to  mean  that  the  com- 
mittee does  not  recognize  the  dangerous  nature 
of  this  drug  but  when  everything  is  considered 
this  would  appear  to  be  the  only  logical  and 
realistic  approach  to  this  issue.  This  is  a matter 
of  great  controversy  and  was  not  treated  lightly 
by  the  committee.  We  have  also  gone  on  record 
as  supporting  legislation  to  repeal  Section  398.09 
of  the  Florida  Statutes  relative  to  the  over-the- 
counter  sale  of  certain  classes  of  exempt  narcotics. 
The  abuse  of  codeine-containing  cough  syrups  and 
paregoric  make  this  change  in  the  statutes  neces- 
sary. 

Metropolitan  Dade  County  presently  has  an 
ordinance  requiring  disposable  syringes  and  nee- 
dles to  be  dispensed  on  prescription  only.  There 


has  been  much  discussion  within  the  committee 
as  to  whether  or  not  statewide  legislation  of  this 
nature  is  needed.  As  of  this  time,  no  definitive 
recommendation  has  been  made. 

Other  Programs 

Efforts  are  presently  under  way  to  prepare  a 
Physicians  Desk  Reference  on  Drugs  to  be  distrib-  | 
uted  to  the  doctors  in  the  state.  This  will  be  i ■ 
modeled  after  a similar  publication  of  the  Depart- 
ment of  Health  for  the  State  of  New  York.  This  , | 
will  need  updating  to  conform  to  the  Florida  laws  j | 
and  in  other  areas  but  should  prove  of  great  bene-  1 1 
fit  to  all  physicians  in  Florida.  | 

The  chairman  has  traveled  to  Sacramento,  i 
California  to  explore  the  California  Triplicate  ; i 
Narcotic  Prescription  Plan.  This  is  a program  j i 
which  has  been  extremely  effective  in  curtailing  i j 
the  traffic  in  Class  A narcotics  by  identifying  the 
forger,  the  user  who  jumps  from  physician  to  phy-  | j 
sician  obtaining  narcotics,  as  well  as  keeping  some  | ‘ 
control  over  the  indiscriminate  prescribing  of  these  : 
drugs.  This  program  has  been  highly  successful  1 1 
in  California  and  in  all  states  where  it  has  been  j j 
adopted.  The  implementation  of  this  program  has  | 
been  recommended  by  the  committee  and  details  i 
are  being  investigated. 

The  members  of  this  committee  are  extremely  ' j 
dedicated  men  and  women  who  have  given  freely 
of  their  time  and  efforts  in  an  attempt  to  seek  • 
some  reasonable  solutions  to  the  many  and  com-  1 j 
plex  problems  of  this  blight  which  is  affecting  the  j 
young  people  of  our  state.  We  offer  our  services  j 
to  all  individuals  and  groups  who  feel  that  we  can  ; j 
assist  them  in  any  problem  area  relative  to  this  1 ! 
matter  and  earnestly  hope  that  they  will  feel  free  , ( 
to  call  upon  us.  Though  sponsored  by  the  Florida  , 1 
Medical  Association,  we  are  a group  of  varied  ' I 
professions  with  varying  opinions,  spheres  of  inter- 
est and  degrees  of  influence,  but  with  one  common  ■ 
concern. 

We  of  the  medical  profession  must  be  prepared  t 
to  meet  the  challenge  facing  us  all  in  our  own  com-  ' 
munities.  Experience  has  shown  that  where  phy- 
sicians show  concern  and  interest — youth  listens. 

We  must  be  knowledgeable  of  the  problem,  under- 
standing of  the  needs,  and  above  all  ready  and 
willing  to  become  involved  in  community  efforts 
to  face  this  crisis  which  has  even  reached  into 
some  of  our  own  homes.  We  have  never  failed  to 
respond  to  need — we  will  not  this  time. 

^ Dr.  Johnson,  1330  Miccosukee  Road,  Tallahas- 
see 32303. 
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“The  Starting  Place” 


David  J.  Lehman  Jr.,  M.D. 


Drug  abuse  today  is  everybody’s  problem.  It 
appears  in  every  segment  of  our  society  and  has 
widely  diversified  causes.  Physicians,  particularly 
pediatricians,  general  practitioners,  internists  and 
psychiatrists  are  seeing  many  young  drug  users  in 
their  offices.  Some  physicians  have  had  drug  prob- 
lems within  their  own  homes.  We  have  been  re- 
ceiving an  increasing  number  of  calls  from  doctors 
asking  for  treatment  recommendations  for  over- 
dose cases  and  how  to  handle  an  overanxious  par- 
ent, whether  or  not  they  are  permitted  by  law  to 
prescribe  certain  narcotic  drugs  such  as  methadone 
on  an  outpatient  basis,  whether  they  are  legally 
allowed  to  treat  minors,  and  often  to  express  their 
concern  as  to  possible  adverse  effects  the  presence 
of  hippie-type  drug  users  may  have  on  their  office 
practices.  The  frequency  and  complexity  of  these 
calls  have  pointed  up  the  urgent  need  for  drug 
educational  seminars  for  physicians  as  part  of 
regular  hospital  and  county  medical  society 
programs. 

The  philosophies  and  methods  of  combatting 
drug  abuse  change  with  individuals  and  circum- 
stances. In  1966  I became  greatly  alarmed  by  the 
frightening  newspaper  headlines  regarding  the  new 
social  menace  of  teenage  drug  abuse.  At  that  time 
no  one  seemed  anxious  to  get  involved  in  seeking 
possible  solutions  until  my  colleagues  in  the 
Broward  County  Medical  Association  supported 
my  request  to  form  a “Teenage  and  Parental  Alert 
Committee”  to  warn  parents  and  their  children  of 
the  dangers  of  such  dependency-producing  drugs 
as  glue  (and  other  deliriant  drugs),  amphetamines 
and  barbiturates,  marijuana,  LSD,  cocaine,  and 
narcotic  drugs.  I appeared  before  the  Broward 
County  Board  of  Public  Instruction  early  in  1967 
and  within  three  months  a program  was  intro- 
duced into  the  school  system,  grades  nine  through 
12,  with  two  full-time  teachers  and  also  volunteer 
physicians  from  our  medical  association.  It  is  now 
mandatory  by  law  to  teach  the  didactic  aspects 
of  drug  abuse  in  all  Florida  schools  from  kinder- 
garten through  high  school. 


Dr.  Lehman  is  president  of  the  Dangerous  Substances  Guid- 
ance Center,  Inc.  of  Broward  County  and  a member  of  the  FMA 
Ad  Hoc  Committee  on  Drug  Abuse. 


In  the  following  two  years  it  became  more  and 
more  obvious  to  me  that  new  avenues  of  approach 
were  necessary  to  help  educate  parents  in  order  to 
improve  communication  within  the  home  and  to 
help  relieve  the  anxieties  and  tensions  present  in 
all  segments  of  the  Broward  community.  For  these 
reasons  and  with  the  help  of  many  devoted  citizens 
throughout  Broward  County,  “The  Starting  Place” 
was  opened  on  April  20,  1970  as  the  first  com- 
munity project  of  the  Dangerous  Substances 
Guidance  Center,  Inc.  of  Broward  County  (non- 
profit). This  is  an  information,  education  and 
guidance  counseling  center  for  parents  and/or 
their  children  involved  in  someway  in  today’s  drug 
scene.  No  one  is  charged  for  services.  We  have 
a 24-hour  answering  service  (305-925-3333/4). 

At  present  our  main  efforts  are  directed  toward 
prevention  and  identification  of  drug  abuse,  and 
at  understanding  and  accepting  the  young  people 
and  their  parents  by  suggesting  alternatives  to 
drug  use,  helping  the  abuser  to  reinterpret  the 
experience  brought  about  by  drugs,  making  drug 
taking  a less  desirable  form  of  behavior,  providing 
information  about  desirable  health  practices  which 
can  be  applied  over  a lifetime,  and  support  to  the 
family  as  necessary. 

The  types  of  services  we  provide  can  best  be 
illustrated  by  these  examples; 

The  Distraught  Parent 

A marijuana  cigarette,  pills,  syringe,  personal 
letter  or  other  incriminating  evidence  is  found  in 
the  child’s  room.  The  parent  usually  overreacts 
and  may  even  have  called  the  police  before  calling 
us.  Preliminary  advice  is  given  over  the  phone, 
the  parent  is  invited  to  come  to  the  Center  where 
one  of  our  trained  volunteers,  our  Executive  Di- 
rector, Stanley  W.  Keiserman,  Ph.D.  (social  psy- 
chology) or  our  Clinical  Director,  Arthur  T.  Still- 
man, M.D.,  gives  whatever  help  is  necessary.  The 
family  situation  is  discussed,  causes  for  the  drug 
usage  are  gone  over.  An  attempt  is  made  to  in- 
volve the  child  at  a later  visit.  Our  results  have 
been  uniformly  good  because  of  the  quiet,  re- 
served, professional  nonhumiliating  atmosphere  at 
“The  Starting  Place” — freedom  from  fear  of  pub- 
licity or  arrest. 
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The  Pre- Addict 

The  young  boy  and/or  girl  enters  our  recep- 
tion room  through  the  rear  entrance;  motivation 
to  seek  help  is  already  present.  Giving  full  name 
is  optional.  The  drug  problem  is  discussed  with 
one  of  our  trained  counselors,  further  appoint- 
ments are  arranged  as  indicated.  An  effort  is  made 
to  involve  the  parents  at  a future  visit.  Our  drug 
counselors  never  tell  a youthful  user  not  to  use 
drugs,  they  inquire  into  possible  causes  and  at- 
tempt to  remedy  them.  If  severe  psychological 
problems  are  uncovered,  referral  to  an  appropriate 
agency  is  made. 

The  Non-Drug  User 

These  boys  and  girls  want  to  learn  how  to  say 
no  if  offered  drugs  by  one  of  their  peers  and  not 
lose  face.  At  times  this  information  is  given  in  a 
group  situation.  We  are  now  in  the  process  of 
organizing  an  active  Youth  Advisory  Board. 

Narcotic  Addicts 

Over  100  hardcore  narcotic  addicts  have  come 
to  “The  Starting  Place”  since  last  April.  Each 
one  received  a preliminary  interview  and  then  was 
referred  to  a local  methadone  and/or  psychiatric 
clinic  for  appropriate  treatment.  No  one  is  ever 
turned  away  without  first  being  given  all  possible 
assistance. 

Our  counselor  training  programs  are  under  the 
supervision  of  Dr.  Stillman  and  Dr.  Keiserman. 
They  train  lay  individuals  from  the  community, 
juvenile  court  counselors,  parole  personnel,  school 
guidance  counselors,  and  other  social  and  psy- 
chiatric workers  requesting  this  training.  The 


course  is  given  two  hours  one  night  a week  for  ten  I 
weeks.  Many  join  the  Center’s  permanent  coun-  i 
seling  group.  Some  become  quite  effective  as  I 
speakers. 

We  have  an  extremely  active  Speaker’s  Bureau 
that  receives  one  to  two  requests  each  day  for 
qualified  speakers  to  present  drug  programs  to 
religious,  civic,  social  and  youth  groups.  We  have 
special  programs  for  elementary  school  groups 
such  as  Cub  Scouts  and  Brownies.  We  give  pro- 
grams in  Sunday  Schools  for  all  grades.  Requests 
from  Dade  and  Palm  Beach  Counties  are  referred 
to  the  local  medical  society. 

With  the  recent  formation  of  the  Florida 
Medical  Association’s  Ad  Hoc  Drug  Abuse  Com- 
mittee, a major  step  has  been  taken  to  combat 
the  drug  problem.  Robert  P.  Johnson,  IM.D.,  of 
Tallahassee  is  the  Chairman  and  I am  proud  to 
be  a member  of  this  important  committee.  Repre- 
sentatives of  all  state  agencies  concerned  with  the 
drug  problem  are  part  of  this  committee  including 
Louis  Morelli  of  the  State  Board  of  Education. 

All  phases  of  the  drug  problem  are  under  con- 
sideration at  this  time. 

In  conclusion,  there  is  little  doubt  that  preven- 
tion through  education  and  counseling  will  prove 
to  be  more  effective  than  the  “so-called  cures”  for 
drug  dependent  individuals.  All  of  us  at  “The 
Starting  Place”  offer  our  services  to  any  and  all 
groups  seeking  our  help.  It  is  our  fervent  hope 
that  many  “Starting  Places”  will  open  soon  in  all 
the  large  urban  areas  throughout  Florida  to  help 
curb  the  use  of  dangerous  drugs  and  narcotics  by 
our  young  people. 

^ Dr.  Lehman,  2740  Hollywood  Boulevard,  Holly- 
wood 33020. 


Of  Vital  Importance! 


It  is  of  vital  importance  that  you  take  the  time  to  complete  and  return  the  questionnaire  which 
appears  in  this  issue  of  the  Journal  on  page  32a. 

Your  prompt  participation  in  this  readership  survey  will  serve  as  a guide  to  help  us  produce  an 
even  better  Journal  in  the  years  ahead. 

Let  us  hear  from  you! 
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Drug  Education  Training  Program 

Louis  V.  Morelli 


A multidiscipline  approach  is  being  emphasized 
as  Florida  embarks  upon  a program  of  prevention 
of  drug  abuse  which  the  1970  legislature  recog- 
nized as  a serious  public  health  problem  in  pass- 
ing two  major  bills.  Designed  to  meet  the  im- 
mediate need  is  the  Drug  Education  Training  Pro- 
gram employing  the  Triple  T Concept — Teams 
Training  Teams — for  inservice  training  of  school 
personnel.  The  Task  Force  on  Health  Education, 
appointed  by  Commissioner  of  Education,  Floyd 
T.  Christian,  identified  this  need  as  critical.  His 
opinion  was  reaffirmed  by  the  State  Planning 
Team  sent  to  Chicago  in  conjunction  with  the 
State  Training  Grant.  Dr.  Wesley  S.  Nock  of 
Coral  Gables,  chairman  of  the  Florida  Medical 
Association’s  School  Health  Medical  Advisory 
Committee,  is  a member  of  the  team. 

State  Board  Regulations 

There  are  seven  major  points  of  concern  for 
the  implementation  of  the  Emergency  State  Board 
of  Education  regulations. 

1.  Before  the  end  of  the  school  year  1970-71, 
all  children  and  youth  in  kindergarten  and  grades 
1-12  shall  have  been  provided  instruction  in  drug 
abuse  education.  All  juniors  and  seniors  shall  be 
required  to  complete  units  of  instruction  which 
will  include,  but  not  be  limited  to,  basic  concepts 
and  instructional  objectives  prescribed  in  state 
courses  of  study  and  accreditation  standards. 

2.  Beginning  with  the  1970-71  year,  the  divi- 
sion of  elementary  and  secondary  education  shall 
conduct  a series  of  regional  clinics  on  drug  abuse 
for  professionals,  para-professionals  and  personnel 
of  nonschool  related  agencies.  Each  school  district 
shall  enroll  personnel  qualified  to  instruct  other 
district  personnel  in  at  least  one  of  these  clinics. 

3.  Beginning  with  the  school  year  1971-72, 
drug  abuse  education  shall  become  a regular  and 
required  unit  of  instruction  in  junior  high  school 
and  at  the  senior  high  school  levels.  Such  units 
will  include  instruction  prescribed  in  state  courses 
of  study, 

4.  Beginning  with  the  school  year  1971-72, 
school  districts  shall  schedule,  as  a component  of 
the  staff  development  plan,  training  sessions  de- 
signed to  provide  teachers  with  current  informa- 


Mr.  Morelli  is  State  Coordinator.  Drug  Education  Training 
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tion  and  knowledge  of  the  harmful  effects  of  drugs, 
narcotics,  alcohol  and  tobacco  and  other  immedi- 
ate health  related  concerns. 

5.  Beginning  with  the  school  year  1970-71, 
all  teacher  preparation  institutions  and  junior  col- 
leges shall  require  drug,  narcotic,  alcohol  and 
tobacco  education  as  a major  component  of  health 
education  courses. 

6.  Beginning  with  the  school  year  1971-72, 
all  state  supported  teacher  preparation  institutions 
shall  include  instruction  relating  to  drug  abuse, 
alcohol  and  tobacco  as  a major  component  in 
health  education  courses  required  for  certification 
of  elementary  teachers  and  for  the  preparation  of 
drug  and  health  education  specialists. 

7.  Beginning  with  the  school  year  1971-72, 
the  Board  of  Regents,  through  the  state  university 
system,  shall  expand  programs  designed  to  develop 
specialists  in  health  education  and  drug  education 
with  degree  programs  located  in  at  least  two  re- 
gions of  the  state— Central  Florida  and  North 
Florida.  Beginning  with  the  school  year  1972-73, 
degree  programs  shall  be  located  in  south  Florida. 

Program  Designing 

Among  the  most  difficult  problems  is  designing 
an  effective  program  for  teaching  drug  abuse  edu- 
cation. The  Department  of  Education  is  endeavor- 
ing to  formulate  a program  which  will  enable  the 
teacher  to  understand  the  problem  and  to  com- 
municate with  youngsters.  The  success  or  failure 
of  the  program  ultimately  selected  by  each  county 
will  depend  upon  the  teachers’  abilities  to  create 
an  atmosphere  where  a free  exchange  of  ideas  is 
possible  and  student  frustration  is  greatly  reduced. 

The  Drug  Education  Training  Program  pro- 
vides the  opportunity  to  identify  and  coordinate 
the  efforts  being  made  and  then  to  share  the  infor- 
mation with  those  counties  seeking  assistance. 
Many  counties  already  have  taken  positive  steps. 
For  example,  the  Broward  County  Medical  Asso- 
ciation helped  to  initiate  a program  at  the  ninth 
grade  level  which  is  now  in  its  fourth  year.  Each 
county  has  been  requested  to  report  the  methods 
and  techniques  used  or  planned  this  school  year 
in  the  areas  of  inservice  training  of  educational 
personnel  and  program  implementation.  These 
reports  of  successes  and  failures  will  be  shared 
with  all  counties  so  that  new  ideas  can  be  incor- 
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porated  where  applicable  or  feasible.  There  should 
be  no  competition  in  the  area  of  drug  abuse  edu- 
cation. 

Community  Efforts 

Since  drug  abuse  is  also  a community  problem, 
members  of  the  community  and  students  should 
be  part  of  every  team.  Efforts  are  being  made  to 
bring  together  the  expertise  from  professionally 
and  occupationally  qualified  individuals  that  can 
make  a significant  contribution. 

To  gain  support  from  people  other  than  profes- 
sional educators,  a resource  advisory  committee 
has  been  formed  which  has  been  helpful  in  iden- 
tifying consultants  and  materials.  The  members 
include  Robert  P.  Johnson,  M.D.,  Florida  Medical 
Association;  Mrs.  Bennie  Spanjers,  Women’s  Aux- 
iliary to  Florida  Medical  Association;  Willis  D. 
Booth,  Department  of  Law  Enforcement;  Frank 
D.  Nelson,  Department  of  Health  and  Rehabilita- 
tive Services;  Reverend  David  C.  Butts,  Spectrum 
Programs,  Inc.;  Marshall  Cassedy,  Florida  Bar; 
James  Powers,  Florida  Pharmaceutical  Associa- 
tion; Reverend  Jack  Eppes,  United  Christian 
Action;  Thomas  Hurney,  Bureau  of  Narcotics  and 
Dangerous  Drugs;  Mrs.  Coleen  Bevis,  Florida 
Congress  of  Parents  and  Teachers;  Mrs.  Oneida 
Carpenter,  Educational  TV  and  Radio;  Dr.  Jerry 
Meketon,  Federal  Correctional  Institution;  David 
C.  Di  Martino,  Student,  Miami  Norland  Senior 
High;  Dr.  Burton  Podnos,  Brevard  Mental  Health 
Center,  and  Frederick  Terrell,  Student,  Twin 
Lakes  High  School,  West  Palm  Beach. 

During  the  summer  of  1970,  a Florida  leader- 
ship team  representing  ten  different  school  systems 
attended  one  of  the  four  National  Training  Cen- 
ters established  by  the  U.S.  Office  of  Education. 
The  University  of  Wisconsin  was  host  for  13  states 
and  the  Virgin  Islands  for  an  extensive  four  weeks 
course.  Attendance  was  made  possible  by  the 
grant  to  the  Department  of  Education. 

Members  of  the  team  included  William  Coul- 
ter, Coordinator  of  Inservice  Education,  Volusia 
County  Schools;  Mrs.  Betty  Cox,  Coordinator  of 
Science  Education,  Monroe  County  Schools; 
David  C.  Di  Martino,  Student,  Norland  Senior 
High,  Miami;  Okie  Fletcher,  Supervisor,  Health 
Education,  Hillsborough  County  Schools;  Stanley 
Kennedy,  Teacher-Specialist  in  Health,  Broward 
County  Schools;  Mrs.  Shirley  Meade,  Health  Edu- 
cation Consultant,  Lee  County  Schools;  Dean 
Roberts,  Health  Education  Teacher,  Duval  Coun- 
ty Schools;  Mrs.  Allie  Strickland,  Social  Studies 
Teacher,  Bay  County  Schools;  James  Stasko,  Pro- 


gram Coordinator,  WSRE-TV,  Pensacola  Junior 
College,  and  Louis  Morelli,  Department  of  Edu- 
cation. 

State  Conference 

The  first  of  a series  of  programs  putting  the 
Triple  T Concept  in  operation  was  conducted  at 
Florida  A & M University  to  train  regional  teams, 
composed  of  the  county  coordinator  for  drug 
education  as  well  as  five  resource  people  in  the 
region.  A student  is  on  each  team. 

The  purpose  of  this  state  conference  was  to 
assemble  teams  from  the  seven  regions  so  that 
structures,  guidelines  and  skills  for  the  training 
of  educational  personnel  could  be  effectively  ac- 
complished. Of  the  67  counties,  60  were  repre- 
sented. The  regional  teams  had  the  opportunity 
to  plan  sessions  to  train  county  teams. 

Regional  Conferences 

The  state  universities  have  been  designated  as 
the  regional  center  in  seven  geographic  areas. 
These  regions  coincide  with  the  credit  course  ser- 
vice areas  served  by  each  of  the  universities.  They 
are  not  to  be  confused  with  the  11  regions  design- 
ed for  the  drug  abuse  program  by  the  Department 
of  Health  and  Rehabilitative  Services. 

Each  university  center  has  assigned  a regional 
coordinator  who  serves  as  a resource  person  and 
as  liaison  of  the  Department  of  Education  in  ad- 
dition to  his  duties  at  the  university.  The  state 
coordinator  is  the  only  individual  employed  for  the 
Drug  Education  Training  Program. 

The  Regional  center  and  coordinators  are: 
Region  I — University  of  West  Florida,  Pensa- 
cola— Dr.  Bob  M.  Thornton 

Region  II — Florida  State  University,  Talla- 
hassee— Dr.  Marion  C.  Riser 

Region  HI — University  of  Florida,  Gainesville 
— Dr.  Bryan  C.  Smith 

Region  IV — Florida  Technological  University, 
Orlando — Dr.  Frank  D.  Rohter 

Region  V — University  of  South  Florida,  Tam- 
pa— Jack  Stovall 

Region  VI — Florida  Atlantic  LTniversity,  Boca 
Raton — Mrs.  Joella  Good 

Region  VII — Florida  International  University, 
Miami — Dr.  E.  A.  Giordano 

* Florida  A & M University,  Tallahassee — Mrs. 
Edwina  Martin 

All  67  counties  participated  in  regional  confer- 
ences and  were  responsible  for  enrolling  a team 
consisting  of  educators,  community  resources  and 
student  representation. 

*Siiice  two  state  universities  are  located  in  Tallahassee,  Florida 
A & M cooperates  with  Florida  State  in  Region  II. 
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County  Conferences 

The  Department  of  Education  has  attempted 
to  provide  leadership  for  development  of  educa- 
tional programs;  however,  each  county  school  sys- 
tem should  custom-build  its  own  program  depend- 
ing upon  needs,  expertise  and  existing  curricula. 
One  design  has  not  proved  to  be  the  ultimate 
answer. 

.\11  county  school  systems  are  currently  en- 
gaged in  planning  and/or  the  implementation  of 
drug  abuse  programs. 

Each  state  supported  junior  college  has  ap- 
pointed a coordinator  for  drug  education  and  it  is 
hoped  that  every  elementary,  junior  and  senior 
high  school  will  do  the  same  so  that  lines  of  com- 
munication can  be  effective. 

Findings 

.\t  a recent  meeting  regional  coordinators  and 
representatives  of  resource  agencies  compiled  a 
list  of  “findings”  as  a result  of  their  involvement 
in  the  drug  scene. 

1.  The  role  of  educators  should  be  geared 
toward  helping  students  develop  their  own  values 
and  to  give  them  background  needed  to  make  de- 
cisions concerning  drug  usage.  The  method 
endorsed  to  achieve  this  is  the  conceptual  ap- 
proach. 

2.  The  teacher  should  serve  as  a resource 
guide  only  (producer  of  information)  so  that  de- 
cision-making process  can  be  undertaken  by 
students. 

3.  Subject  matter  and  process  area  should  be 
established  that  will  be  committed  to  the  premise 
that  people  can  and  must  learn  to  be  more  effec- 
tive in  interpersonal  relationships. 

4.  Lectures,  films  and  canned  programs  should 
be  only  tools  for  conducting  programs  and  are  of 
minimal  benefit.  Students’  feelings  need  to  be 
explored  in  terms  of  responsible  decision  making 
and  why  do  students  feel  drugs  are  necessary  to 
cope  with  reality. 

5.  There  should  be  a de-emphasis  of  pharma- 
cological aspects  in  programs  and  a move  toward 
the  sociocultural  factors  contributing  to  drug 
abuse.  .Although  the  chemical  aspects  can  play  a 
part,  it  should  not  be  the  entire  program.  Behav- 
ioral aspects  should  be  exposed — both  individual 
and  sociocultural. 

6.  There  should  be  a gradual  move  from  using 
terms  of  “drugs”  and  “drug  abuse”  and  lean  to- 
ward mood  modifiers. 

7.  Generalizations  cannot  be  made  about 
drugs  or  the  abuse  of  drugs. 


8.  Drugs,  like  any  other  substance  in  our 
material  universe,  are  not  harmful  in  themselves; 
however,  the  individual  human  use  of  the  sub- 
stance makes  them  detrimental  or  beneficial. 

9.  Guidelines  are  needed  for  stimulating  better 
cooperation  between  school  systems  and  law  en- 
forcement officials  at  the  local  level.  Consideration 
should  be  given  to  the  right  for  privileged  com- 
munication for  school  counselors  and  perhaps 
teachers  as  well. 

There  is  a need  for  reorientation  on  inservice 
training  law  enforcement  agencies. 

10.  Teachers  should  not  conduct  drug  educa- 
tion sessions  without  inservice  training. 

11.  A primary  goal  of  inservice  training 
should  be  to  provide  teachers  skills  or  background 
information  which  will  enable  them  to  deal  com- 
fortably and  rationally  with  the  subject  of  drug 
abuse.  This  includes  familiarization  with  drugs 
as  well  as  the  complex  human  behavior  that  is 
involved.  It  should  be  in  terms  of  “open  relation- 
ship” instead  of  just  giving  information. 

12.  The  teacher,  once  comfortable  with  the 
subject,  should  not  act  as  an  authority  or  expert 
on  drugs,  but  he  should  attempt  to  bring  some 
understanding  and  to  stimulate  the  students’ 
thinking  about  the  complex  human  behavior  in- 
volved in  drug  abuse.  Raise  questions,  such  as: 
Why  take  drugs?  Why  do  different  people  become 
addicted? 

13.  Drug  programs  should  have  provisions  for 
small  group  interaction. 

14.  The  whole  educational  system  should  be 
encouraged  to  use  methods  stressing  the  ills  of 
society  causing  drug  abuse. 

Conclusion 

Although  all  50  states  are  implementing  pro- 
grams of  drug  abuse  education,  no  magic  answer 
to  the  dilemma  of  drug  use  has  been  found.  When 
evidence  of  a real  breakthrough  is  discovered,  it 
will  be  immediately  shared  throughout  the  coun- 
try. The  uniting  of  agencies  and  coordination  of 
efforts  appear  to  be  a step  in  the  right  direction. 
The  Ad  Hoc  Committee  on  Drug  Abuse  establish- 
ed by  the  Florida  Medical  Association  is  a great 
example  of  the  multidiscipline  approach  toward 
understanding  the  complexities  involved  in  human 
behavior.  It  is  frequently  thought  that  the  most 
significant  contributions  will  come  from  youth 
themselves.  Their  efforts  must  be  encouraged. 

^ Mr.  Morelli,  State  of  Florida  Department  of 
Education,  Tallahassee  32304. 


J.  FLORIDA  M.A./APRIL  1971 


27 


Hepatitis  Epidemic  in  the  Young 
Drug-Oriented  Society  of  Palm  Beach  ^unty 

John  F.  McGarry,  M.D.  and  C.  L.  Brumback,  M.D. 


In  Palm  Beach  County  64  cases  of  hepatitis 
were  reported  from  July  20  to  August  20,  1970, 
an  eight-fold  increase  over  a similar  period  in 
previous  years.  For  one  week  late  in  July  the 
Palm  Beach  County  Health  Department  noted 
five  new  cases  in  persons  ages  14  to  19.  Investi- 
gation revealed  that  they  were  members  of  a group 
who  frequented  local  parks,  beaches  and  hippie 
hangouts,  consorting  for  fun,  games,  drinking  and 
at  times  drug  usage.  Four  of  the  five  young  peo- 
ple had  attended  the  Atlanta  Rock  Festival  the 
weekend  of  July  4 and  had  been  in  direct  contact 
with  a 17-y ear-old  girl  who  was  known  to  be  ill 
with  hepatitis. 

Intimate  contact  at  the  festival,  such  as  shar- 
ing food,  drinks,  sleeping  areas  and  drugs,  was 
considered  a prime  factor  in  spread  of  the  hepa- 
titis virus.  Records  revealed  that  50  patients 
among  the  64  cases  either  had  attended  the  fes- 
tival or  been  in  close  contact  with  those  who  had 
attended. 

Previous  to  the  present  outbreak  there  had 
been  an  increase  in  the  number  of  cases  of  serum 
hepatitis  in  the  county  associated  with  parenteral 
drug  usage.  Three  or  four  weeks  following  the 
festival,  however,  the  abrupt  increase  in  hepatitis 
among  young  people  strongly  indicated  the  pres- 
ence of  the  infectious  type.  As  the  cases  increased, 
an  epidemic  situation  was  declared,  and  those  who 
had  participated  in  the  Rock  Festival  or  anyone 
who  had  associated  with  a person  with  hepatitis 
was  requested  to  report  to  the  health  department 
or  their  family  physician. 

Epidemiological  investigation  continued.  All 
local  food  establishments  were  surveyed  and 
owners  cautioned  about  hiring  young  hippie-type 
persons.  It  became  obvious  that  many  contacts 
of  persons  with  hepatitis  were  working  as  food 
handlers.  Gamma  globulin  was  administered  to 
those  who  could  be  identified. 

A case  relating  to  the  epidemic  involved  a 17- 
year-old  boy  hospitalized  on  June  1,  1970  follow- 
ing an  overdose  of  heroin.  He  was  a member  of 
the  hippie  group.  Jaundice  developed  while  he 
was  in  the  hospital  but  it  was  thought  to  be  the 
serum  t3qDe  because  of  his  taking  drugs  intrave- 

Dr.  Brumback  is  Health  Officer  and  Dr.  McGarry  is  Assistant 
Health  Officer,  Palm  Beach  County  Health  Department,  West 
Palm  Beach. 


nously.  Laboratory  tests  revealed  the  serum  to  be 
positive  for  the  Australian  antigen;  however,  ap- 
proximately four  weeks  after  caring  for  the  pa- 
tient, hepatitis  developed  in  five  hospital  em- 
ployees including  two  registered  nurses. 

The  mode  of  spread  among  the  young  people 
complicated  the  epidemiological  problem.  Social 
and  moral  factors  came  into  play  in  a manner 
unlike  those  encountered  in  usual  hepatitis  out- 
breaks. The  health  department  was  limited  to  use 
of  gamma  globulin  in  all  susceptible  persons  along 
with  preventive  education  in  use  of  drugs  and 
drug  paraphernalias  and  general  education  in 
personal  hygiene.  Before  cases  began  to  decline, 
more  than  500  doses  of  gamma  globulin  had  been 
administered.  The  hepatitis  epidemic  among  the 
young  people  brought  into  focus  the  magnitude  of 
the  drug  problem  in  Palm  Beach  County.  The 
most  frightening  aspect  was  the  extensive  use  of 
heroin.  One  year  previously  its  use  had  been  prac- 
tically nil  but  now  it  appeared  commonplace.  The 
taking  of  dangerous  drugs  including  heroin  by 
children  in  the  age  group  13  to  16  had  increased 
and  many  of  them  had  attended  the  Atlanta  Rock 
Festival  unaccompanied  by  parents  or  adults. 
Some  lived  alone  in  apartments  away  from  par- 
ents, a sad  commentary  on  family  life  in  America. 
Throughout  our  investigation  it  was  apparent  that 
children  too  often  were  poorly  supervised  and  that 
discipline  was  nonexistent  in  many  families.  Peer 
group  pressure  among  the  young  people  was  so 
great  that  those  from  loving  and  concerned  fami- 
lies were  susceptible  to  the  socially  communicable 
disease  called  “drug  abuse.” 

Epidemiologically,  physicians  and  health  de- 
partments are  virtually  powerless  to  remove  the 
causes  unless  they  press  for  and  participate  in 
some  type  action  in  the  areas  of  prevention,  law 
enforcement,  treatment  and  rehabilitation. 

The  increasing  use  of  drugs  by  the  intravenous 
route  will  continue  to  pose  a serious  threat  in  the 
form  of  serum  hepatitis.  The  drug-oriented  group 
will  continue  to  be  a prime  target  for  communica- 
ble diseases  because  of  their  social  and  health 
practices. 

^ Dr.  McGarry,  P.O.  Box  29,  West  Palm  Beach 
33402. 
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Heroin  Addiction 
Some  of  its  Complications 

Juan  Aleman,  M.D. 


The  rise  of  heroin  addiction  in  our  society  is 
evident  not  only  among  the  lower  socioeconomic 
segments  of  the  population  but  also  in  the  middle 
and  higher  income  classes.  The  real  number  of 
heroin  addicts  (“Junkies”)  is,  of  course,  a matter 
of  speculation  but  the  great  majority  live  in 
densely  populated  areas  such  as  New  York  City, 
Chicago  and  Los  Angeles.  The  teenage  and  the 
young  adult  groups  are  the  most  frequently  in- 
volved. In  New  York  City,  where  experts  esti- 
mate that  half  the  heroin  users  in  the  U.S.A.  live, 
900  deaths  from  heroin  use  were  recorded  in  1969; 
224  were  teenagers.^ 

Several  cases  with  some  of  the  complications 
of  heroin  addiction  have  been  seen  during  the  past 
year  in  our  community  hospital.  A few  examples 
including  overdose,  pulmonary  edema,  septicemia 
with  osteomyelitis  and  serum  hepatitis  are  report- 
ed to  emphasize  the  diversity  of  disease  that  may 
be  associated  with  addiction. 

Case  Reports 

Case  1. — A 20-year-old  Negro  woman  was  brought  to 
the  emergency  room  by  some  friends  who  left  her  with- 
out explanation.  She  did  not  respond  to  pain  and  had 
very  shallow  respiratory  excursions  of  eight  per  minute. 
The  blood  pressure  was  142/SO  mm.  Hg.,  pulse  120,  and 
the  temperature  was  normal.  Pupils  were  pinpoint  and 
fixed.  Extremities  were  flaccid;  all  deep  tendon  reflexes 
were  decreased,  and  careful  examination  showed  recent 
needle  marks  on  the  dorsum  of  both  hands  and  in  the  left 
anticubital  fossa. 

Soon  after  arrival  in  the  emergency  room  respiratory 
arrest  supervened.  An  endotracheal  tube  was  inserted; 
respiration  was  assisted  with  an  Ambu  bag,  and  she  was 
admitted  directly  to  the  Medical  Intensive  Care  Unit. 

Levallorphan  1 mg.  intravenously  was  given  with 
excellent  response  in  less  than  two  minutes.  The  pupils 
became  normal  and  reactive  to  light,  and  she  forcefully 
removed  the  endotracheal  tube. 

The  patient  admitted  taking  heroin  shots  for  the  past 
year  and  that  she  had  taken  one  shot  of  unknown  dosage 
a few  hours  before  admission.  She  then  refused  to  answer 
any  further  questions.  One  hour  later  she  was  again 
somewhat  drowsy  and  0.5  mg.  of  levallorphan  intra- 
venously was  given,  again,  with  rapid  clearing  of  her 
drowsiness.  No  further  medication  was  necessary  and  26 
hours  after  admission,  the  patient  was  seen  for  the  last 
time  before  leaving  the  hospital  without  medical  consent. 

Case  2. — A 24-year-old  Negro  male  was  brought  to 
the  emergency  room  by  his  mother  who  stated  that  he 
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Cent»r,  Jacksonville. 
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might  have  been  taking  dope;  that  he  was  in  good  health 
the  morning  of  admission.  The  patient  was  in  a stuporous 
condition  and  unable  to  give  any  information.  Past  rec- 
ords indicated  that  a diagnosis  of  rheumatic  fever  was 
made  at  age  12.  There  was  a grade  I systolic  murmur 
at  the  apex  present  at  that  time  which  was  the  only  sug- 
gestion of  cardiac  involvement.  He  was  asymptomatic  and 
had  a negative  EKG  and  chest  x-ray  at  age  IS  when  he 
was  last  seen  in  the  clinic. 

Physical  examination  in  the  emergency  room  showed 
him  to  be  stuporous,  sweating  cyanotic,  and  blood-tinged, 
frothy  secretions  oozing  from  his  mouth.  The  respiratory 
rate  was  10,  blood  pressure  80/60  mm.  Hg.,  pulse  rate 
120,  and  the  temperature  was  97  F.  The  pupils  were  con- 
stricted and  nonreactive.  There  was  no  neck  vein  engorge- 
ment. Inspiratory  crepitant  rales  were  present  over  the 
lung  bases.  The  heart  sounds  were  difiicult  to  evaluate 
because  of  respiratory  noise,  but  no  murmur,  gallop  or  rub 
was  heard.  There  was  a needle  track  scar  in  the  left 
antecubital  area.  Reflexes  were  normal.  A chest  x-ray 
revealed  signs  of  marked  pulmonary  congestion  with  no 
cardiomegaly  (Fig.  1).  The  electrocardiogram  showed 
right  atrial  enlargement  and  tall  peaked  P waves  with 
an  axis  of  4-90.  The  rhythm  was  regular. 


Fig  1. — Chest  x-ray  (Case  2)  taken  on  admission. 
Marked  pulmonary  edema  was  present  without  cardio- 
megaly. 
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A diagnosis  of  heroin  overdose  with  pulmonary  edema 
was  made.  Emergency  treatment  included  nalorphine  20 
mg.  intravenously,  furosemide  40  mg.,  Cedilanid  0.8  mg. 
intravenously  and  aminophylline  500  mg.  intravenously. 
■\  Metaraminol  drip  was  used  to  keep  the  systolic  blood 
pressure  abov'e  95  mm.  of  mercury.  Ten  hours  later,  the 
temperature  was  102  F but  it  returned  to  normal  within 
eight  to  ten  hours.  Eighteen  hours  after  admission,  he 
was  alert  and  afebrile  with  a normal  blood  pressure  with- 
out Metaraminol. 

Upon  questioning  the  patient  admitted  taking  a heroin 
injection  six  hours  before  admission.  He  felt  very  drowsy 
afterwards,  was  taken  home  by  some  friends  and  there  he 
told  his  mother  about  the  injection. 

During  hospitalization  he  was  kept  on  digoxin  0.25 
mg.  and  trichlormethiazide  4 mg.  daily  with  potassium 
supplementation.  The  pulmonary  congestion  cleared  in 
three  days  without  further  cardiac  abnormalities  (Fig.  2). 
Careful  examination  before  discharge  revealed  no  evidence 
of  rheumatic  heart  disease.  Blood  and  sputum  cultures 
were  negative  and  routine  blood  work  proved  normal.  He 
was  discharged  asymptomatic  after  eight  days. 

Case  3. — A 47-year-old  Negro  male  was  in  good  health 
until  five  days  before  admission  when  he  developed  chills, 
fever,  hiccups  and  rhinorrhea.  He  described  the  frequent 
use  of  heroin  and  paregoric  since  the  age  of  20.  His 
favorite  sites  for  injection  were  the  jugular  and  femoral 
veins.  There  had  been  two  previous  admissions  in  Jack- 
sonville and  earlier  admissions  in  New  York  City  for 
narcotics  addiction.  He  had  also  served  two  years  in  a 
federal  prison  for  narcotics  violation. 

He  was  alert  and  oriented  but  uncooperative  and 
restless.  Vital  signs  were  normal  excepting  a temperature 
of  102  F.  Moist  rales  were  heard  over  both  lung  fields. 
There  were  injection  scars  over  both  inguinal  regions. 

The  initial  hospital  course  was  characterized  by  a hec- 
tic febrile  course  but  after  the  fourth  day  the  temperature 
remained  normal.  Blood  cultures  taken  on  admission  grew 
coagulase  positive  staphylococci.  A five  day  course  of 
methicillin  was  given  without  other  antibiotics  until  the 
21st  hospital  day  when  he  began  to  complain  of  pain  in 
the  cervical  spine.  Blood  cultures  were  again  positive  for 
staphylococci  and  x-rays  showed  an  osteolytic  lesion  in  the 
sixth  cervical  vertebra  (Fig.  3).  Radiologic  survey  of 
other  bones  was  normal. 

It  was  presumed  that  the  cervical  lesion  was  a focus 
of  osteomyelitis,  and  treatment  was  started  with  ampicillin 
and  lincomycin.  Because  the  lytic  lesion  appeared  to 
progress,  on  the  42nd  hospital  day  an  open  surgical  biopsy 
was  performed.  Culture  yielded  Staphylococcus  epider- 
midis. 

Histologic  examination  was  consistent  with  acute  and 
chronic  osteomyelitis.  He  was  much  improved  by  the 
54th  hospital  day  and  was  discharged  to  be  treated  on  an 
ambulatory  basis  with  lincomycin. 

He  has  not  regularly  returned  to  the  Ambulatory 
Clinic  for  follow-up.  Lincomycin  was  discontinued  after 
four  more  months,  and  the  osteomyelitis  is  apparently 
cured.  He  continues  to  take  morphine  despite  attempts 
to  break  his  addiction. 

Case  4.- — A 19-year-old  Negro  male  had  no  previous 
serious  illness  and  admitted  being  a heroin  addict  from 
December  1968  until  June  1969.  He  came  to  tbe  emer- 
gency room  with  a history  of  intermittent  diarrhea  for 
five  days.  He  had  one  episode  of  vomiting  four  days  pre- 
viously, and  his  private  physician  had  noted  jaundice  three 
days  previously.  He  had  lost  his  taste  for  cigarettes  and 
denied  fever,  chills,  anorexia  and  abdominal  discomfort. 
There  had  been  no  pruritis. 

He  used  two  to  three  injections  of  heroin  per  week 
from  December  1968  through  June  1969  while  he  resided 
in  New  York  City.  These  were  given  at  parties  of  several 
friends  where  they  used  one  glass  syringe  and  a plastic 
needle,  which  they  attempted  to  sterilize  in  alcohol  be- 
tween injections.  The  last  heroin  injection  was  three 
months  before  this  admission.  There  was  no  other  epide- 
miologic history  of  significance. 

Physical  examination  showed  icteric  sclerae,  and  there 
were  needle  scars  in  the  left  antecubital  area.  The  liver 
was  not  enlarged  and  no  other  abnormalities  were  present. 


Fig.  2. — Chest  x-ray  (Case  2)  before  discharge.  No 
abnormalities  are  demonstrated. 


Fig.  3. — Osteolytic  lesion  in  the  sixth  cervical  vertebra. 
Osteomyelitis  was  found  at  surgery  (Case  3). 
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Blood  chemistries  included:  SCOT  SSO,  SGPT  410,  LDH 
300,  alkaline  phosphatase  21.9,  cholesterol  152,  bilirubin 
direct  2.3,  total  5.0. 

The  hospital  course  was  uneventful  and  he  was  dis- 
charged after  nine  days  to  continue  convalescence  at  home. 

Discussion 

Diacepylmorphine  or  heroin  is  a crystalline 
white  powder  soluble  in  water  derived  from  mor- 
phine which  is  an  alkaloid  of  the  poppy  plant, 
Papaver  somniferum.  Heroin  is  metabolized  in 
the  liver  and  excreted  in  the  urine.  It  is  three 
times  more  potent  than  morphine.  It  is  a narcotic, 
produces  sleep  as  well  as  analgesia,  and  is  an  ad- 
dicting drug,  produces  physical  and  sometimes 
psychological  dependence.  Its  main  actions  are 
analgesia,  drowsiness,  euphoria,  increase  in  vagal 
tone,  suppression  of  the  feeling  of  hunger,  anti- 
diarrheic  and  miosis.  Its  main  toxic  effect  is  res- 
piratory repression. 

Addicts  may  take  heroin  by  sniffing  (snort- 
ing) it,  oral  ingestion,  subcutaneous  injection 
(popping),  or  IV  injection  (mainlining,  spiking). 
The  aim  of  the  addict  is  to  get  “high,”  but,  in  fact, 
he  is  sent  into  a state  of  dreamy  indifference  or 
dullness.  The  “kick”  he  gets  has  been  described 
by  some  addicts  as  a warm  flushing  of  the  skin 
and  genital  sensations  similar  in  intensity  and 
quality  to  the  sexual  orgasm. 

Withdrawal  symptoms  which  the  heroin  addict 
must  endure  when  he  lacks  the  drug  are  described 
as  terrifying  and  include  mydriasis,  anorexia,  pilo- 
erection,  restlessness,  tremor,  insomnia,  sneezing, 
weakness,  lacrimation,  depression,  nausea,  vomit- 
ing, diarrhea,  h}q5ertension,  tachycardia  and 
sweating.  The  spasmodic  movements  of  muscle 
groups  in  the  lower  extremities  imitating  kicking 
movement  at  the  end  of  a seven  to  ten  day  with- 
drawal period  experienced  by  the  addict  have  been 
mentioned  as  the  basis  for  the  expression  “kicking 
the  habit.”2 

The  heroin  addict’s  psychiatric  disability  has 
not  been  established,  and  it  has  been  noted  that 
his  difficulties  are  inadequately  classified  by  the 
existing  nomenclature. ^ An  emergency  room  phy- 
sician frequently  can  expect  to  encounter  the 
numerous  complications  of  heroin  addiction;  a 
partial  list  might  include:  coma  and  death  from 
overdose,  abscesses,  cellulitis,  endocarditis,  septi- 
cemia, osteomyelitis,  hepatitis,  pneumonia,  teta- 
nus, thrombophlebitis,  pulmonary  edema,  trans- 
verse myelitis,  and  paroxysmal  atrial  fibrilla- 
tion, 

Death  from  overdose  is  by  far  the  most  fre- 
quently observed  of  the  complications  and  the  one 
that  requires  early  recognition  and  treatment.  In 


1967,  according  to  the  office  of  the  Chief  Medical 
E.xaminer  of  New  York  City,  655  persons  in  that 
city  died  of  heroin  overdose  establishing  this  as  a 
leading  cause  of  death  in  the  15  to  35  years  old 
age  group.®  \^^ery  frequently  the  history  is  un- 
available, but  the  physical  examination  is  highly 
rewarding.  The  facts  outlined  in  the  text  table 
are  sufficient  to  justify  prompt  treatment  with  nal- 
orphine. 

Diagnosis  of  Heroin  Overdose 

Young  person 
Stupor  or  coma 
Depressed  respiration 
Pinpoint  pupils 
Needle  scars 

The  importance  of  the  early  recognition  and 
prompt  correct  treatment  of  heroin  overdose  can- 
not be  overemphasized.  It  should  be  assumed 
from  the  beginning  that  respiratory  assistance  will 
be  needed  and  an  endotracheal  tube  should  be 
inserted  as  soon  as  the  diagnosis  is  suspected.  The 
usual  steps  in  therapy  are: 

Emergency  Treatment 
OF  Heroin  Overdose 

Insert  endotracheal  tube  and  assist  respiration 
Start  intravenous  infusion  of  dextrose  5% 

Nalorphine  5 to  10  mg.  IV  every  15  minutes 
(Do  not  exceed  40  mg.  total  dose) 

Rapidly  acting  digitalis  preparation  and  intermittent 
positive  pressure  if  pulmonary  edema  is  present 
Support  blood  pressure,  if  necessary,  with  Metaraminol 
Admit  to  Intensive  Care  Unit  and  be  prepared  to  retreat 
with  nalorphine 

Summary 

The  rise  in  heroin  addiction  in  all  segments  of 
our  population,  but  mainly  in  the  teen  and  young 
adult,  is  discussed.  Four  cases  of  commonly  en- 
countered complications  of  heroin  use  are  present- 
ed to  emphasize  the  variety  of  diseases  which  may 
result.  These  include  septicemia,  hepatitis,  pul- 
monary edema  and  central  nervous  system  de- 
pression. The  diagnosis  and  emergency  treatment 
of  heroin  overdose  is  outlined. 
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A Closer  Look 

Frank  D.  Nelson 


In  1970,  the  Florida  Statutes  gave  the  Secre- 
tary of  the  Department  of  Health  and  Rehabilita- 
tive Services  the  responsibility  for  developing  a 
comprehensive  program  of  prevention,  rehabilita- 
tion, education  and  research  of  drug  abuse  and  de- 
pendence and  for  coordinating  and  cooperating 
with  the  many  federal,  state,  local  and  private 
programs. 

The  program  operates  under  the  direct  super- 
vision of  the  Secretary.  The  staff  is  composed  of 
six  professional  persons  with  special  competence 
in  the  drug  abuse  field.  They  work  directly  with 
community  agencies,  lay  and  professional  groups 
and  appropriate  individuals  throughout  the  state 
in  a unified  effort  to  clearly  identify,  define  and 
deal  with  the  problems  created  by  the  abuse  of 
drugs.  They  assist  treatment  programs  to  evaluate 
and  improve  services  so  that  these  programs  can 
be  maximally  effective. 

The  Drug  Abuse  Program  is  essentially  a two- 
fold effort  aimed  not  only  at  treatment  of  the  ad- 
dicted but  also  at  prevention  of  further  addiction. 
At  this  point  we  know  much  more  about  treatment 
than  we  do  about  prevention  and  it  is  our  hope 
that  a major  research  emphasis  will  be  in  the  latter 
area.  We  have  learned,  through  the  experiences 
of  other  programs  in  other  states,  that  some  of  the 
therapeutic  methods  effective  in  mental  health, 
psychiatry  and  general  medicine  are  not  effective 
with  the  drug  dependent  persons.  Methods  have 
evolved  and  been  tested  in  Florida  as  well  as  other 
states  which,  although  claiming  no  “cure,”  have 
restored  drug  dependent  persons  to  a more  satis- 
factory life  without  the  agonies  of  the  illegal  traf- 
ficking and  use  of  drugs.  This  is  a comprehensive 
approach  which  combines  elements  of  the  medical, 
mental  health  and  sociological  model. 

Hard-core  addicts  may  require  detoxification 
in  a' controlled  setting,  then  residence  at  a treat- 
ment center  where  a well  structured  living  routine 
is  coupled  with  group  therapy  techniques  based 
upon  a combination  of  confrontation  and  support. 
A balanced  staff  of  professional  clinicians  and 
trained,  ex-addict  para-professionals  is  most  effec- 
tive in  achieving  the  goal  of  rehabilitation. 

For  persons  less  involved  with  drugs  or  with 
some  strengths  in  the  community  or  the  home, 
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residential  treatment  may  not  be  necessary.  | 
Therapy  may  be  conducted  on  an  outpatient  basis. 

The  treatment  of  drug  dependent  persons 
has  little  prospect  of  meeting  the  problem.  If  we  ' 
expand  and  develop  treatment  centers  manyfold, 
services  still  would  not  be  provided  to  all  those 
needing  them  unless  we  halt  the  increasing  num-  i 
ber  of  addicts.  We  must  provide  whatever  help  i 
is  possible  to  those  already  drug  dependent  and, 
at  the  same  time,  adequately  support  a multi- 
faceted prevention  program.  It  is  toward  this  end 
that  a substantial  amount  of  money  and  research 
must  be  directed.  From  the  background  of  our 
present  knowledge,  the  major  emphasis  must  be  in 
helping  people  develop  a lifestyle  that  is  satisfy-  i 
ing  without  drugs.  As  long  as  there  is  a compelling  ' 
desire  to  escape  from  problems  that  appear  to  have 
no  practical  solutions,  individuals  will  find  sub- 
stances to  help  them  escape.  If  we  could,  as  some 
have  suggested,  eliminate  heroin  but  fail  to  elim- 
inate the  needs  for  it,  we  would  still  have  a drug 
problem  because  users  would  substitute  something 
else. 

We  do  not  have  the  answers,  but  we  are  seek- 
ing solutions  with  the  tools  of  research.  The  use 
of  drugs  by  an  individual  is  a symptom  of  serious 
dissatisfaction  with  life.  The  wide  scale  use  of 
drugs  by  a society  also  indicates  that  something  is 
wrong.  A closer  look  may  reveal  what  it  is.  We 
need  to  educate  the  general  public  to  a better 
understanding  of  the  problem,  and  equip  them 
to  deal  intelligently  with  it.  We  need  to  reduce 
the  hysteria  with  which  the  use  of  drugs  is  viewed 
and  which  criminalizes  young  people  who  have 
grown  up  in  a culture  in  which  the  media  of  ad- 
vertising has  taught  them  that  they  need  never  be 
uncomfortable,  depressed  or  joyless.  We  need  to 
reorient  children  toward  health  and  the  value  of 
productive  living.  We  must  reduce  the  need  to 
drop  out  of  life  by  helping  young  people  to  find 
worthwhile,  important  and  productive  things  to  do. 

We  have  not  exhausted  the  list  of  personal,  com- 
munity, national  and  international  projects  and 
problems  that  are  desperate  for  solution.  To  help 
bring  together  the  people  and  the  projects  is  a 
challenge  to  your  profession  and  mine. 

^ Mr.  Nelson,  Tallahassee  Bank  Buildi. 
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From  My  Side  of  the  Gaunter 

Robert  B.  Weber,  R.Ph. 


Doctor,  this  morning  three  of  your  patients 
came  into  my  store.  Patient  No.  1 (age  62)  came 
in  to  have  his  Isuprel  prescription  refilled,  and  as 
usual  he  stopped  three  times  to  catch  his  breath 
while  walking  from  the  front  door  to  the  prescrip- 
tion counter.  Also,  as  usual,  he  smoked  a ciga- 
rette while  waiting  for  his  prescription.  Patient 
No.  2 (age  67)  went  into  the  lounge  to  have  a cup 
of  coffee  while  waiting  for  his  prescription.  I hap- 
pened to  notice  him  pouring  a clear  liquid  into  his 
coffee  from  a bottle  he  had  concealed  in  a brown 
paper  bag.  Patient  No.  3 (age  20)  brought  in  a 
prescription  for  30  Desoxyn  Gradumets;  it  had 
your  signature,  but  we  both  know  you  did  not 
write  that  prescription. 

These  three  patients  all  have  one  thing  in  com- 
mon; they  are  addicts.  Patient  No.  1,  like  many 
others,  is  addicted  to  nicotine.  He  is  aware  that 
he  should  not  smoke  because  of  his  condition; 
3^ou  have  told  him  this  many  times,  but  like  so 
many  others  who  have  heart  or  respiratory  condi- 
tions, he  continues  to  smoke  because,  as  he  says, 
he  “enjoys  it”  so  much. 

I believe  the  doctors  as  a group  should  be 
commended  for  taking  the  lead  in  cutting  down 
the  smoking  habit;  however,  there  are  still  many 
patients  who  can  rationalize  their  smoking  by  the 
fact  that  their  doctors  continue  to  smoke. 

Patient  No.  2 is  addicted  to  a different  type  of 
drug.  In  fact,  he  is  addicted  to  the  most  abused 
drug  in  the  world  today — alcohol.  When  we  refer 
to  drug  abuse,  we  usually  think  of  drugs  such  as 
marihuana,  LSD,  heroin,  amphetamines;  however, 
we  must  include  nicotine  and  alcohol.  The  little 
contact  I have  with  the  alcoholic  is  limited  to  fill- 
ing prescriptions  for  Antabuse  and  other  medica- 
tions used  in  rehabilitation;  however,  we  are  all 
aware  that  alcoholism  is  probably  the  greatest 
social  problem  in  our  country  today.  Being  retired 
gives  patient  No.  2 much  more  time  to  drink. 

There  are  many  older  people  in  our  community 
who  start  drinking  early  in  the  day  because  they 
have  nothing  better  to  do.  You  know  better  than 
I the  number  of  housewives  who  are  confirmed 
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alcoholics;  however,  I do  encounter  many  of  the 
junior  executives  who  have  two  or  three  martinis 
at  lunchtime.  We  should  not  look  at  an  alcoholic 
as  a drunk  but  rather  as  a person  who  is  sick  and 
needs  treatment;  a person  who  needs  to  be  detoxi- 
fied just  as  much  as  a person  who  is  going  through 
heroin  withdrawal.  I am  not  against  drinking; 
however.  I’ve  often  thought  it  would  be  only  fair 
for  some  organization  to  undertake  an  advertising 
campaign  to  combat  the  advertisements  in  our 
magazines  and  newspapers  that  paint  a glowing 
picture  of  the  benefits  of  alcohol  and  make  it  a 
status  symbol.  Someone  should  tell  it  like  it  is — - 
the  failures.  Bowery  bums,  broken  families — all 
the  things  that  you,  as  a doctor,  have  seen  over 
the  years. 

The  area  of  greatest  concern  today,  especially 
in  our  young  people,  is  in  illegal  drug  abuse ; drug 
usage  other  than  nicotine  or  alcohol.  My  example 
of  patient  No.  3 forging  a prescription  for  Desoxyn 
Gradumets  would  have  been  an  exaggerated  illus- 
tration a few  years  ago;  however,  today  it  is  quite 
common.  As  a matter  of  fact,  at  this  very  moment 
I have  a dozen  notes  posted  in  my  prescription 
department  warning  of  forged  prescriptions  for 
Desoxyn  Gradumets.  The  situation  has  become 
so  serious  that  I assume  the  Desoxyn  prescription 
to  be  false  unless  I can  prove  otherwise.  These 
young  people  have  become  very  bold  and  the 
forged  prescription  is  an  easy  way  of  obtaining 
the  closest  thing  to  “speed.”  After  stealing  pre- 
scription blanks  from  your  office  or  the  hospital, 
the  most  knowledgeable  individual  will  forge  the 
prescription  and  perhaps  another  person,  whose 
shorter  hair  style  will  be  less  suspect,  brings  it  to 
the  pharmacy  to  be  filled.  If  they  don’t  use  the 
medication  themselves,  they  sell  it  for  ten  times 
the  original  cost.  Desoxyn  is  usually  the  drug  of 
choice  for  the  teenagers  and  the  so-called  “hip- 
pies” in  their  early  twenties  while  the  hardened 
addict  often  forges  prescriptions  for  Dilaudid  as 
a substitute  for  heroin.  Many  of  these  people  are 
quite  accomplished  prescription  writers  and  it  is 
very  difficult  to  distinguish  their  forgeries. 

Another  legal  medical  source  of  supply  for  the 
addict  is  exempt  narcotic  preparations.  As  you 
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know,  these  are  a class  of  preparations  containing 
an  exempt  quantity  of  a narcotic  that  may  be  sold 
without  a prescription.  To  purchase  an  exempt 
narcotic  a person  must  be  21  3"ears  of  age  and 
must  sign  the  exempt  narcotic  registry’  book  certi- 
fying he  has  not  purchased  a like  product  within 
the  past  48  hours.  These  products  are  quite  ine.x- 
pensive  and  include  paregoric,  terpin  hydrate  and 
codeine,  Cheracol,  Cosamd,  Robitussin  A C,  etc. 
In  terms  of  popularit}'  among  the  addicts,  Robi- 
tussin .\/C  and  paregoric  are  top  choices.  In  fact, 
Robitussin  A/C  has  become  so  popular  that  one 
3’oung  lady  in  our  town  was  selling  marihuana  to 
buv’  Robitussin  A/C.  The  addict  takes  a 2 oz. 
bottle  of  Robitussin  -VC,  adds  whiskey,  beer,  or 
wine  and  consumes  the  mixture.  The  combination 
of  the  antihistamine,  codeine  and  alcohol  puts  him 
into  orbit.  For  a long  time,  paregoric  has  been  the 
choice  of  the  old-time  narcotic  addict,  who  has 
had  surgerjr  or  chronic  diarrhea;  however,  the  new 
generation  uses  paregoric  differentl3^  Generalh', 
instead  of  drinking  the  whole  bottle  like  the  old- 
timer,  he  boils  it  down  and  injects  it  directly  into 
the  vein,  .\mericans  can  alwa\'s  find  a new  and 
better  wa}"  of  doing  things.  It  is  time  we  eliminate 
“e.xempt  narcotics”  since  the  disadvantages  now 
outweigh  the  advantages.  Your  ad  hoc  committee 
on  drug  abuse  has  gone  on  record  in  recommend- 
ing the  elimination  of  exempt  narcotic  prepara- 
tions as  a method  of  dr\’ing  up  a source  of  these 
abused  drugs. 

Unfortunateh’,  another  e.xcellent  source  of 
supph'  for  the  addict  is  j’our  office  or  m>'  prescrip- 
tion department.  Break-ins  are  becoming  com- 
monplace and  it  behooves  us  to  make  it  more  dif- 
ficult for  these  people  by  means  of  burglar  alarms 
and  safes. 

May  I offer  a few  suggestions  to  help  you  from 
being  used  as  a sovu-ce  of  illegal  drugs. 

1.  Stock  as  little  narcotics  as  possible. 

2.  Keep  narcotics  locked  at  all  times. 

3.  Guard  your  prescription  blanks — don’t 
leave  them  in  examination  rooms. 

4.  Do  not  print  your  registry’  number  on  pre- 
scription blanks. 

5.  Supply  registrj-  number  to  pharmacies  so 
that  pharmacists  can  request  this  number 
on  a telephoned  prescription. 

6.  Indicate  refills,  if  any. 

7.  Personally  telephone  or  write  prescriptions 
for  drug  abuse  items. 

8.  Personallj’  telephone  or  write  all  prescrip- 
tions for  your  staff. 


Reams  of  paper  have  been  used  in  writing  ' 
articles  about  drug  abuse.  It  has  become  very 
vogue  to  talk  of  drug  abuse,  but  the  time  for  talk- 
ing is  over  and  we  must  take  action.  We  can  see  , 
that  treatment  is  not  the  sole  answer.  The  con-  I 
firmed  alcoholic  can  be  rehabilitated  into  a useful  l 
citizen,  but  there  are  ver\'  few  heroin  addicts  who 
have  been  rehabilitated.  It  is  time  for  3'ou  to  get 
out  from  behind  \'our  desk,  and  for  me  to  get  out 
from  behind  m\’  counter,  and  find  out  what’s  go- 
ing on  in  the  outside  world  and  what  we  can  do  to 
improve  it.  few  short  j'ears  ago,  heroin  addicts  I 
lived  in  one  of  four  large  cities  and  it  was  not  ver}'  ' 
probable  that  \’ou  treated  a heroin  addict.  Todaj',  | 
it  is  quite  probable  that  \mu  are  treating  heroin 
addicts.  ' 

I have  the  privilege  of  serving  on  the  Ad  Hoc  ' 
Drug  Abuse  Committee  of  j'our  Florida  IMedical 
Association.  This  Committee,  composed  of  man\' 
professions,  discusses  the  drug  problems  in  our 
state  and  makes  recommendations  to  v'our  Board 
of  Governors.  You  and  I must  get  involved  in  our 
local  drug  abuse  committees  to  find  out  what  the  i 
problem  is  in  our  own  area,  to  find  out  what  ' 
legislation  is  before  the  legislators,  and  to  let  them  | 
know  our  feelings.  We  need  to  present  programs  j 
in  the  schools  under  the  auspices  of  the  local  asso-  I 
elation,  and  to  counsel  individuals  in  regard  to  j 
their  personal  problems.  This  is  an  area  in  which 
the  doctor  and  the  pharmacist  should  take  an 
active  part  and  work  closeh'  together.  l 

Our  generation  will  not  solve  the  drug  problem. 
The  problem  primarih'  belongs  to  the  younger 
generation  and  the  solution  must  come  from  them. 

We  can  help  them — ^b}'  giving  them  leadership, 
assistance  and  straight  answers.  The  size  of  the 
problem  is  staggering  and  we  may  be  overwhelmed 
by  it ; however,  your  patient  load  maj'  be  stagger-  1 
ing  if  }'ou  look  at  }'our  schedule  b}-  the  month.  By 
taking  each  patient,  one  at  a time,  it  isn’t  so  bad. 
Several  years  ago,  m%’^  personal  feelings  prompted 
me  to  write  a letter  to  the  Chamber  of  Commerce 
Board  concerning  the  use  of  a liquor  bar  at  their 
luncheon  meetings.  The  Board  agreed  that  they 
should  not  sponsor  a bar  at  11:30  a.m.  and  dis- 
continued the  practice.  I was  thanked  b>'  business 
leaders  in  the  communitj'  who  felt  as  I did.  This 
pointed  out  to  me  that  one  person  can  do  some- 
thing about  anj^  problem  if  he  is  concerned  enough 
to  get  involved. 

► Mr.  Weber,  155  East  Xew  England  Avenue, 
Winter  Park  32789. 
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in  Dade  County,  Florida 


John  E.  Davies,  M.D.,  Walter  F.  Edmundson,  M.D., 
Brian  D.  Blackbourne,  M.D.,  Lynn  P.  Carmichael,  M.D., 
David  Engel  and  Thomas  Moore 


The  use  of  heroin  has  become  a national  prob- 
lem.i Its  adverse  effects  are  manifest  in  the  num- 
ber of  deaths  from  overdosage,  rising  incidence  of 
serum  hepatitis  from  use  of  contaminated  S5n:inges 
and  needles,  and  increaising  number  of  persons 
jailed  for  behavior  directly  connected  with  drug 
abuse  or  drug  seeking.  The  necessity  for  public 
clinics  to  help  combat  this  problem  is  recognized 
and  supported,  but  only  too  often  these  are  located 
without  knowledge  of  the  magnitude  and  distribu- 
tion of  the  problem  in  the  respective  community. 

This  paper  presents  summary  prevalence  data 
collected  from  special  population  groups.  The  pur- 
pose is  twofold;  First,  to  describe  the  demo- 
graphic and  socioeconomic  characteristics  of  the 
heroin  user  in  Dade  County  and,  second,  to  ex- 
amine the  reliability  of  the  selective  study  popula- 
tions as  indices  of  the  qualitative  and  quantitative 
characteristics  of  the  drug  problem  in  a given  com- 
munity. 

Methods  and  Materials 

Mortality  data  were  obtained  from  the  Dade 
County  Medical  Examiner’s  office  on  deaths  due 
to  heroin  overdosage  during  23  months  of  a two- 
year  period,  January  1968-December  1969.  Mor- 
bidity data  are  based  upon  serum  hepatitis  cases, 
prisoners  in  the  Dade  County  jail,  and  case  rec- 
ords of  a drug  detoxification  (methadone)  clinic. 

The  demographic  characteristics  of  serum  hep- 
atitis patients  were  listed  from  reports  to  the 
Dade  County  Department  of  Public  Health  and 
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socioeconomic  status  determined  upon  the  basis 
of  the  median  income  of  the  census  tract  of  the 
place  of  their  residence. 

Data  obtained  from  470  prisoners  during  a 
health  and  pollution  survey  of  the  Dade  County 
jail  revealed  that  103  were  heroin  users.  They 
volunteered  information  on  use  of  the  drug. 

The  last  source  of  data  was  the  drug  detoxifica- 
tion (methadone)  clinic  at  Jackson  Memorial 
Hospital. 

Results 

The  41  deaths  from  heroin  overdosage  diag- 
nosed by  the  Dade  County  Medical  Examiner  in 
the  23  month  period  January  1968 — December 

1969  are  classified  in  Table  1 according  to  age, 
race  and  sex  of  victim.  Ninety  three  percent  were 
under  age  40.  Race  distribution  was  the  same  as 
the  Dade  County  population;  that  is,  85%  were 
white  and  15%  Negro;  83%  were  males.  The 
mortality  rate  was  1.8  per  100,000. 

Morbidity  data  are  based  upon  the  recognized 
physical  and  social  complications  of  heroin  addic- 
tion, viz  serum  hepatitis,  incarceration,  and  need 
for  detoxification.  The  165  serum  hepatitis  cases 
reported  to  the  Dade  County  Department  of  Pub- 
lic Health  in  the  period  January  1969  to  April 

1970  are  classified  according  to  age,  race  and  sex 
in  Table  2.  Eighty  four  percent  were  white  and 
62%  males.  No  cases  were  reported  in  persons 
under  15  years  of  age;  however,  48  cases  involved 
persons  over  40  and  83%  of  them  were  over  55 
years  of  age.  Cases  of  heroin  addiction  in  persons 
over  40  years  old  are  known  to  be  rare  and,  there- 
fore, only  data  for  the  15-40  age  group  are  con- 
sidered here. 

A total  of  117  cases  of  serum  hepatitis  oc- 
curred among  patients  15  to  40  years  old  and  a 
majority  of  these  cases  could  reasonably  be  con- 
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Table  1, — Age,  Race  and  Sex  Distribution  of  Persons  Dying  of  Heroin 
Overdosage,  January,  1968-December,  1969,  Dade  County,  Florida. 


White  Negro 


Age  Group 

Male 

Female 

% 

Male 

Female 

% 

<15 

0 

0 

0 

0 

0 

0 

IS  - 20 

7 

5 

33 

1 

0 

17 

21  - 25 

6 

1 

20 

1 

0 

17 

26  - 30 

7 

1 

23 

4 

0 

66 

31  -35 

2 

0 

6 

0 

0 

0 

36-40 

3 

0 

9 

0 

0 

0 

41  - 45 

1 

0 

3 

0 

0 

0 

46-50 

1 

0 

3 

0 

0 

0 

51  - 55 

0 

0 

0 

0 

0 

0 

56-f 

1 

0 

3 

0 

0 

0 

Total 

28 

7 

100% 

6 

0 

100% 

Table  2- 

-Age,  Race  and  Sex  Distribution  of  Reported  Serum  Hepatitis  Cases, 
January,  1969-April,  1970,  Dade  County,  Florida 

White  Negro 

Age  Group 

Male 

Female 

% 

Male 

Female 

% 

<15 

0 

0 

0 

0 

0 

0 

IS  - 20 

39 

14 

38 

9 

4 

SO 

21  - 25 

12 

8 

14 

6 

2 

31 

26  - 30 

5 

5 

7 

2 

1 

11 

31-35 

3 

1 

3 

0 

1 

4 

36-40 

2 

2 

3 

0 

1 

4 

41  - 55 

2 

6 

6 

0 

0 

0 

56-f 

22 

18 

29 

0 

0 

0 

Total 

85 

54 

100% 

17 

9 

100% 

Table  3.- 

—Age, 

Race  and  Sex  Distribution 
Jail;  May- June  1970,  Dade 

White 

OF  Heroin  Users  in 
County,  Florida. 

Dade  County 
Negro 

.Age  Group 

Male  Female 

% 

Male 

Female 

% 

IS  - 20 

27 

2 

57 

IS 

1 

31 

21  - 25 

IS 

1 

31 

16 

4 

38 

26-30 

1 

2 

6 

6 

3 

17 

31  -35 

3 

0 

6 

2 

0 

4 

36-40 

0 

0 

0 

3 

0 

6 

41  -45 

0 

0 

0 

0 

2 

4 

46  - SO 

0 

0 

0 

0 

0 

0 

51  -55 

0 

0 

0 

0 

0 

0 

56-f 

0 

0 

0 

0 

0 

0 

Total 

46 

5 

100% 

42 

10 

100% 

Table  4. — Age  and  Sex  Distribution  of  Past  and  Present  Attendees  at  Drug 
Detoxification  Clinic,  August,  1969-June,  1970,  Dade  County,  Florida. 


Age  Group 

Males 

Females 

% 

<15 

1 

0 

<1  (0.2) 

IS  - 20 

69 

17 

16 

21  - 25 

187 

73 

47 

26-30 

61 

34 

16 

31  -35 

43 

3 

8 

36-40 

28 

2 

5 

41-45 

18 

3 

4 

46  - SO 

13 

1 

3 

51  - 55 

3 

0 

<1  (0.6) 

56-f 

1 

0 

<1  (0.2) 

Total 

424 

133 

100% 
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sidered  associated  with  the  injection  of  illicit 
drugs,  which  is  chiefly  heroin  in  this  community. 

The  age,  race  and  sex  distribution  of  the  103 
prisoners  in  the  Dade  County  jail  who  admitted 
to  regular  use  of  heroin  is  presented  in  Table  3. 
There  were  51  white  and  52  Negroes;  87%  were 
male.  Of  these  prisoners  101  were  under  40  years 
of  age  confirming  the  rarity  of  heroin  use  in  per- 
sons over  age  40. 

Similar  demographic  data  obtained  from  review 
of  557  records  of  the  Jackson  Memorial  Hospital 
detoxification  (methadone)  clinic  are  presented 
in  Table  4.  Eighty  five  percent  of  162  patients 
presently  receiving  treatment  are  white  and  the 
white-Negro  ratio  in  the  clinic  is  the  same  as  the 
general  population  distribution. 

Table  5 compares  the  socioeconomic  charac- 
teristics of  the  three  heroin  study  groups  with  the 
population  at  large  according  to  median  income 
data  of  residence,  1960  census  tract.  Figure  1 illus- 
trates the  socioeconomic  distribution  of  heroin 
cases  and  the  general  population. 

Comment 

The  demographic  data  from  the  respective 
sources  confirm  a common  profile  of  the  drug 
problem  in  this  community.  It  is  found  most  com- 
monly among  persons  under  25  years  of  age  and 
is  rare  after  age  40.  Males  predominate  and  a 
smaller  number  of  females  who  admitted  to  heroin 
usage  were  found  in  the  jail  than  would  be  expect- 


ed on  the  basis  of  data  from  other  sources.  The 
sex  ratio  suggested  that  there  were  four  male 
heroin  users  to  one  female. 

The  race  specific  incidence  of  this  community 
disease  did  not  suggest  any  racial  preponderance, 
and  comparison  of  incidence  rates  reflected  the 
white-Negro  ratio  in  the  general  population,  with 
the  exception  of  the  jail,  where  differences  reflected 
the  preponderance  of  the  Negro  in  the  jail  (60%). 
Among  prisoners  under  20  years  of  age,  the  inci- 
dence of  heroin  use  in  whites  was  greater  than  the 
Negroes.  Examination  of  the  records  revealed  that 
a larger  proportion  of  the  whites  than  Negroes 
were  jailed  for  sale  and  possession  of  drugs.  Most 
often  Negroes  were  apprehended  for  law  violation 
other  than  drug  crimes. 

An  effort  was  made  from  the  1960  census  tract 
to  gauge  the  socioeconomic  strata  of  heroin  users 
by  classifying  the  individuals  from  each  group  by 
place  of  residence  and  median  income  of  its  fam- 
ilies. Most  of  the  white  users  came  from  homes 
with  annual  family  incomes  estimated  at  $5,000- 
$7,000,  which  coincides  with  the  median  income 
of  the  white  general  population.  The  Negro  users 
tended  to  come  from  families  whose  annual  income 
was  $3,000-$6,000;  this  range  is  somewhat  higher 
than  the  median  income  of  the  Negro  general 
population  based  upon  1960  data.  Apart  from 
this,  heroin  users  were  found  to  be  distributed 
throughout  the  socioeconomic  spectrum  affecting 
the  poor,  middle  class  and  affluent  proportionately. 


Table  5. — Distribution  of  Heroin  Users  and  General  Population  by  Race  and 
Median  Income  of  Census  Tract  of  Residence  (1960  Census), 

Dade  County,  Florida  1968-1970. 


% OF  Sample  by  Median  Income  of  Census  Tract 


% 

% 

% 

% 

% 

% 

% 

.\.  White 

n* 

$1-2,000 

$2-3,000 

$3-4,000 

$4-5,000 

$5-6,000 

$6-7,000 

$7,000-f 

Serum  Hepatitis 
(IS  - 40  years) 
Detoxification 

91 

2.2 

0 

10.7 

23.8 

37.6 

16.1 

9.8 

Clinic 

Prisoner  Heroin 

98 

4.1 

4.1 

21.4 

30.6 

22.4 

16.4 

1.0 

Users 

51 

2.0 

15.7 

15.7 

15.7 

39.2 

11.8 

0 

General  Population 
Distribution 

847,000 

2.6 

6.8 

14.4 

21.0 

26.1 

16.7 

12.5 

B.  Negro 

Serum  Hepatitis 
(IS  - 40  years) 

26 

0 

30.4 

47.8 

8.7 

4.4 

8.7 

0 

Detoxification 

Clinic 

Prisoner  Heroin 

24 

4.2 

20.8 

66.7 

8.3 

0 

0 

0 

Users 

52 

0 

42.3 

30.8 

17.3 

9.6 

0 

0 

General  Population 
Distribution 

133,000 

1.3 

52.0 

40.5 

2.5 

2.1 

.9 

.8 

"Number  with  addresses  classifiable  by  census  tract. 
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Fig.  1. — Distribution  of  general  population  and  heroin  users  by  race  and  median  income. 


The  similarity  of  demographic  and  socio- 
economic characteristics  obtained  by  these  selec- 
tive special  population  studies  support  the  concept 
that  collectively  these  data  can  be  used  to  reliably 
monitor  the  drug  scene  in  a given  community. 

Summar)' 

In  this  community  heroin  usage  is  distributed 
between  the  races  in  proportion  to  their  numbers, 
is  most  common  in  the  15-25  age  group,  and  rela- 
tively rare  after  age  40.  Males  and  females  are 
involved  about  4:1.  Using  the  median  income  of 
the  census  tract  of  the  individuals’  residences  as  an 


expression  of  the  socioeconomic  characteristics,  the 
data  indicated  that  heroin  users  were  distributed 
in  approximately  the  same  proportion  as  observed 
in  the  general  population. 
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Acute  Toxic  Effects  of  Drug  Abuse 
Diagnosis  and  ^Treatment 


Recognition  and  management  of  acute  toxic 
effects  of  drug  abuse  and  of  withdrawal  reactions 
confront  many  physicians  in  their  practice  and 
demand  increasing  attention  in  hospital  emergency 
rooms.  Laboratories  are  equipped  to  identify  many 
of  the  drugs  but  treatment  often  becomes  neces- 
sary before  results  are  reported.  Also,  these  tests 
are  not  always  available.  Usually  diagnosis  must 
be  made  and  treatment  started  on  the  basis  of 
clinical  findings. 

Often  treatment  will  be  complicated  by  a non- 
cooperative  patient  and  the  absence  of  other  per- 
sons who  could  supply  information  which  would 
enable  identification  of  the  drug. 

Hallucinogens 

The  hallucinogens  may  induce  a hypersugges- 
tible  state  and  h3q)eractivity  which  the  physician 
can  control  with  reassurance  and  gentle  but  au- 
thoritative directions.  The  patient  should  be  urged 
to  keep  his  eyes  open;  this  generally  reduces  the 
intensity  of  symptoms.  When  sedation  is  neces- 
sary, the  phenothiazines  often  are  effective;  how- 
ever, they  may  be  hazardous  in  the  presence  of  an 
anticholinergic  drug.  A barbiturate  such  as  chlor- 
diazepoxide  (Librium)  or  diazepam  (Valium) 
should  be  used  when  there  is  doubt.  If  the  blood 
pressure  is  depressed,  all  central  nervous  system 
depressants  should  be  used  with  caution. 

Narcotics 

Overdosage  produces  similar  clinical  states  with 
all  the  narcotics.  Plasma  expanders  and  possibly 
pressor  drugs  are  essential  if  the  patient  is  in 
shock.  Oxygen  and  diuretics  may  be  needed  in 
pulmonary  edema  and  manual  or  mechanical 
artificial  respiration  in  severely  depressed  respira- 
tion. Mildly  depressed  respiration  requires  admin- 
istration of  a narcotic  antagonist  such  as  nalor- 
phine in  a dosage  of  2 to  10  mg.,  depending  upon 
response.  The  drug  is  repeated  as  needed  until 
breathing  and  other  vital  functions  become  normal. 
\ narcotic  antagonist  may  aggravate  respiratory 
depression  in  patients  with  barbiturate  poisoning, 
withdrawal  reactions,  or  mixed  opiate-barbiturate 
abuse. 
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For  the  withdrawal  syndrome  resulting  from 
the  narcotics,  which  develops  about  eight  to  12 
hours  after  the  last  dose,  methadone  10  to  20  mg. 
orally  with  a total  of  40  to  60  mg.  the  first  day 
should  be  administered.  The  dosage  is  reduced  by 
5 to  10  mg.  daily  and  at  the  end  of  a week  the 
patient  should  be  relatively  comfortable.  If  seda- 
tion is  needed,  a nonaddictive  tranquilizer  may  be 
given. 

Barbiturates 

For  acute  intoxication  with  barbiturates  and 
other  central  nervous  system  depressants,  treat- 
ment principally  supports  cardiovascular  and  re- 
spiratory functions.  Peritoneal  dialysis  or  hemo- 
dialysis may  be  required.  The  airway  must  be 
maintained  and  oxygen  and  intravenous  fluids  may 
be  needed.  Gastric  lavage  or  activated  charcoal 
may  remove  the  unabsorbed  drug  from  the 
stomach. 

Withdrawal  reactions  may  be  associated  with 
cardiovascular  collapse  and  death;  at  times  even 
mild  symptoms  herald  impending  convulsions.  The 
patient  should  be  hospitalized  and  treatment 
supervised  by  an  anesthesiologist  or  other  experi- 
enced clinician.  Mildly  or  moderately  addicted  pa- 
tients may  respond  to  a gradual  reduction  of  drug 
dosage  over  a period  as  long  as  two  weeks.  In 
more  severe  cases,  treatment  can  be  started  with 
a test  dose  of  200  mg.  pentobarbital  or  similar 
barbiturate,  orally  or  parenterally;  the  patient  is 
examined  90  minutes  later.  When  this  dosage  con- 
trols withdrawal  symptoms  and  mild  intoxication, 
manifested  by  inconstant  slow  nystagmus  on  later- 
al gaze,  slight  dysarthria,  and  swaying  but  not  fall- 
ing in  the  Romberg  test,  it  is  given  orally  every 
six  hours.  The  patient  is  re-examined  90  minutes 
after  each  dose  since  pentobarbital  has  cumulative 
effects.  If  the  patient  becomes  grossly  ataxic,  has 
constant  nystagmus,  dysarthria  and  emotional 
lability,  too  much  pentobarbital  has  been  given.  At 
the  end  of  the  initial  90  minutes  if  he  is  tremulous, 
agitated,  and  twitching,  a larger  amount  is  neces- 
sary; it  should  be  given  in  the  same  dosage  or 
small  increments.  When  stabilized,  the  patient 
is  maintained  at  that  dosage  for  a day  or  two, 
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then  it  is  reduced  progressively  by  100  mg.  or 
less  daily. 

Convulsions,  delirium  and  high  fever  constitute 
emergencies  and  the  patient  should  be  given  pento- 
barbital 200  mg.  intramuscularly  at  once.  Addi- 
tional 100  mg.  doses  are  given  hourly  as  needed 
to  produce  sleep  and  then  as  required  to  maintain 
sleep  for  eight  to  12  hours.  Then  the  stabilization 
dose  is  determined.  Diphenylhydantoin  (Dilan- 
tin) prevents  barbiturate  withdrawal  seizures  only 
when  the  patient  is  an  epileptic. 


Amphetamines 

In  the  treatment  of  acute  intoxication  from 
amphetamines,  as  little  as  100  to  200  mg.  of  dex- 
troamphetamine can  be  lethal  in  the  nontolerant 
person.  Phenmetrazine  (Preludin)  and  methyl- 
phenidate  (Ritalin)  have  similar  effects.  Treat- 
ment consists  of  support  of  the  vital  functions, 
with  chlorpromazine  used  to  control  physical, 
mental  and  autonomic  disturbances.  Abruptly 
ceasing  the  drug  may  be  the  only  treatment  re- 
quired for  the  withdrawal  syndrome. 


Agent  of  Abuse 

HALLUCINOGENS 
LSD  Type 
LSD 

Psilocybin 

Mescaline 

STP 

DMT 


Symptoms  and  Signs  of  Drug  Abuse* 

Acute  Intoxication 


Pupils  dilated,  reactive  to  light;  blood  pressure 
elevated;  tendon  reflexes  hyperactive;  sweat- 
ing; gooseflesh.  Anxiety;  sensorium  often 
clear;  distortion  of  body  image  and  of  sensory 
perception;  kaleidoscopic  visual  hallucinations; 
delusions. 


Cannabis 

Marijuana 

Hashish 

THC 


Pupils  normal;  conjunctivae  red;  tachycardia 
and  postural  hypotension.  Sensorium  often 
clear;  distortion  of  perception  and  body  image; 
hallucinations  rare. 


Anticholinergics 

Atropine 

Scopolamine 

Belladonna 

Antihistamines 


Pupils  dilated,  fixed;  flushed  dry  skin  and 
mucosa;  urinary  retention.  Sensorium  cloudy; 
disorientation;  amnesia,  nonsensical  answers; 
visual  hallucinations  without  perceptual  distor- 
tion; body  image  altered. 


NARCOTICS  Pupils  pinpoint,  fixed,  blood  pressure  and  res- 

piration depressed;  coma;  shock;  pulmonary 
edema.  Sensorium  depressed,  although  some 
patients  may  be  alert  and  appear  normal. 


BARBITURATES,  MEPROBAMATE,  Pupils  normal;  blood  pressure  and  respiration 

•AND  OTHER  CNS  DEPRESSANTS  depressed;  nystagmus  on  lateral  gaze;  tendon 

reflexes  depressed;  ataxia;  slurred  speech; 
coma ; shock.  Confusion. 


.AMPHETAMINES  Pupils  dilated,  reactive  to  light;  blood  pressure 

elevated;  cardiac  arrhythmia;  tendon  reflexes 
hyperactive;  dry  mouth;  sweating;  shallow 
- respiration;  high  fever;  circulatory  collapse. 

Sensorium  usually  clear  in  milder  cases;  in 
severe  cases,  confusion,  paranoid  ideation, 
stereotyped  activity,  irritability,  and  aggressive 
behavior  especially  after  “speed”  injections. 


Withdrawal  Syndrome 


No  specific  syndrome 


No  specific  syndrome 


No  specific  syndrome 


Pupils  dilated,  reactive  to 
light;  pulse  rate,  blood 
pressure,  temperature,  and 
respiratory  rate  elevated ; 
muscular  aches  and  twitch- 
es; nausea;  vomiting;  diar- 
rhea ; dehydration ; weak- 
ness ; chills ; rhinorrhea ; 
lacrimation ; gooseflesh ; 
yawning ; restlessness,  fol- 
lowed by  sleep. 

Tremulousness ; insomnia ; 
high  fever;  clonic  blink 
reflex;  convulsive  seizures; 
cardiovascular  collapse. 
.Agitation ; delirium ; psy- 
chosis. 


Although  classical  physical 
dependence  does  not  occur, 
“withdrawal”  symptoms 
such  as  somnolence,  muscle 
aches,  ravenous  hunger, 
depression,  and  apathy  do 
occur. 


•These  depend  largely  on  dosage  and  duration  of  abuse. 

Reprinted  from  The  Medical  Letter  on  Drugs  and  Therapeutics  12:16  (Aug.  7)  1970. 
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The  M.D.  and  the  Alcoholic 

Thomas  M.  Quehl,  M.D. 


Since  April  1967  when  my  article,  “The  Phi- 
losophy and  Pathogenesis  of  One  Practitioner’s 
Treatment  of  Alcoholics  and  Alcoholism,”  appear- 
ed in  the  Journal  of  the  Florida  Medical  Associa- 
tion, much  has  happened  to  intensify  my  efforts 
in  the  treatment  of  alcoholics.  I have  received 
requests  for  further  information,  invitations  to 
address  various  medical  societies  and  groups,  and 
exposure  to  an  additional  wealth  of  information 
about  the  current  treatment  of  alcoholics  in  our 
society. 

As  you  are  well  aware,  much  emphasis  has 
been  placed  recently  on  the  treatment  of  the  drug 
addict.  Much  time,  money  and  effort  has  been 
spent  in  various  methods  of  educating  the  general 
population  to  the  problem  of  drug  abuse.  Only 
recently,  Dr.  Galelo  McHugh  of  Duke  released 
a Drug  Knowledge  Inventory  test  which  was  writ- 
ten up  in  one  of  our  lay  periodicals.  The  most 
recent  reference  I can  find  stipulates  that,  in  spite 
of  our  efforts  to  date,  the  abysmal  lack  of  knowl- 
edge on  the  part  of  the  average  individual  about 
drugs  in  general  leaves  only  one  interpretation 
and  that  is:  our  efforts  have  been  in  the  wrong 
direction.  I have  joined  the  crusade  on  drugs 
by  personal  participation  on  panels  and  in  groups 
offering  treatment  and  education  to  various  com- 
ponents of  our  society.  I have  consistently  be- 
labored the  point  that  while  our  knowledge  of  the 
true  effect  of  drugs  on  the  human  being  is 
nowhere  near  complete,  our  knowledge  of  the 
ravages  of  alcohol  is  increasing  every  day. 

One  need  stray  no  further  than  his  own  prac- 
tice or  hospital  to  have  many  concrete  examples 
of  total  human  and/or  organ  deterioration  due  to 
the  ravages  of  ethanol.  I find  it  hard  to  believe 
that  the  drug  abuse  problem  with  its  comparative- 
ly small  number  of  individuals  involved  could 
attract  such  nationwide  attention  while  the  ever- 
mounting  alcohol  problem  continues  to  stumble 
along  with  little  physician-participation  in  spite  of 
the  excellence  of  our  knowledge  and  treatment 
available  today.  It  has  been  my  finding  over  the 
years  that  the  only  individuals  in  or  out  of  medi- 


Dr.  Quehl,  for  past  ^ years,  has  been  Medical  Director  of 
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cine  actually  concerned  enough  to  involve  them- 
selves in  “habilitation”  of  the  alcoholic  are  those 
who  have  personal  knowledge  of  the  human  trage- 
dy and  waste  involved,  usually  within  their  own 
family.  Believe  me,  we  are  trying  to  use  each  such 
individual  to  the  ultimate  of  his  or  her  potential. 

More  recently  many  excellent  articles  have 
been  written  about  “Beer  Drinker’s  Heart  Dis- 
ease.” It  has  been  interesting  to  me  how  little 
common  knowledge  among  physicians  exists  about 
the  ravages  of  alcohol  on  the  heart  muscle  and 
the  kidney  which  detoxify  almost  as  much  ingest- 
ed alcohol  as  the  liver.  Recently  released  statistics 
also  reveal  that  more  than  one  third  of  the  pa- 
tients admitted  to  some  statewide  alcoholic  reha- 
bilitation programs  have  never  consumed  anything 
stronger  than  beer.  This  fact  at  first  I found 
hard  to  accept.  It  appears  there  is  no  escape  for 
the  individual  to  the  development  of  alcoholism 
even  if  he  limits  his  intake  to  what  one  would 
consider  normally  mild  or  minimal  alcoholic 
beverages. 

In  my  last  article  on  alcoholism  I devoted 
little  time  to  the  use  of  disulfiram  (Antabuse). 
My  feelings  at  that  time  were  that  my  patient 
control  was  inadequate  to  permit  me  routinely  to 
use  Antabuse.  I find  now,  after  additional  ex- 
perience in  this  field,  that  I feel  much  safer  using 
.\ntabuse  in  the  selected  patient  whose  pattern 
reveals  to  me  and  to  him  that  he  is  going  to  re- 
quire some  crutch  if  he  is  to  avoid  a return  to 
alcohol. 

Project  Alpha 

.Approximately  four  years  ago,  a group  of  pro- 
fessional and  business  men  in  St.  Petersburg  rec- 
ognized the  immensity  of  the  problem  within  our 
own  community.  It  was  calculated  and  substan- 
tiated that  there  were  more  than  18,000  active 
alcoholics  in  Pinellas  County  alone.  Obviously, 
the  number  was  increasing  every  hour.  We  de- 
veloped a concept  which  we  named  Project  Alpha, 
selected  to  signify  a new  beginning.  By  working 
with  this  group,  I have  been  able  to  further  ex- 
pand my  therapeutic  efforts  and  more  carefully 
evaluate  our  successes  to  date. 

We  constructed  a 28  day  live-in  program  as 
the  basic  building  block.  Some  of  our  patients 
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have  stayed  longer.  We  included  work  therapy 
which  greath?^  improved  the  facility  we  were  then 
occupying,  ^^’e  included  professional  counseling 
and  lay  counseling  by  arrested  alcoholics.  We 
included  open  and  closed  meetings  of  Alcoholics 
.\nonymous.  We  built  the  program  around  the 
re-establishment  of,  or  the  reawakening  of,  the 
religious  conviction  of  the  individual.  We  estab- 
lished further,  a program  whereby  we  could  heal 
or  re-establish  family  ties.  \'ocational  Rehabilita- 
tion assisted  us  greatly  with  counseling.  The  State 
.Alcoholic  Rehabilitation  Program  assigned  to  us 
a one-day-per-week  full-time  professional  coun- 
selor. A rather  rigid  set  of  rules  and  regulations 
for  application  within  the  house  were  drawn  up. 
We  found  this  routine  to  work  very  well  with 
minor  adjustments  as  we  lived  with  it.  Initially 
there  was  no  funding  for  indigent  patients  but 
we  had  very  little  opportunity  to  otherwise  be 
selective  about  our  patients.  In  fact,  from  the 
beginning,  our  indigent  population  averaged  40% 
of  our  total  occupants.  There  was  not  any  funding 
other  than  the  fee  for  service  paid  by  the  patient. 
Our  initial  fee  of  $280  was  increased  eventually 
to  $350.  The  patient  or  some  agency  w'as  respon- 
sible, furthermore,  for  whatever  medical,  psycho- 
logical or  psychiatric  care  might  be  needed.  By 
and  large,  the  majority  of  the  patients  were  nursed 
through  the  acute  withdrawal  and  the  entire  pro- 
gram with  little  outside  professional  help,  due 
to  the  excellent  cooperation  of  the  recovered  and 
recovering  alcoholics  involved  in,  or  interested 
in,  the  program. 

Over  a three-year  period,  our  “cure”  rate 
(I  prefer  to  use  the  term  arrested)  w’as  70%. 
Obviously  this  is  two  or  three  times  greater  than 
any  other  reported  program.  We  do  not  anticipate 
that  this  high  percentage  will  continue  indefinitely, 
but  we  are  constantly  striving  to  maintain  this 
or  even  improve  upon  it.  We  feel  that  there  are 
certain  definite  reasons  w’hy  this  occurs.  I will 
try  to  outline  a few.  We  feel  that  the  alcoholic 
patient  within  the  community  gets  off  on  the 
wrong  foot  if  he  is  rejected  from  the  community 
and  sent  to  some  isolated  area  to  begin  his  re- 
covery. Our  facility  has  served  as  a transitional 
house  for  people  returning  from  such  facilities. 
It  ■enables  them  to  get  back  into  the  community 
and  find  their  equilibrium  while  working  into  a 
job  without  any  undue  notoriety  or  publicity.  We 
feel  that  a home-like  quality  to  such  a facility  with 
the  people  actually  in  the  program  responsible  for 
implementation  of  the  house  rules  gives  progres- 


sively increasing  responsibility  and  privileges  to 
each  participant.  We  found  that  the  contribution 
of  the  various  religious  organizations  was  of  tre- 
mendous help.  For  some  reason,  invariably,  an 
alcoholic  has  somewhere  in  his  past  history  a very 
rigid  or  profound  religious  conviction  or  upbring- 
ing. As  the  active  alcoholic  begins  his  deterio- 
ration and  stepwise  loses  the  respect  of  his  em- 
ployers, relatives,  associates  and  finally  himself, 
there  is  a total  and  complete  disruption  of  this 
religious  conviction  or  state.  I,  for  one,  do  not 
think  any  program  charged  with  such  emotional 
fervor  as  the  alcoholic  recovery  program  could 
long  endure  at  any  such  quoted  arrest  rate  with- 
out constant  and  strong  church  participation  and 
support. 

Many  times  after  completing  the  course  of  28 
days,  it  became  obvious  that  an  individual  pa- 
tient was  not  quite  ready  to  return  to  general 
society.  Alany  required  some  training  in  some 
field  of  work  that  would  enable  them  to  support 
themselves  and  avoid  a return  to  the  milieu  from 
which  they  arose.  Vocational  Rehabilitation,  with 
its  on-the-job  training  and  support  for  the  transi- 
tional border  program,  gave  us  a wonderful  oppor- 
tunity to  keep  some  of  these  people  under  our 
observation  while  they  were  trained  and  progres- 
sively worked  into  jobs  away  from  the  facility. 

I am  sorry  to  saj’^  that  we  had  to  close  Project 
Alpha  in  its  initial  location  in  March  1970.  How- 
ever, I now  can  counteract  that  by  sajdng  we 
have  reopened  at  4701  Third  Avenue  South  in 
St.  Petersburg  in  a beautiful,  large,  ample  home. 
We  elected  in  February  1970  to  curtail  operations 
rather  than  try  to  “shoestring  it”  so  that  we  could 
keep  our  track  record  intact  while  we  solicited 
funding.  We  had  a public  appeal  for  funds  so 
that  we  could  purchase  a permanent  facility.  I 
wrote  an  appeal  to  our  physicians  in  our  local 
medical  society  magazine  and  received  some  fi- 
nancial support.  We  applied  repeatedly  to  our 
County  Commission  and  other  governmental 
agencies  and  were  repeatedly,  politely,  turned 
away.  Everyone  we  approached  agreed  that  the 
program  to  that  point  had  been  an  excellent  addi- 
tion to  the  community,  but  the  sad  fact  was  that 
there  were  no  dollars  available  for  implementation 
of,  or  participation  in,  any  new  program  regard- 
less of  how  meritorious  it  might  be.  By  continuing 
efforts,  we  were  able  to  gain  appointments  for 
evaluation  and  reevaluation  by  various  state  agen- 
cies. With  the  help  of  the  Governor’s  Task  Force 
on  Crime,  Drug  and  Alcohol  Abuse,  we  were  able 


44 


VOLXJME  58/NUMBER  4 


to  be  funded  for  the  last  half  of  1970  by  match- 
ing with  local  in-kind  services  and  cash  donations. 
Our  new  facility  is  open  for  the  treatment  of 
both  drug  and  specifically  alcohol  abusers. 

It  has  been  interesting  to  watch  the  interplay 
between  these  two  groups  of  people.  In  our  dis- 
cussion session,  it  is  interesting  to  note  the  initial 
response  when  one  calls  the  other  a “stupid  lush” 
and  has  in  reply  the  charges  of  a “dumb  junkie.” 
It  does  not  take  these  people  long  to  realize,  how- 
ever, that  they  have  somewhere  a chemical,  bio- 
logical, or  personality  defect  that  does  not  permit 
them  to  cope  with  the  problems  of  day-to-day  liv- 
ing in  our  society  without  the  support  of  a crutch 
of  one  drug  or  another.  They  have  become  psy- 
chologically and  physically  dependent  upon  a 
certain  circulating  amount  of  chemical  within 
the  system.  At  this  point,  our  process  of  “habil- 
itation”  begins  going  back  to  our  name  of  Alpha 
or  a new  beginning. 

Legal  Consideration 

VVe  have  been  able  to  enlist  the  aid  of  a num- 
ber of  enlightened  judges  in  our  area.  To  a well- 
meaning  individual  who  is  arrested  for  his  first 
offense  concerning  drunkenness  or  the  use  of 
alcohol,  tlie  judges  offer  an  alternative  to  a spec- 
ified jail  sentence  and  outline  the  plan  of  therapy 
available.  If  the  patient  chooses  to  conscientious- 
ly follow  such  a plan  for  his  own  personal  gain, 
the  charge  may  be  suspended  for  a reasonable 
period  of  time  during  which  the  judge  will  hold 
the  sentencing  in  abeyance.  If,  however,  he  has 
any  other  brush  with  the  law  involving  alcohol 
within  a certain  period  of  time,  he  must  then 
contend  with  three  charges  including  the  first,  the 
bench  warrant  and  the  new  charge.  Even  beyond 
this,  our  director  feels  (contrary  to  my  own  phi- 
losophy) that  if  the  individual  does  indeed  begin 
upon  a new  track  towards  a positive  goal  and  then 
slips  within  the  first  18  month  period  that  we 
might  again  request  a trial  period  to  see  if  we  can 
reorient  the  individual  to  a positive  program.  The 
other  possibility  may  in  fact  be  that  the  judge  will 
force  the  individual  to  serve  a portion  of  the  sen- 
tence and  then  offer  him  the  alternative  of  getting 
back  into  the  program.  However,  beyond  this 
point,  we  are  in  definite  agreement  that  if  the 
individual  slips  again  after  the  first  such  offense, 
we  do  not  again  go  to  his  rescue. 

Drug  Administration 

With  the  control  we  have  in  a live-in-facility- 
type  of  treatment  tis  outlined  in  this  paper,  I have 


felt  much  more  confident  in  utilizing  Antabuse 
in  my  therapeutic  regimen.  To  date,  I have  im- 
plemented such  therapy  in  more  than  100  patients. 
I have  not  had  to  interrupt  or  discontinue  therapy 
in  but  one  patient  of  this  total  number  because  of 
a reaction  to  the  drug  not  related  to  a combina- 
tion of  the  drug  with  alcohol.  I did  have  one 
close  call  when  a patient  on  Antabuse  was  taken 
to  a birthday  surprise  party  for  himself  and  a ban- 
quet. Some  well  meaning  but  totally  misguided 
individual  induced  the  patient  to  sample  a punch 
with  a very  minimal  alcohol  content  which  he  as- 
sured the  patient  was  nonalcoholic.  After  a few 
sips  the  patient  had  the  classical  Antabuse-alcohol 
challenge  reaction,  slumped  to  the  floor  and  was 
rushed  to  the  nearest  emergency  room  facility.  By 
the  time  I arrived  at  the  emergency  room,  all 
concerned  were  in  a genuine  flap  about  the  cause 
of  a total  collapse  for  no  apparent  reason.  The 
administration  of  IV  Vitamin  C,  as  anticipated, 
gave  the  prompt  and  complete  recovery  with  no 
residual  damage  apparent  to  date.  However,  it 
appears  one  must  counsel  even  well  meaning 
friends  in  such  a situation.  I now  have  more  than 
25  patients  who  are  working  regularly  and  con- 
tributing to  the  tax  structure  while  continuing  to 
take  Antabuse  in  excess  of  three  continuous  years. 
To  date,  no  abnormal  laboratory  studies  and  no 
signs  or  symptoms  of  any  problems  have  develop- 
ed in  these  patients. 

The  mainstays  of  my  therapy  continue  as  out- 
lined in  my  previous  article  and  remain  quite 
flexible,  depending  upon  the  severity  of  the  with- 
drawal pattern  in  the  individual  mentioned.  It  is 
hoped  by  the  directors  of  Project  Alpha  that  we 
will  continue  to  get  some  support  of  our  building 
fund  to  enable  us  to  purchase  the  property  we  are 
now  occupying.  Furthermore,  we  also  hope  to 
purchase  additional  property  in  which  we  will 
be  able  to  construct  our  own  acute  detoxification 
center.  We  intend  to  staff  this  preferably  with 
trained  psychiatric  nursing  personnel  including 
those  who  have  recovered  from  a drug  or  alcohol 
problem  themselves.  We  find  these  people  to  be 
invaluable  to  our  program.  Naturally,  I am  hope- 
ful that  funds  will  become  available  to  enable  the 
center  to  hire  a full-time  medical  director  and 
release  me  from  the  continuing  responsibility  of 
donating  in-kind  services. 

More  recently,  we  have  begun  to  depend  more 
heavily  upon  a relatively  new  drug  called  mesori- 
dazine  (Serentil).  I have  found  it  particularly 
useful  in  the  acute  withdrawal  phase  given  paren- 
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terally.  It  also  has  proven  to  be  an  excellent  back- 
up therapy  in  certain  selected  patients  with  major 
psychoneurotic  or  borderline  psychotic  behavioral 
patterns  who  have  not  responded  to  the  other  drugs 
we  have  used  to  date.  I am  hopeful  that  this  will 
prove  to  be  a very  useful  addition  to  our  ar- 
mamentarium. 

Alcoholism — A Disease 

In  spite  of  all  that  has  been  written  to  date 
within  and  without  the  medical  community,  the 
debate  appears  to  continue  over  whether  or  not 
alcoholism  is  in  itself  a disease  entity.  I imagine 
we  will  continue  indefinitely  to  have  some  of  our 
colleagues  feel  that  this  is  a self-inflicted  illness 
with  which  they  do  not  wish  to  be  associated. 
IVIany  of  us  in  this  field  have  been  favorably  im- 
pressed, however,  by  recent  articles  released  in 
various  medical  periodicals  pertaining  to  work 
going  on  in  the  National  Institutes  of  Health,  or 
under  auspices  of  the  National  Institutes  of 
Health,  in  which  several  investigators  have  demon- 
strated that  there  is  a basic  difference  in  the 
detoxification  and  effect  pathways  of  alcohol  in 
the  nonalcoholic  compared  to  the  alcoholic.  It  ap- 
pears that  in  the  alcoholic  individual,  alcohol  may 
in  fact  be  detoxified  along,  and  produce  its  effect 
upon,  the  same  pathways  of  morphine  and  heroin 
particularly  in  the  narcotic  addict.  Should  this 
prove  to  be  a valid  thesis,  one  would  hope  that 
eventually  we  will  find  the  biochemical  or  endo- 


crinological failure  apparently  inborn  or  acquired 
by  the  individual  who  has  a predisposition  to 
become  an  alcoholic.  Obviously,  alcohol  is  not  go- 
ing to  be  removed  from  our  society  by  prohibition. 
If,  however,  we  could  spot  the  individual  in  a 
screening  procedure  who  has  a predisposition  to 
alcoholism,  it  would  indeed  be  a wonderful  addi- 
tion to  our  knowledge.  Then  we  could  merely 
point  out  as  we  counsel  with  him  that  the  problem 
or  potential  was  there  and  so  long  as  he  avoided 
his  first  exposure  to  alcohol,  he  need  not  worry 
about  development  of  the  disease  itself.  While 
some  people  seem  to  feel  it  is  a major  hamdicap 
for  any  human  being  to  avoid  alcohol  in  his  daily 
living,  our  diabetic  patients  seem  to  have  no  great 
problem  avoiding  sugar  if  they  are  of  a mind  to 
control  their  disease. 

-Again,  I urge  each  and  every  one  of  you  to 
consider  participation  in  any  such  program  that 
might  develop  or  be  developed  by  your  efforts  in 
your  community.  Furthermore,  I implore  you  to 
call  the  disease  of  alcoholism  exactly  what  it  is, 
avail  yourself  of  the  information  which  you  can 
implement  for  your  patient  and  his  family  tmd 
maintain  constant,  continuing  pressure  on  industry 
and  the  insurance  companies  to  provide  medical 
coverage  for  this  ever-increasing,  frequently- 
tragic  disease. 

►Dr.  Quehl,  5039  Central  Avenue,  St.  Petersburg 
33710. 


Recognizing  a fundamental  distinction  between  drug  use  tmd  abuse,  a multiplicity  of  approaches 
is  recommended  in  the  treatment  of  the  latter.  These  include  reliable  research  and  study  by  youth 
as  well  as  adults  into  the  motivation  for  such  abuse  and  what,  if  any,  alternative  and  less  potentially 
harmful  life  e.xperiences  may  satisfy  drug  users.  It  means  diversified  clinics  and  a modification  of 
laws  prohibiting  physicians  from  administering  methadone  or  a maintenance  dose  of  narcotics,  more 
detoxification  clinics,  greater  control  of  medically  prescribed  psycho-pharmaceutical  drugs,  a trans- 
fer of  drab  abuse  problems  from  law  enforcement  agencies  to  public  health  agencies  with  the  full  re- 
sponsibility for  research  activities  in  the  hands  of  the  latter.  It  means  the  encouragement  of  physi- 
cians and  general  hospitals  to  treat  drug  and  alcohol  addicts. 
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Alcohol  and  Other  Drug  Dependencies 

Ten  Basic  Concepts 

Ronald  J.  Catanzaro,  M.D. 


Alcohol  is  one  of  the  most  ancient  and  ubiq- 
uitous social  beverages  and  socially  accepted 
drugs.  During  the  last  several  hundred  years  use 
of  other  drugs  such  as  nicotine,  caffeine,  and  even 
opium  have  become  widespread  throughout  the 
world,  socially  acceptable  in  a number  of  sub- 
cultures and  unacceptable  in  others. 

During  the  last  quarter  century  new  drugs 
such  as  LSD  have  been  synthesized  and  have 
come  into  widespread  use.  Their  use  has  not, 
and  may  never,  receive  general  social  ac- 
ceptance. Also,  old  well  known  drugs  such  as 
marijuana  have  gained  a new  popularity  among 
social  subgroups  which  previously  did  not  custom- 
arily use  these  drugs,  i.e.,  the  teenage  students. 

When  planning  treatment,  research,  preven- 
tion and  educational  programs  in  drug  depend- 
encies one  should  keep  clearly  in  mind  a number 
of  basic  concepts.  Ten  of  the  most  important  are 
explored  briefly  in  this  paper. 

Dependency  Producing  Drugs 

When  discussing  the  abuse  of  alcohol  or  any 
other  individual  drug,  one  must  consider  misuse 
as  part  of  a broad  problem  involving  misuse  of 
dependency  producing  drugs  in  general.  Here 
two  quotations  from  the  World  Health  Organiza- 
tion Expert  Committee  on  Addiction  Producing 
Drugsi  are  appropriate: 

There  is  scarcely  any  agent  which  can  be  taken  into 
the  body  to  which  some  individuals  will  not  get  a 
reaction  satisfactory  or  pleasurable  to  them,  persuading 
them  to  continue  its  use  even  to  the  point  of  abuse — that 
is,  to  excessive  or  persistent  use  beyond  medical  need. 
Probably  the  only  exceptions  are  agents  that  have  inci- 
dental or  side  effects  that  prevent  such  use — for  example, 
cumulative  or  early  toxic  effects,  to  which  the  individual 
does  not  become  tolerant. 

The  report  continues: 

Drug  dependence  is  a state  of  psychic  or  physical 
dependence,  or  both,  on  a periodic  or  continuous  basis. 
The  characteristics  of  such  a state  will  vary  with  the 
agent  involved,  and  these  characteristics  must  always  be 
made  clear  by  designating  the  particular  type  of  drug 


Presented  to  the  First  Annual  Governor’s  Conference  on  Drug 
and  Alcohol  Abuse,  Miami  Beach,  January  13,  1970. 

Pr.  Catanzaro  is_  Clinical  Associate  Professor  of  Psychiatry. 
University  of  Florida  College  of  Medicine,  Gainesville  and 
Medical  Director,  Palm  Beach  Institute  on  Problem  Habits  and 
Personality  Developments,  West  Palm  Beach. 


dependence  in  each  specific  case:  for  example,  drug  de- 
pendence of  morphine  type,  of  alcohol-barbiturate  type, 
of  amphetamine  type,  etc. 

Categories  of  Drug  Dependence 

The  major  types  or  categories  of  drug  de- 
pendence, a term  which  has  replaced  both  the 
terms  “drug  addiction”  and  “drug  habituation,” 
are  as  follows:* 

Types  of  Drug  Dependencies 

Alcohol — Barbiturate — sedative — tranquilizer 
Morphine  (heroin,  demerol,  codeine,  paregoric) 

Cocaine 

Cannabis  (marijuana) 

Amphetamine  (Dexedrine,  Methedrine) 

Khat 

Hallucinogens  (LSD,  STP,  morning  glory  seeds,  nutmeg, 
beattle  nut) 

Organic  Vapors:  glue.  Toluene,  acetone,  gasoline,  paint 

thinners.  Freon 

Nicotine  (cigarettes,  cigars) 

Caffeine  (coffee,  tea,  colas) 

Physical  vs.  Psychological  Dependence 

It  should  be  noted  that  of  all  the  dependency 
producing  drugs,  the  only  categories  that  produce 
true  physical  dependence  in  addition  to  psy- 
chological dependence  are  the  alcohol-barbiturate 
and  morphine  related  group.  All  others  produce 
psychological  dependence  only. 

The  physical  withdrawal  syndrome  in  alcohol- 
ism is  called  delirium  tremens.  A similar  with- 
drawal syndrome  occurs  upon  cessation  of  use  of 
barbiturates  and  certain  tranquilizers.  A different 
but  comparable  withdrawal  syndrome  is  seen  upon 
sudden  cessation  of  morphine  and  related  drugs. 
Stopping  use  of  other  dependency  producing 
drugs  is  associated  with  many  complications,  but 
research  so  far  does  not  indicate  these  are  due 
to  development  of  physical  dependence. 

Drug  Use  by  Definable  Groups 

Use  of  drugs  has  some  tendency  to  take  place 
most  often  in  fairly  well  definable  socioeconomic 
and  age  groups.  Each  year  the  lines  between 
these  groups  become  more  and  more  blurred  and 
may  well  become  nonexistent  in  the  near  future. 


*This  classification  of  drug  dependencies  is  a modification  by 
the  author  of  this  paper  of  a classification  originally  proposed 
by  the  World  Health  Organization  Expert  Committee  on  AddiC’ 
tion  Producing  Drugs  in  a publication  cited  as  the  first  refer- 
ence in  this  article. 
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Group  I. — Alcohol,  barbiturates,  etc.:  All 

economic  groups,  some  abuse  during  teens 

and  20’s,  addiction  during  30’s  and  40’s. 

Since  alcohol  is  one  of  the  most  widely  used 
and  readily  available  dependency  producing  drugs 
in  the  United  States,  we  find  those  who  have  be- 
come over-dependent,  i.e.,  alcoholics,  to  be  the 
single  largest  group  of  drug  abusers.  These  persons 
often  substitute  other  alcohol  related  dependency 
producing  drugs,  either  when  alcohol  was  not 
available  or  when  they  were  trying  to  get  away 
from  its  use.  Dependency  prone  men  in  their  30’s 
and  40’s  will  by  far  most  often  choose  alcohol. 
Dependency  prone  women  may  just  as  often 
choose  tranquilizers  or  sedatives. 

A quite  useful  concept  to  keep  in  mind  re- 
garding Group  • I drug  abusers  is  the  concept  of 
“alcohol  and  related  addicting  drugs.”^  By  this 
is  meant  drugs  whose  subjective  and  physical 
effects  on  the  individual  are  quite  similar  even 
though  the  chemical  formulas  vary  widely.  These 
drugs  demonstrate  cross-tolerance,  that  is,  if  a 
person  is  addicted  to  one  of  the  drugs  in  this 
category,  his  withdrawal  reaction  can  be  modified 
or  completely  prevented  by  use  of  any  other  of 
the  drugs  in  this  group.  A list  of  these  alcohol- 
related  addicting  drugs  follows: 

.Mcohols  (Ethyl,  Methyl,  etc.) 

Barbiturates  (phenobarbital. 

Nembutal,  etc.) 

Paraldehyde 
Chloralhydrate 
Doriden  (glutethimide) 

Valmid  (ethinamate) 

Placidyl  (ethchlorvynol) 

Noludar  (methprylon) 

Miltown  (meprobamate) 

Valium  (diazepam) 

Librium  (chlordiazepoxide) 

Vistaril  (hydroxyzine) 

Group  II. — Morphine,  Marijuana,  and  Organic 
\"apors:  Lower  socioeconomic  minority  groups 

(Negro,  Puerto  Rican,  Mexican,  “Poor  white 
trash”  in  cities  and  Southern  states),  in  their 
teens,  20’s  and  30’s.  .Mso  professionals  in  medical 
related  fields  in  their  30’s  and  40’s. 

Group  III. — LSD,  Marijuana,  Dexedrine: 
Middle  and  upper  socioeconomic  groups  in  their 
teens  and  20’s. 

Group  IV. — Nicotine,  Caffeine:  all  economic 
groups,  lifelong  beginning  in  teens,  not  uncommon- 
ly develops  debilitating  dependence. 

Alcohol-barbiturate  and  related  addicting 
drugs’  ingestion  in  small  amounts  over  long  time 


periods  does  not  produce  physical  dependence  al- 
though it  may  produce  psychological  dependence. 
Ingestion  of  larger  amounts  of  these  drugs  over 
a long  period  of  time  often  produces  physical  as 
well  as  psychological  dependence.  Abruptly  stop- 
ping produces  a characteristic  withdrawal  syn- 
drome which  is  quite  similar  no  matter  on  which 
drug  in  this  category  a person  was  physically 
dependent. 

Normal  vs.  Abnormal  Alcohol  Dependency 

A concept  to  consider  when  understanding  the 
development  of  alcoholism  is  that  of  “normal 
alcohol  dependency”  versus  “alcohol  over-depend- 
ency.”3  Since  about  50%  of  adult  Americans 
drink  alcohol  more  or  less  regularly  throughout 
their  lives,  i.e.,  social  drinkers,  one  can  certainly 
state  that  regular  use  is  a normal  or  common 
event.  A large  portion  of  social  drinkers  would 
certainly  be  ill  at  ease  if  they  were  invited  to  a 
social  gathering  and  found  no  alcoholic  beverage. 
These  people  may  be  described  as  having  devel- 
oped a normal  or  widely  prevalent  and  socially 
acceptable  psychologic  dependence  on  alcohol,  i.e., 
on  given  occasions  they  depend  on  having  alcohol 
available,  but  drink  it  in  amounts  which  are 
generally  socially  acceptable  and  behave  in  a 
socially  acceptable  way  while  drinking. 

Characteristics  of  Normal  Alcohol  Depend- 
ency: a.  Drinking  on  socially  accepted  occasions, 
b.  Drinking  socially  acceptable  amounts,  c.  Ex- 
hibiting socially  acceptable  behavior  while  drink- 
ing. 

small  percentage  of  these  social  drinkers, 
about  one  out  of  16,  progress  in  their  level  of 
normal  psychological  dependence  to  the  point  that 
they  become  pathologically  over-dependent  on 
alcohol,  i.e.,  they  develop  physical  as  well  as 
psychological  dependence.  These  people  we  call 
alcoholics.  They  exhibit  problems  in  the  area  of 
their  health  or  interpersonal  relations  with  family, 
friends  and  employers. 

Characteristics  of  Alcohol  Over-Dependency: 
a.  Drinking  on  socially  unacceptable  occasions,  b. 
Drinking  in  socially  over-excessive  amounts,  c. 
Exhibiting  socially  unacceptable  behavior  while 
drinking. 

Etiologic  Factors  In  Causing  Abnormal  Alcohol 
Dependency 

What  would  promote  one  out  of  16  social 
drinkers  to  become  over-dependent  on  alcohol,  i.e.. 
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an  alcoholic?*  Three  main  areas  are  probably  in- 
volved. 

A.  Biologic:  Some  abnormality  of  body  chem- 
istry which  results  in  a compulsion  to  con- 
tinued and  excessive  drinking.  Exactly 
what  this  abnormality  may  be  is  unproven. 
The  most  prominent  possibilities  are: 

(1)  A deficiency  of  certain  enzymes,  vita- 
mins, or  amino  acids  which  result  in 
an  excessive  need  for  the  food  alcohol. 

(2)  An  allergy  which  gradually  develops 
and  causes  the  drinker  to  exhibit  an 
unusual  reaction  to  alcohol  consump- 
tion. 

(3)  Hormone  deficiencies  (thyroid,  adre- 
nal, sex  hormones)  causing  an  unusual 
need  for  alcohol,  etc. 

B.  Psychologic:  This  includes  internal  psy- 
chological conflicts,  personality  or  charac- 
ter problems,  major  psychiatric  illnesses 
such  as  manic-depressive  disease  and 
schizophrenia.  Also  important  are  con- 
tinued external  psychological  stresses  re- 
sulting from  such  events  as  an  unhappy 
marriage,  poor  job  adjustment,  a crippling 
illness,  etc. 

C.  Sociocultural:  Certain  societies  condone 
regular  consumption  of  rather  large 
amounts  of  alcohol  and  there  is  a relation 
between  amount  of  alcohol  consumed  in  a 
given  society  and  amount  of  alcoholism  in 
that  society.  However,  the  rate  of  alcohol- 
ism in  a society  is  also  affected  by  religious 
and  ethnic  factors  and  the  beverage  con- 
sumed. For  example,  in  France  where  much 
alcohol  is  consumed  in  the  form  of  distilled 
spirits,  approximately  two  times  more  ab- 
solute alcohol  is  consumed  per  person  than 
in  Italy,  a primarily  wine-drinking  coun- 
try. Yet,  the  rate  of  alcoholism  is  four 
times  greater  in  France  than  in  Italy. 

In  spite  of  the  fact  that  alcoholism  can  likely 
develop  from  many  combinations  of  these  factors 
and  at  any  busy  alcoholism  treatment  service  one 
can  see  alcoholics  who  have  additional  psychiatric 
diagnoses  ranging  from  psychosis,  neurosis,  per- 
sonality disorder,  mental  deficiency,  and  chronic 
brain  syndrome  to  having  no  other  diagnosis  ex- 
cept alcoholism,  most  studies  agree  that  the  ma- 
jority of  alcoholics  come  from  the  personality 
disorder  group,  i.e.,  passive  dependent  and  passive 
aggressive  types.®  Particularly  prominent  charac- 


teristics of  a majority  of  alcoholics  are  depression, 
loneliness,  feeling  of  inadequacy,  and  vast 
amounts  of  stored  up  anger  which  he  has  been 
unable  to  successfully  dispel. 

Five  Basic  Mechanisms  of  Defense  in  Alcoholics 

Therapists  will  find  in  their  alcoholic  patients 
with  great  regularity  the  persistence  of  five  basic 
mechanisms  of  defense  which  must  be  dealt  with 
successfully  before  the  alcohol  over-dependency 
can  be  arrested. 

Denial:  “I  can  take  it  (alcohol)  or  leave  it 
alone.” 

Projection:  “If  my  wife  would  just  quit  nag- 
ging me  about  drinking,  I’d  quit.” 

Rationalization:  “It  calms  me  down  enough 
so  that  I work  better.” 

Fragmentation  of  Reality:  “Some  days  I don’t 
have  anything  to  drink  so  I couldn’t  be  an 
alcoholic.” 

Compulsivity:  The  recovered  alcoholic  sub- 
stitutes compulsive  sobriety  for  compulsive  drink- 
ing. 

Therapy  with  persons  dependent  on  alcohol 
related  addicting  drugs  characteristically  exhibit 
these  same  defense  mechanisms.  Patients  depend- 
ent on  opiates,  Dexedrine,  LSD  and  the  other 
common  drugs  abused  also  exhibit  similar  defense 
mechanisms  even  though  the  drug  involved  is 
different. 

Morphine  and  Other  Opiates 

The  main  characteristics  of  morphine  depend- 
ency are: 

1.  Strong  psychic  dependence  which  mani- 
fests itself  as  an  overpowering  drive  to  continue 
use  of  the  drug. 

2.  Early  development  of  physical  dependency 
which  may  well  start  with  the  very  first  dose  of 
an  opiate.  This  requires  repeated  administration 
in  order  to  prevent  withdrawal  symptoms. 

3.  Tolerance  develops  which  makes  it  neces- 
sary to  increase  the  dose  in  order  to  obtain  the 
same  pharmacodynamic  effect.  Heroin  causes  a 
feeling  of  relaxed  euphoria  and  pleasure.  The  user 
is  characteristically  calm  and  sits  in  a semidream 
state — -“on  the  nod.”  Withdrawal  symptoms  are 
very  distressing  but  are  not  life  threatening. 
Treatment  is  a difficult  process  but  recent  tech- 
niques have  made  successful  treatment  possible. 

Marijuana  (Cannabis) 

This  drug,  usually  smoked  in  the  form  of  a 
cigarette,  produces  psychological  dependency  but 
no  physical  dependency.  It  is  a mild  hallucinogen 
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and  in  small  doses  gives  a feeling  of  euphoria, 
increased  logorrhea,  sociability,  and  sensitivity  to 
colors  and  sound.  In  larger  doses  it  gives  an  effect 
similar  to  LSD  with  marked  distortion  of  time 
and  space. 

^larijuana  users  frequently  try  other  more 
dangerous  drugs  such  as  LSD,  Freon,  opiates,  and 
Dexedrine.  This  may  be  associated  with  the  fact 
that  marijuana  users  become  members  of  an 
illegal  drug  culture  and  thus  are  repeatedly  ex- 
posed to  these  more  dangerous  drugs. 

Amphetamines  (Dexedrine,  Methedrine) 

These  drugs  cause  an  elevation  of  mood,  ex- 
citement, nervousness,  loss  of  appetite,  sleepless- 
ness and  psychosis.  Tolerance  to  unbelievably 
large  doses  occurs.  Although  these  drugs  produce 
no  definite  physical  dependence,  a very  definite 
group  of  s^Tuptoms  occur  on  sudden  cessation  of 
use.  Extreme  fatigue  and  need  for  sleep,  de- 
pression, and  chronic  psychotic  states  develop. 

LSD 

This  drug  produces  profound  psychologic  dis- 
turbances such  as  extreme  euphoria  or  fear, 
marked  distortion  of  time,  space,  color,  and  self 
image,  and  is  used  to  produce  “new  psychologic 
insights”  which  do  not  characteristically  result  in 
any  new  significant  achievements  by  the  individ- 
ual. Psychological  dependency  but  not  physical 
dependency  develops.  Some  tolerance  develops  but 
disappears  rapidly.  Chronic  states  are  not  infre- 
quently precipitated. 

Caffeine  and  Nicotine 

Psychological  dependency  on  these  drugs  is 
extremely  prevalent  and  in  the  case  of  nicotine, 
dependence  is  extremely  tenacious.  For  example, 
many  alcoholics  have  complained  that  it  is  easier 
to  entirely  give  up  the  use  of  alcohol  than  the 
use  of  nicotine.  No  physical  dependence  develops, 
but  tolerance  to  increasing  doses  is  common. 
Nervousness,  irritability  and  disturbance  of  sleep, 
mood  and  appetite  are  present  while  using  the 
drugs  and  when  attempting  to  stop  use  of  the 
drugs. 

The  Total  Treatment  Approach 

Treating  drug  dependency  problems  is  a multi- 
faceted effort.  Alcoholism,  probably  the  most 
prevalent  of  all  drug  dependencies,  can  be  used 
as  a model  to  describe  treatment  components.® 
Treatment  efforts  should  be  directed  on  three 
primary  levels  of  involvement: 

Level  1. — Multidisciplinary  — Professionals 
from  many  disciplines  must  be 
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knowledgeable  and  interested  in 
helping  the  alcoholic.  ^Members  of 
this  multidisciplinarj'^  treatment 
team  include  the  family  physician, 
the  psychiatrist,  nurse,  social  work- 
er, psychologist,  clergyman,  vo- 
cational rehabilitation  counselor, 
judge,  policeman,  educator,  alcohol- 
ism counselor,  sociologist,  and 
others. 

Level  2. — Multitherapeutic  — INIany  t>Tpes  of 
therapy  have  been  used  in  treating 
the  chronic  phase  of  alcoholism.  A 
number  have  been  found  helpful  in 
most  treatment  facilities.  These  in- 
clude group  psychotherapy.  Alco- 
holics Anonymous,  individual  psy- 
chotherapy, pastoral  and  vocational 
counseling,  the  therapeutic  commu- 
nity, and  antibuse.  Other  treatment 
methods  have  not  been  found  to  be 
generally  useful,  but  certain  limited 
treatment  facilities  have  reported 
successes.  These  include  h}q)no- 
therapy,  conditioned  reflex  therapy, 
LSD,  religious  conversion,  and 
others. 

Level  3. — IMultilocational  — \’arious  facilities 
have  proven  to  be  useful  in  dealing 
with  the  overall  problem  of  alcohol- 
ism and  should  be  considered  as 
important  parts  of  a “total  treat- 
ment approach.”  Facilities  include 
general  hospitals,  special  alcoholism 
hospitals  and  wards,  half-way 
houses,  the  Salvation  Army,  Har- 
bour Light  Houses,  jails,  stockades, 
prisons,  state  psychiatric  hospitals, 
mental  health  centers,  the  family 
physician’s  office,  welfare  agencies, 
etc.  In  other  words,  every  facility 
which  handles  a significant  number 
of  alcoholic  patients  should  have  a 
person  knowledgeable  in  treating 
alcoholics  who  will  be  avalible  to 
give  help  as  needed. 

Problem  Habits 

A problem  habit ’’  can  be  defined  as  a compul- 
sive behavior  pattern  which  is  detrimental  to  the 
person  involved  or  to  those  about  him.  Detri- 
mental includes  harming  one’s  physical  and/or 
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emotional  health,  interpersonal  relationships,  and 
occupational  performance. 

The  major  categories  of  problem  habits  are 
the  following: 

1.  Socially  acceptable  use  of  dependency  pro- 
ducing drugs 

A.  Regular  social  use  of  alcohol  (social 
drinking) 

B.  Regular  use  of  nicotine  (cigars,  ciga- 
rettes) and  caffeine  (coffee,  tea,  Coca- 
Cola) 

C.  Regular  use  of  medically  prescribed  or 
drugstore  remedies  (sleeping  and  cough 
medications,  meprobamate,  diazpam, 
barbiturates) 

2.  Socially  unacceptable  use  of  dependency 

producing  drugs 

A.  Problem  drinking,  alcoholism 

B.  Use  of  illegal  drugs,  heroin,  LSD, 
marijuana 

C.  Use  of  legal  drugs  in  a way  other  than 
prescribed  by  a physician  or  directed 
on  the  package  (Dexedrine,  barbitu- 
rates, nonprescription  sleeping  and 
cough  medicines) 

3.  Problem  habits — nondrug  related 

A.  Compulsive  eating 

B.  Compulsive  gambling 

C.  Compulsive  working 

D.  Compulsive  unacceptable  sexual  be- 
havior (promiscuity,  certain  types  of 
homosexuality) 

E.  Compulsive  stealing  and  other  illegal 
activities 

One  should  rightly  ask  after  reading  the  above 
list  of  problem  habits,  “what  rationale  is  there 
for  placing  these  diverse  conditions  under  a com- 
mon heading?”  The  rationale  is  as  follows: 

1.  In  most  all  of  the  conditions  self-help 
groups  which  operate  in  patterns  quite  similar  to 
Alcoholics  Anonymous  have  received  widespread 
recognition  as  being  of  help.  The  name  of  some 
of  these  groups  are:  Alcoholics  Anonymous  for 
alcoholics,®  Narcotics  Anonymous  for  narcotic 
addicts  and  alcoholics,  TOPS  (Take  Off  Pounds 
Sensibly)  and  Weight  Watchers  for  compulsive 


eaters.  Gamblers  Anonymous  for  compulsive 
gambling.  Smokers  Anonymous  for  compulsive 
smoking,  etc. 

2.  The  medically  approved  treatment  of 
choice  for  persons  suffering  from  these  illnesses 
is  generally  agreed  to  be  group  therapy.  Inpatient 
or  outpatient  services  which  pay  particular  at- 
tention to  any  one  of  the  above  diagnostic  groups 
always  invariably  have  several  types  of  group 
therapy  experiences  as  a basic  part  of  their 
treatment  program. 

3.  The  goals  of  therapy  are  most  often  to 
entirely  stop  the  compulsive  habit,  i.e.,  completely 
refrain  from  the  use  of  alcohol,  rather  than  to 
simply  cut  down  on  the  problem  habit,  i.e.,  make 
a social  drinker  out  of  an  alcoholic. 

4.  When  the  problem  habit  has  been  com- 
pletely stopped  the  activity  must  be  replaced  by 
a number  of  other  activities  which  also  may  have 
compulsive  components  which  are  much  less  dam- 
aging to  the  patient  (example,  regular  attendance 
at  Alcoholics  Anonymous  meetings  for  an  indefi- 
nite number  of  years). 

Much  research  needs  to  be  done  in  both  the 
areas  of  causation  and  treatment  of  these  ill- 
nesses. It  is  suggested  that  using  the  framework 
of  problem  habits  will  result  in  giving  a wider 
applicability  to  research  data  gained  from  study- 
ing any  individual  problem  habit. 
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Again  this  year  we  are  planning  an  entire  issue  on  the  history  of  medicine.  If  you 
are  interested  in  this  subject  and  have  something  you  would  like  to  publish  or  know 
someone  who  can  give  us  an  article,  please  let  us  know.  The  deadline  for  this  issue  is 
June  15. 
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They  al  1 have  two  things  in  common:  they  have  monilial  vaginiti| 


CaNDEPTIN  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  hign  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  = more  advantages  for  your  patients  • • • 

It’s  fast— prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safc'-no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.5-6 

It’s  convenient— easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  yeur  office. 

It’s  clinically  proven-Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin, * and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.^4.4  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy. 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal 
Ointment,  and . . . new  VaGELETTES 

Now  Vagelettes  offer  a unique  new  dosage  form— cam}' 
cidin  ointment  in  a soft  gelatin  capsule  — for  virtua 
unlimited  application.  With  Candeptin  in  three  forn'. 
your  range  of  therapy  has  been  extended  to  meet  ev| 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narr«|, 

soft  end  of  the  Candeptin  Vagelette  and  extrude  conteiji 
through  the  intact  hymen.  j 

□ For  the  gravid  patient— easy  manual  insertion  withil 
the  need  for  an  applicator  or  inserter  for  intravaginal  ul 

□ For  the  multiple  needs  of  all  your  patients— topi«^ 
application  for  labial  involvement,  intravaginal  useo 

treat  mucosal  infestation.  ' 

I 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959-191 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.f 
Journal-Lancet  55:287  (July)  1965.  3.  Giorlando,  S.W.,  Toni 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90:370  (Oct.I 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  15:36  (Feb.)  1966.  5.  Gir 
lando,  S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Repcf 
on  File,  Medical  Department,  Julius  Schmid.  I 
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ycannowbecuredwithCandeptin.  Even  these  two. 


4 DEPTES® 

1 icidin  Vaginal  Tablets,  Ointment,  VAGELETTES’''” 
e-iption:  Candeptin  (candicidin)  Vaginal  Ointment  contains 
diersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
■|>6%  Candicidin  activity  in  U.S.R  petrolatum.  3 mg.  of  Can- 
c n is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
a>eptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
Q;o  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
: e and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
P f Candicidin  activity  dispersed  in  5 gm.  U.S.P  petrolatum, 
r n:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
li  possess  anti-monilial  activity. 

ditions:  Vaginitis  due  to  Candida  albicans  and  other  Candida 
e s. 

y aindications:  Contraindicated  for  patients  known  to  be 
nive  to  any  of  its  components.  During  pregnancy  manual 
il  t or  Vagelette  insertion  may  be  preferred  since  the  use  of 
e ntment  applicator  or  tablet  inserter  may  be  contraindicated. 
H 3n:  During  treatment  it  is  recommended  that  the  patient  re- 
Ufrom  sexual  intercourse  or  the  husband  wear  a condom  to 
0 re-infection. 

jE  se  Reaction:  Clinical  reports  of  sensitization  or  temporary 
jjVion  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
ifittes  have  been  extremely  rare. 

One  vaginal  applicatorful  of  Candeptin  Ointment  or 
e aginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin 

Tablets/Omtment, 

tCallQlClQliy  VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthihe 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


8EARLE 


Research  in  the  service  of  medicine. 
G.  D.Searle&Co., Chicago,  111.60680 


Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 

propantheline  bromide 


Pro-BanthTne  1 5 mg. 

propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  15  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-BanthTne  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-BanthTne  TVi  mg. 
propantheline  bromide 
Half  Strength 


Pro‘Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthlne  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 

Pro-Banthine®  15  mg, 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

( thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease.  . 

Warnings:  Pro-Banthlne  with  Dartal  should  I 
not  be  administered  to  patients  who  are  under  : 
the  influence  of  barbiturates,  alcohol  or  nar-  ! 
cotics.  The  drug  should  be  administered  [ 
cautiously  to  epileptic  patients  or  those  in  | 
depressed  states,  patients  with  liver  disease  j 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with  , 
known  sensitivity  to  similar  drugs.  ' 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered , 
cerebrospinal  proteins,  cerebral  edema,  poten-  j 
tiation  of  the  effects  of  atropine,  heat  or  phos- ' 
phorus  insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day.  | 

Pro-Banthlne®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications^  Contraindications,  Precau- 
tions,  Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthlne. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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SEARLE 


Research  in  the  service  of  medicine. 
Q.  D.  Searie  & Co..  Chicago,  111.  6068Q 


MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 
APRIL 

17  Fifth  Annual  Seminar  for  Physicians,  Port- 
0-Call,  Tierra  Verde,  St.  Petersburg.  For 
information:  Florida  Division,  American 

Cancer  Society,  2909  Bay-to-Bay  Blvd., 
Tampa  33509. 


19-24  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


23-24  Seminar  on  Arthritis  and  Related  Diseases, 
Sheraton  Hotel,  Jacksonville.  For  infor- 
mation: William  B.  Thirlwell,  2522  Oak 
St.,  Jacksonville  32204. 


MAY 

3-  8 Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

12-13  Greater  Miami  Pediatric  Seminar,  Audi- 
torium, Mailman  Child  Development  Cen- 
ter, Miami.  For  information:  Jack  Eff, 

M.D.,  2040  N.E.  163  St.,  N.  Miami  Beach 
33162. 

24-29  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


National  and  Regional 
Meetings  Held  in  Florida 

MAY 

9-15  American  Gastroenterological  Association, 
Americana  Hotel,  Miami  Beach.  Sec.:  John 
A.  Benson  Jr.,  M.D.,  3181  S.  W.  Sam  Jack- 
son  Park  Road,  Portland,  Ore.  97201. 

12  American  Society  for  Gastrointestinal  En- 
doscopy, Miami  Beach.  Sec.:  Joseph  A. 
Rinaldo  Jr.,  M.D.,  16001  W.  Nine  Mile 
Rd.,  Southfield,  Mich.  48075. 

AUGUST 

26-29  United  Ostomy  Association,  Diplomat 
Hotel,  Miami  Beach.  Exec.  Dir.:  Donald 
P.  Binder,  1111  Wilshire  Blvd.,  Los  Angeles 
90017. 

30-Sept.  2 Western  Hemisphere  Nutrition  Con- 
gress, Americana  Hotel,  Miami  Beach. 
Info.:  AMA  Council  on  Foods  and  Nutri- 
tion, 353  N.  Dearborn  St.,  Chicago  60610. 


OCTOBER 

4-  7 American  Academy  of  Family  Physicians, 
Miami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112. 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 
cana Hotel,  Bal  Harbour.  Sec.:  Bernard  S. 
Patrick,  M.D.,  University  Medical  Center, 
2500  N.  State  St.,  Jackson,  Miss.  39216. 

NOVEMBER 

1-  4 Southern  Medical  Association,  Miami 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts, 
2601  Highland  Ave.,  Birmingham,  Ala. 
35205. 

4-  6 Southern  Thoracic  Surgical  Association, 
Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  Va. 
23219. 
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rheres  a soup 

for  almost  every  patient  and  die 
..for  every  meal 
and,  it’s  made  by 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 

* From  “Nutritive  Composition  of  Campbell’s  Products’’ 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

i 


I |>)ol<  ■' 


sterile  solution  (300 


Consider  Li 

(lincomycin  hydrochloride, 


and  single-dose  2 r 
disposable  syringe 


■y  The  Upjohn  Company  JA70-9835  MED  B-4  S (K7L-5) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  -1 


A realistic 
approach 
to  pain 
relief 


Cmpirin 

fompound  with  Codeine 
Phosphate  gv.  1/2  No.  3 

tch  tablet  contains: 

)deine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

5pirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

iceeps  the  promise 
pain  relief 

& Co.'  narcotic  products  are 
< iss  "B",  and  as  such  are  available  on  oral 
scription,  where  State  law  permits. 

^ BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Q 'Rickahoe,  N.Y. 


! 

1 i.  once-popular  treatment  for  back  pains 
; ras  to  have  the  seventh  son  of  a seventh  son 
! land  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


Dr  headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one's  head. 


Yon  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing/'  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patientswith:  arthritis,  diabetes,  pancreatitis, 

. infectious  disease;  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 


High  Potency  Vitamin  Formula 


heragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


. . . but  You  ! 


Editorial 


Drug  Abuse 


Why  do  young  people  use  drugs?  There  is 
no  one  single  cause,  for  varying  social  forces  merg- 
ing, have  given  to  drug-taking  a certain  absurd 
logic  for  many  youths.  The  kids  want  their  own 
life  style  and  more  often  from  curiosity — to  find 
out  what  all  the  marijuana  fuss  is  about,  they  try 
it,  and  then  some  go  on  to  LSD  or  heroin.  In  the 
ghetto,  drugs  are  used  to  escape  a world  of  tene- 
ments, brutal  streets  and  dead  end  jobs,  and  those 
living  such  desperately  hopeless  lives  there  obtain 
temporary  escape.  For  each  patient  there  will  be 
a different  reason  for  drug  abuse.  Undoubtedly 
the  majority  of  our  children  are  not  using  drugs 
and  the  problem  may  not  be  near  the  proportion 
we  are  led  to  believe;  nevertheless,  law  enforce- 
ment agencies,  the  lay  press  and  medical  literature 
record  increasing  incidence  of  drug-related  mor- 
bidity, mortality  and  personal  assaults. 

Heroin,  chemically  derived  from  opium  which 
oozes  from  the  poppy  blooming  in  profusion  in 
Turkey,  is  grown  as  a legal  product  there.  How 
the  brownish  seepage  gets  from  a farm  in  Turkey 
to  an  American  city  street  corner  4,000  miles  away 
is  well  known,  but  seldom  are  the  couriers  or  mer- 
chants in  the  traffic  apprehended.  Money  chang- 
ing hands  buys  complicity  and  silence  multiplied 
by  one  and  one-half  tons  of  the  drug  making  its 
way  into  the  United  States  annually,  produces  a 
trade  that  amounts  to  more  than  $300,000,000 
each  year.  The  victims  of  this  nefarious  business 
are  the  junkies  and  hop  heads  who  must  obtain 
$150  a day  to  support  their  habit.  So,  society 
looks  upon  the  drug  abuser  as  a criminal  and 
under  our  laws  he  is  regarded  as  morally  and 
criminally  depraved  because  much  of  the  crime, 
from  motor  vehicle  manslaughter,  child  abuse, 
assault  and  murder  can  be  related  to  these  abusers. 
In  the  past  decade,  society  has  had  no  choice  but 
to  penalize  these  individuals  as  criminals,  yet  this 
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solution  has  not  brought  the  desired  results.  Reha- 
bilitation is  the  only  constructive  alternative. 

Authorities  are  keenly  aware  of  the  lack  of 
knowledge  concerning  heroin  addiction  and  believe 
that  addicts  should  be  recognized  as  patients  and 
heroin  addiction  as  a disease.  Further  they  recom- 
mend that  the  addict,  as  a whole  man,  benefits 
from  an  intimate  doctor-patient  relationship  with 
a physician’s  concerned  attention.  The  physician 
is  often  confronted  with  hostility,  distrust,  dis- 
honesty and  noncooperation,  but  fundamental  to 
treatment  is  a careful  assessment  of  the  patient’s 
signs  and  symptoms.  The  average  addict  is  young, 
poor,  a highschool  dropout,  with  an  escalating 
criminal  record  and  a life  style  patterned  after  his 
life  history  which  has  been  totally  impoverished 
without  any  meaningful  positive  influence  either 
socially,  culturally,  economically  or  environmen- 
tally. Because  of  the  elevation  in  pain  threshold 
fundamental  to  heroin  addiction,  the  patient  may 
be  unaware  of  or  oblivious  to  what  would  normal- 
ly cause  the  most  excruciating  pain  so  that  the 
initial  presentation  of  acute  appendicitis  may  be 
septic  shock  secondary  to  a ruptured  appendix. 
Increasing  mortality  among  addicts  may  be  par- 
tially attributed  to  medical  catastrophies  that 
should  have  been  prevented. 

Heroin  addiction  is  an  exceedingly  complex 
medical  entity.  Treating  the  whole  man  must 
include  more  than  just  the  initial  treatment  of  an 
overdose,  for  the  plight  of  the  successfully  detoxi- 
fied addict  attempting  to  return  to  society  is  piti- 
ful. Where  does  he  go?  The  same  society  he  ran 
from  is  still  there.  He  needs  a job,  money  and  a 
place  to  live;  but  first,  he  must  regain  the  confi- 
dence and  self-esteem  he  needs  simply  to  pursue 
these  necessities.  Any  therapeutic  approach  to 
heroin  addiction  must  recognize  its  etiology  as 
complex  and  invulnerable  to  conventional  therapy. 
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I'  For  example,  what  drug  can  be  used  to  erase  or 
j redirect  the  universal  sexual  deviancy  among  ad- 
diets?  Drugs  produce  vicarious  fulfillment  of  an 
r inadequate  sex  life  and  addiction  begins  with  a 
f psychological  ego  inadequacy  which  drives  the 

(.  addict  to  drugs  and  drug  overdose. 

The  family  doctor  is  the  best  source  of  treat- 
ment. The  psychiatrist  may  not  have  the  time  and 
! the  patient  may  not  have  the  money.  Local 

clinics  and  social  agencies  are  likely  to  be  already 
II  overloaded.  If  the  physician  is  really  concerned, 
, he  should  not  sell  himself  short  for  if  he  has  had 
a previous  good  relationship  with  some  one  who 

i becomes  an  addict  he  is  accepted  as  one  who  cares. 
Physicians  should  attempt  to  understand  what  it 

, means  to  be  an  addict,  his  hopelessness,  his  despair 
ti  and  his  sense  of  worthlessness  and  so  to  become 
*'i  more  aware  of  the  phobias  and  fears  addiction 
: I entails. 

Some  authorities  think  the  drug  problem  is 
! a media  panic  and  the  majority  of  the  kids  are  not 

I using  drugs.  Needed,  nevertheless,  are  more  edu- 
1 1 cational  programs  for  our  youth,  their  parents,  the 
j I practicing  physician  and  volunteer  paramedical 
«j  personnel  plus  coordination  and  cooperation  on 

' local  and  national  levels  involving  all  community 
j agents.  This  should  be  done  to  measure  the  prob- 
I lem  precisely  and  determine  an  adequate  solution, 
‘ for  our  goal  is  to  return  each  drug  abuser  to  so- 
: I ciety  as  a contributing  member, 
j Alcoholism  is  America’s  other  drug  problem, 
I for  in  recent  years,  it  is  attested  that  68%  of 

I I adult  Americans  drink  and  12%  drink  excessively, 
ij  Because  of  the  publicity  and  press  releases  given 

j by  daily  newspapers  and  state  and  federal  govern- 

ii  ments  to  drug  abuse,  the  alcoholic,  though  shoved 
II  into  the  background,  is  still  around  and  won’t  go 

away.  The  stigma  of  alcoholism  may  be  lessening 


In  Boston  last  December,  a reference  committee  to  the  AMA  House  of  Delegates  recommended 
! that  organized  medicine  establish  a policy  that  marijuana  is  a dangerous  drug  and  oppose  the  relaxa- 
i ' tion  of  laws  controlling  the  smuggling  or  sale  of  the  drug  or  its  legalization.  After  hearings,  pro  and 
> con,  it  recommended  further  study  and  evaluation  of  the  active  ingredients  of  LSD  be  continued  and 
I the  findings  reported  in  an  appropriate  manner.  Another  resolution  directed  the  House  to  urge  local 
J’  medical  societies,  schools  and  other  interest  groups  to  coordinate  their  efforts  in  the  area  of  drug 
L abuse  education  and  to  evaluate  the  scientific  credibility  of  the  sources  of  background  information 
P and  the  competence  of  instructors  to  assure  effective  programs  in  each  community.  For  clarification, 
i the  reference  committee  recommended  the  following  change:  That  the  AMA  cooperate  with  the 
■ I many  organizations,  agencies  and  individuals  concerned  with  solving  the  problem  of  drug  abuse  by  en- 
r couraging  the  development  of  coordinated  comprehensive  educational  programs  in  each  community. 

I 
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and  hopefully  the  medical  attitude  toward  alco- 
holism is  changing  as  alcohol  is  considered  a drug, 
and  dependence  on  it  is  a form  of  addiction.  In- 
terest in  the  alcoholic  is  increasing  in  all  fields  of 
medicine,  probably  due  to  the  fact  that  research 
is  identifying  more  and  more  alcohol-related  dis- 
eases. Included  among  peptic  ulcer  and  gastro- 
intestinal hemorrhage  are  carcinoma  of  the  esoph- 
agus, pancreas  and  prostate,  cirrhosis,  asthma, 
diabetes,  neuritis,  gout,  cerebrovascular  and  heart 
disease  and  tuberculosis. 

Looking  through  a 1967  issue  of  the  Journal 
while  waiting  for  a phone  call  in  the  library  of  a 
local  hospital,  I ran  across  a warm,  humanistic, 
practical  approach  to  the  treatment  of  the  alcohol- 
ic. Being  sensitive  to  ever  continuing  criticisms 
that  our  profession  has  abandoned  this  category 
of  patients,  I wrote  the  author  and  asked  if  he  had 
revised  his  philosophy,  his  treatment  or  his  prac- 
tice load.  His  immediate  reply  was  a progress 
report  of  his  activities  and  it  was  so  inspiring  that 
I resolved  that  it  be  published  in  the  Journal. 
About  the  same  time,  we  received  a paper  on 
hepatitis  among  addicts  and  a third  on  some  of 
the  complications  occurring  in  the  treatment  of 
addicts.  This  prompted  me  to  write  Dr.  Robert 
P.  Johnson,  Chairman  of  the  FMA  Ad  Hoc  Com- 
mittee on  Drug  Abuse,  along  with  members  of  his 
committee  to  solicit  other  papers.  Everyone  ap- 
proached has  come  through  with  interesting  and 
factual  remarks  so  we,  on  the  staff,  wanted  to  for- 
ward it  all  to  the  practicing  physicians.  Having 
read  that  drugs,  children  and  statistics  are  abused 
by  people  who  do  not  understand  them,  this  spe- 
cial issue,  with  the  help  of  all  the  dedicated  con- 
tributors, is  published  in  the  hopes  of  eradicating 
some  of  that  abuse. 

C.M.C. 
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General  News 


Guidelines  for  Handling  Drug  Problems 


Florida  educators  will  be  provided  with  guidelines  for  handling  drug  problems  in  their  schools. 

FMA’s  Ad  Hoc  Committee  on  Drug  Abuse  decided  to  prepare  the  guide  for  teachers  at  its  meet- 
ing in  Ft.  Lauderdale  on  January  27.  A subcommittee  was  named  to  work  on  the  project,  consisting 
of  Mr.  Lou  Morelli,  Florida  Department  of  Education;  David  J.  Lehman  Jr.,  M.D.,  FMA  representa- 
tive; Mr.  Willis  Booth  of  the  Florida  Division  of  Law  Enforcement,  and  Dr.  Robert  J.  Pearson, 
Florida  Education  Association. 

The  Committee  favors  repeal  of  Section  398.09,  Florida  Statutes,  relating  to  exempt  narcotic 
preparations  and  recommending  that  a first  offense  of  possessing  marijuana  in  an  amount  of  five 
grams  or  less  be  made  a misdemeanor  rather  then  a felony.  This  change  would  bring  the  Florida  law 
into  conformity  with  federal  code. 

In  other  actions,  the  Committee  endorsed  publication  of  a drug  abuse  desk  reference  for  phy- 
sicians; recommended  implementation  of  a triplicate  prescription  program  for  Class  A narcotics,  and 
decided  to  request  space  for  an  educational  exhibit  at  the  FMA  Annual  Meeting. 


Florida  Joint  Commission  on  Medical  Education 


The  organizational  meeting  of  the  Florida  Joint  Commission  on  Medical  Education  was  held  in 
Orlando  on  January  31,  with  the  chairman,  Henry  R.  Cooper,  M.D.,  of  Ft.  Lauderdale,  presiding. 

Kenneth  E.  Penrod,  Ph.D.,  Vice  Chancellor  of  the  Florida  Board  of  Regents,  reviewed  a legisla- 
tive directive  for  the  development  of  family  practice  programs  at  Florida  medical  schools.  Represen- 
tatives of  each  school  reported  on  their  progress  in  fulfilling  this  directive. 

The  University  of  Florida  has  established  a Department  of  Community  Health  and  Family  Prac- 
tice. The  family  medicine  program  is  being  operated  through  the  Dean’s  Office  at  the  University  of 
Miami;  and  the  University  of  South  Florida  is  helping  start  a family  practice  residency  at  the  Bay- 
front  Medical  Center  in  St.  Petersburg. 

The  Commission  agreed  that  these  differences  in  approach  toward  obtaining  similar  objectives 
are  desirable. 

In  another  area  of  medical  education,  the  Commission  felt  that  caution  should  be  exercised  in 
establishing  training  programs  for  physician’s  assistants  until  the  medical  profession  adopts  adequate 
guidelines. 

The  Commission  was  brought  up  to  date  on  the  program  to  expand  the  number  of  medical  stu- 
dents and  was  informed  that  the  undergraduate  programs  at  Florida  State  and  A & M Universities 
are  operational. 


Orthopaedic  Surgeons  Postgraduate  Course 

Three  Florida  physicians,  William  F.  Enneking,  M.D.,  of  Gainesville;  Newton  C.  McCollough 
HI,  M.D.,  Miami,  and  J.  Darrell  Shea,  M.D.,  Miami,  will  be  members  of  the  guest  faculty  for  a 
postgraduate  course  to  be  sponsored  by  the  American  Academy  of  Orthopaedic  Surgeons  in  Nash- 
ville, Tennessee,  May  6-8. 

The  sessions  will  be  open  to  other  interested  physicians.  Additional  information  may  be  obtain- 
ed from  the  American  Academy  of  Orthopaedic  Surgeons,  430  North  Michigan  Avenue,  Chicago 
60611. 


Greater  Miami  Pediatric  Society 

The  Greater  Miami  Pediatric  Society  seminar  will  be  held  May  12-13  at  Jackson  Memorial 
Hospital,  Miami.  Speakers  will  be  Drs.  Hardy  Hendren,  Allan  Goldblatt  and  Daniel  Shannon  from 
Massachusetts  General  Hospital.  For  fmrther  information:  Gimel  Ortega,  M.D.,  409  Huntington 

Building,  Miami,  Florida  33131. 
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Dr.  Polk  Wins  First  Award  at  SMA 


A Florida  physician  won  First  Award  in  the  scientific  exhibits  during  the  64th  Annual  Meeting 
of  the  Southern  Medical  Association  which  was  held  in  Dallas,  Texas.  The  distinction  was  earned  by 
Hiram  C.  Polk  Jr.,  M.D.,  for  his  exhibit  on  “Postoperative  Wound  Infection:  The  Role  of  Systemic 
.\ntibiotics.” 

Dr.  Polk  is  affiliated  with  the  University  of  Miami  School  of  Medicine. 


Joins  Staff  of  FRMP 

Columbia  University  professor  has  joined  the  staff  of  the  Florida  Regional  Medical  Program 
and  the  University  of  South  Florida  School  of  Medicine. 

Herman  E.  Hilleboe,  M.D.,  who  most  recently  was  Professor  of  Public  Health  Practice  at 
Columbia,  became  the  FRMP,  Inc.,  representative  at  the  University  of  South  Florida,  where  he  will 
also  serve  as  Clinical  Professor  of  Comprehensive  Medicine. 

Dr.  Hilleboe’s  appointment  was  announced  by  Dean  Donn  L.  Smith  of  the  USF  Medical  School 
and  Granville  W.  Larimore,  M.D.,  Director  of  FRMP. 


1971  American  Industrial  Health  Conference 

The  American  Industrial  Health  Conference  meets  in  Atlanta,  Georgia,  April  19-22.  This  is  a 
combination  of  the  national  meetings  of  the  Industrial  Medical  Association  and  the  American  Associa- 
tion of  Industrial  Nurses.  The  meeting  will  be  held  in  the  Marriott  Hotel,  Atlanta  and  the  registra- 
tion fee  is  $10. 
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when  manhood  ebbs.. 

nr  ripirivpri  testicular 

^^1  lO  Vl^^lCI  y hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2, 5,  and  10  mg. 

HalotestiiT2 


(fluoxymesterone 

Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


lalotestin® 

^ (joxymesterone,  Upjohn) 


J Cjlly  active  androgen  about  5 times  as  potent 
Vliijnabolic  and  androgenic  activity  as  methyltes- 
derone.  Halotestin  (fluoxymesterone)  induces 
s^iificant  retention  of  calcium  and  potassium, 
3'retention  of  sodium  not  marked.  Doses  below 
2, mg.  daily  have  little  effect  in  producing 

y:  itinuria. 

li  cations  Male:  Replacement  therapy  in  tes- 
iiar  hormone  deficiency  states.  Prevents  atro- 
3 of  the  accessory  male  sex  organs  following 
; ration  for  as  long  as  therapy  is  continued, 
(otence  and  male  climacteric  symptoms  when 
i to  androgen  deficiency.  Primary  eunuchoid- 
£ and  eunuchism.  Delayed  puberty  when  es- 
£ished  as  not  a simple  familial  trait.  Indicated 
cthose  symptoms  of  panhypopituitarism  re- 
i'.i  to  hypogonadism,  however,  appropriate 
i mal  cortical  and  thyroid  hormone  replace- 
■kT,.t  therapy  remain  of  primary  importance. 
' -\ale:  Palliation  of  androgen-responsive,  ad- 
ed,  inoperable  breast  cancer  in  women  be- 
n 1 and  5 years  postmenopausal  or  women 
horn  castration  has  shown  the  tumor  to  be 
one  dependent.  Prevention  of  postpartum 
st  manifestations  of  pain  and  engorgement: 
3 is  no  satisfactory  evidence  that  this  drug 
ents  or  suppresses  lactation  per  se.  In  os- 
orosis  androgens  may  be  of  adjunctive 
e to  adequate  considerations  of  diet,  cal- 
1 balance,  physiotherapy  and  general  health 
noting  measures.  Males  and  Females:  In  the 
ment  of  protein  depletion  states  which  oc- 
in  geriatric  patients,  in  debilitation  states,  in 
nic  corticoid  therapy,  resistant  fractures; 
torchidism;  creating  a positive  nitrogen  bal- 
!,  tissue  repair  and  other  anabolic  effects. 
Htfroaenic  steroids  may  produce  a response  in 
^(jstic  anemias,  myelofibrosis,  myelosclerosis, 
ijjgenic  myeloid  metaplasia  and  hypoplastic 
ifnias  due  to  malignancy  or  myelotoxic  drugs. 
\rogens  are  not  of  value  in  other  anemias. 
Mraindications  Pregnancy  (may  virilize  fe- 
n!;  fetus),  mammary  carcinoma  in  the  male, 
)4latic  carcinoma,  severe  liver  disease,  severe 
iorenal  disease  and  severe  persistent  hy- 
i(  alcemia. 

'iiautions  Employ  with  caution  in  young  boys 
D|void  precocious  sexual  development  and 
mature  epiphyseal  closure.  Androgens  tend 
D)(omote  retention  of  sodium  and  water,  there- 
D watch  for  edema— particularly  in  the  elderly, 
njtence  and  severity  of  edema  have  been 
n mal  and  have  been  associated  only  with 
h|  doses  used  for  palliation  of  breast  cancer, 
f'  3rcalcemia  may  occur,  particularly  in  patients 
n metastatic  breast  carcinoma;  if  this  occurs 
.hdrug  should  be  discontinued.  Changes  in 
^ function  tests,  such  as  increased  BSP  re- 
■ffon  and  SCOT  levels,  can  occur  during  ther- 
ipl  Jaundice  has  been  rarely  reported.  If  liver 
u'uon  tests  are  altered,  discontinue  medica- 
c or  reduce  dose.  Priapism  is  indicative  of 
>|ssive  dosage  and  is  indication  for  tempo- 
a withdrawal  of  drug.  When  treating  protein 
hletion  states  or  osteoporosis,  an  adequate 
lijshould  be  provided  and  prolonged  immobili- 
4n  avoided  whenever  possible.  When  treating 
iftjtic  or  hypoplastic  anemias,  androgen  ther- 
i||should  not  replace  other  measure  such  as 
rsJusion,  correction  of  iron  deficiency,  anti- 
i^arial  therapy,  and  the  use  of  corticosteroids. 
'Vrse  reactions  Nausea,  dyspepsia,  men- 
I irregularities,  hepatic  dysfunction,  pria- 
edema,  precocious  sexual  development, 
premature  epiphyseal  closure  In  young 
nts  have  been  reported.  Ma/e  — Prolonged 
nistration  or  excessive  dose  may  cause 
ition  of  testicular  function  with  oligospermia 
decreased  ejaculation  volume.  Female  — 
le  doses  or  prolonged  administration  may 
irjuce  masculinization  with  signs  such  as  hir- 
iijm,  deepening  of  the  voice,  enlargement  of 
hjclitorls,  acne,  and  sometimes.  Increased 
" P. 

lied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
g.,  scored  — bottles  of  SO. HO  mg.,  scored 
rlttles  of  50. 

additional  product  information,  see  your 
Jlhn  representative  or  consult  the  package 
'■illar. 


Q2g 


The  Upjohn  Company,  Kalamazoo.  Michigan 


A COMPLETE  BUSINESS  SERVICE 


■ 

e 

m 

fi 

8 

S 

8 

• 

c 


FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Affiliates  of  Black 
Battle  Cre 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 

i Skaggs  Associates 
Michigan 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


ICO  e-5'S  ILQXl 


The  Immunology  of  Malignant  Disease  by  Jules  E. 
Harris,  M.D.  and  Joseph  G.  Sinkovics,  M.D.  Pp.  251. 
Illustrated.  Price  $15.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 

Seldom  has  a medical  field  been  abandoned 
and  then  reclaimed  with  such  fervor  and  enthu- 
siasm as  in  .the  case  of  tumor  immunology.  Initial 
interests  in  the  1920’s  waned  and  reviews  of  this 
subject  in  the  fifties  were  generally  dismal.  How- 
ever since  the  advent  of  newer  methods  of  measur- 
ing antibodies  in  the  serum  and  detecting  cellular 
immune  responses,  there  has  been  a resurgence  of 
scientific  interest  in  cancer  immunology.  This 
rapidly  growing  field  is  well  reviewed  in  “The  Im- 
munology of  Malignant  Disease.”  This  compara- 
tively short  book  summarizes  recent  advances  in 
tumor  immunology  rather  well. 

The  first  chapter  briefly  reviews  tumor  anti- 
bodies and  goes  into  fair  detail  in  the  section  on 
cellular  immunity.  The  significant  achievements 
concerning  the  role  of  the  thymus  gland  are  well 
reviewed  and  set  into  the  prospective  of  the 
monograph.  Other  immunologic  reactions  are 
mentioned  such  as  tolerance,  deviation  and  en- 
hancement. The  latter  is  well  described  and  is  one 
of  the  major  hurdles  tumor  immunotherapy  must 
overcome.  The  authors  correctly  point  out  that  if 
enhancement  occurs,  a paradoxical  increase  in 
tumor  growth  may  result;  therefore,  caution  is 
required  in  the  treatment  of  tumors  with  immune 
serums.  The  second  chapter  takes  the  reader  eas- 
ily through  a maze  of  tumor  viruses  and  experi- 
mental immunology  in  animals.  The  lack  of  im- 
munity in  malignant  disease  is  covered  in  the  third 
chapter  Avith  some  clinical  methods  of  treatment 
suggested  for  immune  deficient  states  in  leukemia, 
lymphemia,  myeloma,  etc. 

Suppression  of  the  immune  response  which  is 
clinically  quite  important  in  transplantation  and 
auto  .immune  diseases  is  summarized  in  chapter 
four.  The  concluding  chapter  attempts  to  briefly 
review  theories  of  etiology  of  malignancy.  This 
chapter  also  mentions  some  of  the  results  of  im- 


munotherapy concerning  tumors  such  as  melano- 
ma, choriocarcinoma,  Burkett’s  tumor  and  others 
In  their  summary  the  authors  state  that  “Onl>' 
the  approach  that  rests  on  basic  studies  beyond  tht' 
clinical  observations  will  lead  to  the  practical  ap  - | 
plication  of  useful  procedures  of  immunotherapy.’  i 
This  is  the  essence  of  this  monograph.  The  basic 
research  areas  are  well  reviewed  with  much  infor- 
miation  presented  accurately  and  succinctly;  how- 
ever, the  clinical  application  is  not  as  compacted; 
perhaps  because  of  the  relative  paucity  of  gooci 
controlled  studies  and  the  obvious  contraindicatior' 
of  man  as  an  experimental  host  for  tumors.  Tc 
fully  comprehend  the  first  two  chapters  one  shouk 
be  versed  in  the  language  of  the  immunologist 
The  last  three  chapters  will  prove  easier  reading 
for  the  clinician  dealing  with  hematologic  anc 
other  malignancies.  This  book  is  a laudable  effor 
in  summarizing  and  presenting  the  basic  and  clin^ 
ical  material  on  the  current  status  of  cancer  im: 
munology. 

Ir.v  Finegold,  M.D 
Hollywooi 


PLEASE  TAKE  A MOMENT  TO 
FILL  OUT  THE  QUESTIONNAIRE 
ON  PAGE  32a  AND  HELP  US  IM- 
PROVE YOUR  JOURNAL.  POST- 
AGE IS  PREPAID. 
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Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 

DOCTOR,  MARK  THESE 

The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 

DATES  ON  YOUR  CALENDAR 

Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 

MAY  5-9,  1971 

■ Urological  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
1 St.  Louis,  The  C.  V.  Mosby  Company,  1970. 

Ninety  - Seventh 

The  Early  Orthopaedic  Surgeons  of  America 
by  Alfred  Rives  Shands  Jr.,  M.D.  Pp.  190.  Illustrated. 
; Price  $15.  St.  Louis,  The  C.  V.  Mosby  Company,  1970. 

1 

Annual  Meeting 

i 

FLORIDA 

1 Infection  Control  in  the  Hospital  by  the  American 
1 Hospital  Association.  Pp.  154.  Price  $4.  Chicago,  Illinois 
1970. 

MEDICAL 

Macular  Diseases  by  J.  Donald  M.  Gass,  M.D.  Pp. 
232.  Illustrated.  Price  $48.50.  St.  Louis,  The  C.  V. 
Mosby  Company,  1970. 

ASSOCIATION 

Selective  Bibliography  of  Orthopaedic  Surgery. 

2nd  Ed.  By  the  American  Academy  of  Orthopaedic  Sur- 

AMERICANA HOTEL 

gery.  Price  $7.25.  St.  Louis,  The  C.  V.  Mosby  Company, 
1970. 

BAL  HARBOUR 

Biological  Rhythms  in  Psychiatry  and  Medicine 

|by  Gay  Gaer  Luce.  Pp.  183.  Price  $1.75.  Washington, 
1).  C.,  U.S.  Government  Printing  Office,  1970. 

MIAMI  BEACH 
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ORGANIZATION 


97  th  Annual  Meeting  Highlights 


A record  attendance  is  anticipated  for  the 
97th  Annual  Meeting  of  the  Florida  Medical  As- 
sociation at  the  Hotel  Americana  in  Bal  Harbour, 
May  5-9. 

.\pproximately  1,300  physicians  and  1,000 
other  guests  are  expected  for  the  meeting,  which 
will  include  scientific  sessions,  meetings  of  the 
House  of  Delegates,  27  FMA  recognized  specialty 
groups,  and  various  other  activities. 

Highlights  of  the  House  sessions  will  include 
the  presidential  address  of  Dr.  James  T.  Cook  at 
the  first  session  of  the  House  of  Delegates  on 
Wednesday  afternoon.  May  5.  Dr.  Floyd  K.  Hurt 
of  Jacksonville  will  succeed  Dr.  Cook,  of  Marian- 
na, as  president  of  the  7,200-member  FM.\.  The 
installation  of  Dr.  Hurt  and  the  election  of  other 
officers  to  serve  during  the  coming  year  will  take 
place  during  the  third  and  final  session  of  the 
policy-making  House  of  Delegates  on  Sunday 
morning,  IMay  9,  the  final  day  of  the  convention. 

.\n  outstanding  personality  has  been  invited 
to  present  this  year’s  Baldwin  Lecture  before  a 
general  session  Friday  morning.  May  7;  however, 
confirmation  of  the  speaker  had  not  been  made  as 
this  issue  of  the  Journal  went  to  press. 

Sen.  Barry  Goldwater  of  .Arizona,  the  Repub- 
lican presidential  nominee  in  1964,  will  be  the 
guest  speaker  for  a Friday  afternoon  luncheon 
sponsored  jointly  by  the  Woman’s  .Auxiliary  to 
the  Florida  Aledical  Association  and  the  Florida 
Medical  Political  .Action  Committee  (FL.AMP.AC). 

The  three  sessions  of  the  House  of  Delegates 
are  .•scheduled  for  Wednesday  at  4 P.M.,  Saturday 
at  3 P.M.,  and  Sunday  at  9 .A.M.  Membership 
in  the  House  will  be  reduced  from  last  year’s  305 
to  205  because  of  an  adjustment  in  the  ratio  of 
one  delegate  for  every  25  members  per  component 
society  to  one  per  40  members. 

The  first  session  of  the  House  is  the  only  of- 
ficial activity  on  the  agenda  for  convention  open- 
ing day. 

The  annual  Blue  Shield  meeting  will  be 
Thursday  morning.  May  6,  beginning  at  8 A.M. 
This  will  be  followed  by  meetings  of  the  five  refer- 
ence committees  designated  to  study  resolutions 
and  other  business  and  to  report  back  to  the 
House. 

Reference  Committee  I will  study  matters  per- 
taining to  health  and  education.  Other  reference 


committee  subject  areas  include:  Reference  Com- 
mittee II,  Public  Policy;  Reference  Committee  HI, 
Finance  and  .Administration;  Reference  Commit- 
tee I\',  Legislation  and  Miscellaneous,  and  Refer- 
ence Committee  V,  Aledical  Economics. 

Thursday  afternoon  will  see  the  beginning  of 
the  scientific  program  and  additional  reference 
committee  meetings,  if  necessary. 

Scientific  sessions  will  continue  in  the  forenoon 
and  afternoon  of  both  Friday  and  Saturday.  Many 
interesting  technical  and  scientific  exhibits  will  be 
availalfie  for  visitation  by  physicians  and  their 
guests  throughout  the  meeting. 

The  FMA  Committee  on  Scientific  .Assemblies, 
chaired  by  Dr.  David  J.  Becker  of  Miami,  ar- 
ranged the  scientific  program  in  cooperation  with 
the  various  specialty  groups.  Names  of  speakers 
and  their  topics  will  be  listed  in  the  official  pro- 
gram of  the  convention. 

One  of  the  social  highlights  of  the  meeting  will 
be  the  Pre.sident’s  reception  on  Friday  evening. 
.\dmission  will  be  by  ticket,  which  will  be  available 
at  $2.00  each  at  the  registration  desk. 

Other  receptions  and  social  gatherings  of 
alumni,  fraternity  and  specialty  groups  Mali  l)e 
held  Friday  and  Saturday  nights. 

This  year,  for  the  first  time,  FM.A  will  elect 
a sixth  member  and  an  alternate  to  the  .American 
Medical  .Association  House  of  Delegates.  FAI.\  ' 
became  eligible  for  the  additional  delegate  when 
the  state’s  membership  in  .AM.A  reached  5,000. 

Sporting  tournaments  have  been  arranged  for 
the  diversion  of  physicians  attending  the  meeting.  , 
Dr.  Carl  Balli  will  be  Chairman  of  the  golf  tourna- 
ment, and  Dr.  Hobart  Feldman  is  in  charge  of 
arrangements  for  the  fishing  tournament. 

In  addition,  there  will  be  a tennis  tournament. 
Information  about  all  three  events  may  be  obtain- 
ed by  contacting:  Dade  County  Medical  .Associa- 
tion, 2 Southeast  Thirteenth  Street,  Miami,  Fla.  , 
33131,  telephone  (305)  371-2601. 

The  registration  desk  for  the  annual  meeting 
w'ill  be  open  at  10  .A.M.  on  Wednesday  and  at 
8:30  .A.M.  on  other  days  during  the  convention. 

.Additional  information  about  the  97th  Annual 
Meeting  may  be  obtained  by  writing  to:  Mr.  W. 
Harold  Parham,  Executive  \'ice  President,  Elorida 
Medical  .Association,  P.  O.  Box  2411,  Jackson- 
ville, Fla. 
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Schedule  Of  Activities 

FLORIDA  MEDICAL  ASSOCIATION  ANNUAL  MEETING 

Americana  Hotel,  Bal  Harbour  (Miami  Beach),  May  5-9,  1971 


WEDNESDAY,  MAY  5 


10:00  a.m. 
2:00  p.m. 
4:00  p.m. 


General  Registration  and  Delegates  Registration,  Foyer,  Grand  Ballroom 
Delegates  Registration,  Medallion  Room 
First  House  of  Delegates,  Bal  Masque 


THURSDAY,  MAY  6 


8 

00 

a.m. 

8 

30 

a.m. 

9 

30 

a.m. 

10 

o 

o 

a.m. 

10 

30 

a.m. 

2 

00 

p.m. 

Blue  Shield  Annual  Meeting,  Bal  Masque 
Exhibits  Open  Daily  until  4:30  p.m..  Grand  Ballroom 
Reference  Committee  No.  I,  Ballroom  A 
Reference  Committee  No.  V,  Westward  Rooms  2 and  5 
Reference  Committee  No.  II,  Ballroom  B 
Reference  Committee  No.  IV,  Ballroom  C 
Reference  Committee  No.  Ill,  Eastward  Room 
FMA  Scientific  Sections,  Ballroom  A,  B,  C 


FRIDAY,  MAY  7 


9:00  a.m. 
11:00  a.m. 
12:15  p.m, 
’ 2:30  p.m. 
I 6:30  p.m. 
I 7:30  p.m. 


P'MA  Scientific  Sections,  Ballroom  A,  B,  C 

General  Session  (Baldwin  Lecture),  Bal  Masque 

Woman’s  Auxiliary  and  FL.^MPAC  Luncheon,  Medallion  Bal  Masque 

FMA  Scientific  Sections,  Ballroom  A,  B,  C 

President’s  Reception,  Poolside  (Alternate),  Floridian  Room 

Alumni  and  Fraternity  Socials  (See  official  program) 


•'SATURD.^Y, 

. 9:00  a.m. 

I 'All  day 
1:00  p.m. 
3:00  p.m. 

• , Evening 


MAY  8 

FMA  Scientific  Sections,  Ballroom  A,  B,  C,  Medallion  Bal  Masque 
Specialty  Group  Meetings  (See  official  program) 

Delegates  Registration,  Medallion  Room 
Second  House  of  Delegates,  Bal  Masque 
Specialty  Group  Socials  (See  official  program) 


SUNDAY,  MAY  9 

7:30  a.m.  Delegates  Registration,  Medallion  Room 
9:00  a.m.  Third  House  of  Delegates,  Bal  Masque 


VISIT  EXHIBITS  8:30  A.M.-4:30  P.M.  DAILY 
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1971 

FLORIDA  MEDICAL  ASSOCIATION 
NINETY-SEVENTH  ANNUAL  MEETING 
Americana  Hotel,  Bal  Harbour,  Florida 
May  5-9,  1971 


May  9 
Sunday 

9:00  Third 
House 
of 

Delegates 

Post- 

Convention 
Board  of 
Governors 

May  8 
Saturday 

9:00  Specialty 
Groups  and 
Scientific 
Sessions 

VISIT  EXHIBITS 

1:00  Specialty 
to  Groups 
2:45 

3:00  Second 
House  of 
Delegates 

Dismantle 

Exhibits 

Specialty  Group 
Socials 

May  7 
Friday 

9:00  Scientific 
to  Sections  and 
10:45  Specialty 

Groups 

VISIT  EXHIBITS 

11:00  General 
Session 

(Baldwin  Lecture) 

12:15  Aux.  & Flampac 
to  Luncheon 

2:00 

2:30  Scientific 
to  Sections  and 
5:00  Specialty 
Groups 

6:30  President’s 
Reception 

7:30  Alumni  & 
Fraternity 
Socials 

May  6 
Thursday 

8:00  Blue  Shield 
Annual  Mtg. 
9:30  Ref.  Comm. 

Nos.  V & I 
10:00  Ref.  Comm. 

Nos.  IV  & II 
10:30  Ref.  Comm. 

No.  Ill 

VISIT  EXHIBITS 

2:00  Scientific 
to  Sections 
5:00 

(Reference 

Committees, 

if 

necessary) 

May  S 
Wednesday 

Set  Up 
EXHIBITS 

10:00  General 
and 

Delegates 

Registration 

4:00  First  House 
to  of  Delegates 
5:30 

A. 

M. 

P. 

M. 

U > V c c sc 
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1971  Legislative  Session 

Sanford  A.  Mullen,  M.D. 


The  1971  legislative  session  begins  April  6 and 
your  Committee  on  State  Legislation  has  prepared 
the  Florida  Medical  Association  Legislative  Pack- 
age for  consideration  during  the  60-day  session. 
Priority  emphasis  in  the  11  point  program,  ap- 
proved by  the  House  of  Delegates  and  Board  of 
Governors,  is  upon  changes  in  the  law  to  bring 
about  relief  in  the  area  of  professional  liability  as 
medical  malpractice  insurance. 

Proposed  modifications  in  this  law  include; 
Reduction  in  Statute  of  Limitations. — Defense  at- 
torneys and  insurance  company  representatives 
maintain  that  a reduction  in  the  present  statute  of 
limitations  from  four  to  two  years  will  favorably 
affect  the  skyrocketing  professional  liability  insur- 
ance rates.  The  bill,  as  drafted  by  Florida  Medi- 
cal Association  legal  counsel,  would  not  interfere 
with  rules  of  discovery  as  now  interpreted  by  the 
courts.  It  simply  reduces  from  four  to  two  years 
the  time  allowed  a plaintiff  to  file  a professional 
liability  action  after  the  date  of  discovery.  Passage 
would  lower  substantially  the  amount  of  reserves 
that  must  be  maintained  by  the  insurance  com- 
panies. 

Advance  Payment  to  Plaintiffs  Without  Ad- 
mission of  Liability. — This  concept  is  part  of  the 
overall  package  proposed  by  the  American  Medical 
Association. 

Provided  the  courts  at  a later  date  do  not 
construe  the  action  as  an  admission  of  liability, 
the  number  of  suits  may  be  reduced  if  advance 
payments  or  other  considerations  are  made  to 
potential  plaintiffs  at  the  time  a complaint  is  ini- 
tially received.  Many  times  rapport  can  be  devel- 
oped with  a potential  plaintiff  that  preempts  the 
ultimate  hiring  of  an  attorney  to  represent  him  in 
future  court  action. 

Other  major  proposals  in  the  Florida  Medical 
Association  legislative  program  include: 

Abortion  Reform 

The  Florida  Medical  Association’s  opinion  is 
that  Florida’s  abortion  law  should  be  reformed 
since  pending  Supreme  Court  actions  may  render 
the  present  law  unconstitutional.  In  this  event 
there  would  be  no  guidelines  in  this  very  critical 
area. 


Dr.  Mullen  is  Chairman  of  the  Committee  on  State  Legisla- 
tion, Florida  Medical  Association. 


The  policy  adopted  by  the  House  of  Delegates 
at  the  1970  meeting  states: 

“The  Florida  Medical  Association  believes  that 
the  liberalization  of  the  abortion  law  in  the  State 
of  Florida  should  be  passed  . . . With  this  in 
mind,  the  following  recommendations  are  made: 

“1.  An  abortion  may  be  performed  to  protect 
the  life  or  the  health  of  the  mother,  health  of  the 
mother  to  include  physical  or  mental  health. 

“2.  An  abortion  should  be  allowed  when  there 
is  a reasonable  medical  certainty  that  the  pregnan- 
cy would  result  in  a defective  child. 

“3.  Abortion  should  be  allowed  following 
rape,  statutory  or  forceful,  and  incest. 

“4.  Consideration  should  be  given  to  estab- 
lishing a residency  requirement  of  three  months.” 

Chiropractic 

Again  this  session  the  chiropractors  plan  exten- 
sive efforts  to  pass  the  mandatory  chiropractic 
insurance  coverage  bill  which  would  also  include 
them  in  the  Medicaid  program.  The  Committee 
on  State  Legislation  will  do  all  it  can  to  make 
certain  the  legislators  understand  the  detrimental 
effect  of  such  legislation  upon  the  health  care  of 
the  people  of  Florida. 

Medical  Licensure 

There  is  a great  deal  of  legislative  interest  in 
establishing  some  form  of  limited  reciprocity  or 
licensure  by  endorsement  in  Florida.  The  theory 
is  that  this  would  help  alleviate  the  problem  of 
physician  shortage.  The  Board  of  Medical  Ex- 
aminers states  that  by  1972  the  desired  national 
ratio  of  one  practicing  physician  to  each  800  per- 
sons will  have  been  reached.  The  problem,  accord- 
ing to  the  Board,  is  not  numbers  but  rather  very 
serious  maldistribution  of  physician  population, 
both  as  to  location  and  specialty. 

Physician’s  Assistants 

There  is  also  a great  deal  of  legislative  interest 
in  the  use  of  physician’s  assistants  as  a means  of 
alleviating  the  health  manpower  shortage.  The 
Horida  Medical  Association  supports  the  use  of 
assistants.  There  are  questions  regarding  the  prac- 
tical implementation  of  such  a program;  therefore, 
caution  is  suggested  in  moving  ahead.  Any  legis- 
lative activity  should  give  full  authority  to  the 
Board  of  Medical  Examiners  to  determine  how 
and  at  what  speed  the  physician’s  assistants  pro- 
gram should  be  implemented. 
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Other  Legislative  Proposals 

Additional  proposals  which  may  be  introduced 
as  the  session  progresses  include  prohibition  of  the 
use  of  the  doctrine  of  res  ipsa  loquitur ; the  prac- 
tice of  requiring  a physician  to  testify  against  him- 
self as  an  expert  witness;  use  of  out-of-state  wit- 
nesses, and  legislation  to  clarify  use  of  informed 
consent. 

Doctor  of  the  Day 

The  Florida  Medical  Association’s  capitol  of- 
fice is  firming  up  the  schedule  for  Doctor  of  the 


Day  for  the  legislative  session  April  6 through 
June  4.  This  program  provides  a very  valuable 
health  care  service  to  legislators  and  their  em- 
ployees and  has  proved  an  excellent  means  to  de- 
velop better  physician  relations  with  key  people 
in  state  government.  The  Florida  Medical  Asso- 
ciation provides  quarters  at  the  Quality  Court 
Motel  in  Tallahassee  for  the  physician  and  his 
family  the  night  prior  to  his  day  of  service  in  the 
capitol  dispensary.  Members  are  requested  to 
volunteer  for  this  important  activity. 

► Dr.  Mullen,  Box  2921,  Jacksonville  32203. 


Committee  on  Postgraduate  Education 


The  Committee  on  Postgraduate  Education  met  in  Orlando  on  January  29  with  the  chairman,  Wil- 
liam H.  Hubbard,  M.D.,  of  New  Port  Richey,  presiding. 

The  committee  gave  further  consideration  to  the  notion  of  requiring  members  of  the  Florida 
Medical  .Association  to  participate  in  continuing  education  activities.  .At  least  one  state,  Oregon,  re- 
quires its  members  to  meet  certain  postgraduate  educational  requirements  in  order  to  maintain  their 
membership  in  the  state  society,  and  some  other  states  are  known  to  be  giving  consideration  to  this 
concept. 

Also  discussed  by  the  committee  was  the  possible  employment  of  peer  review  as  a valuable 
mechanism  for  quality  control  of  patient  care  and  continuing  education.  Committee  members  agreed 
that  peer  review  holds  considerable  promise  for  determining  the  educational  needs  of  Florida  physi- 
cians. 

In  keeping  with  current  medical  terminology,  the  Committee  on  Postgraduate  Education  de- 
cided to  recommend  to  its  parent,  the  Council  on  Scientific  Activities,  that  its  name  be  changed  to 
“Committee  on  Continuing  Medical  Education.” 

A report  was  presented  concerning  the  number  of  physicians  who  qualify  for  the  AMA’s  Phy- 
sician Recognition  Award.  It  was  pointed  out  that  as  of  January  19,  542  Florida  physicians  had 
qualified  for  the  award,  and  on  a national  basis  14,908  doctors  had  done  so. 


Florida  State  Board  of  Medical  Examiners  Report 


The  number  of  licenses  issued  by  the  Florida  State  Board  of  Medical  Examiners  has  nearly  qua- 
drupled in  less  than  four  years,  according  to  figures  compiled  by  the  Board. 

The  Board  conducts  examinations  twice  a year.  As  a result  of  examinations  administered  in  Jan- 
uary, 1967,  272  licenses  were  issued.  This  increzised  to  375  as  a result  of  examinations  in  July  1968 
and  to  1,052  after  the  examinations  of  July  1970. 

Principal  reason  for  the  increase  in  the  number  of  physicians  taking  the  Florida  examinations 
and  the  number  earning  Florida  licenses  is  the  deletion  of  the  Basic  Science  examination  two  years 
ago.  The  Board  examined  280  applicants  in  January  1967  and  1,306  in  July  1970. 

The  following  is  a breakdown  on  licensing  figures  since  January  1967  with  the  first  figure  repre- 
senting number  of  applicants  examined  and  the  figure  in  parenthesis  indicating  the  number  of  licenses 
issued:  January  1967 — 280(272);  July  1967 — 336(335);  January  1968 — 340(324);  July  1968 — • 
396(375);  January  1969—376(325);  July  1969—707(626);  January  1970—1,043(709);  July  1970 
—1,306(1,052). 

The  Board  administered  more  than  1,100  examinations  at  a session  in  January  in  Jacksonville, 
but  the  results  of  that  examination  were  not  available  for  this  issue  of  the  Journal. 
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Or»e  #erJbletcf.i.cl. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  go^  results  have 
been  obtair>ed  In: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  lr>dicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYMC  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  Infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  If  side 
effects  occur  medication  be  discontinued. 

DoMge:  One  tablet  q.I.d. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RlCMAROSON-MERRELL  INC. 

^ PHILADELPHIA.  PENNSYLVANIA  19U4 

^ Tt^kOCMAtK!  SITASS  O $.  ^ATINT  NO.  3.004.993  9/70  0-009A  lAI 


' I Doeage:  une  laoie 

i PTMli 


BHabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Jw  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


IKfive  therapy 


DOUBLE  STRENGTH 


Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trrpiin  100.000  N.F.  Utiili.  Ctlymoinrpsin:  8.000  N.F.  Unite: 

«luiv,l,nt  in  ftyptic  Klmtjf  to  40  m*.  o»  N.F.  tiyjtein 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 
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Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprel 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


lindications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions;  The  usual  precautions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage;  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied;  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicotor. 

TRADEMARK:  AVC  AV.104  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

F»HILADELF7HIA,  f»ENNSYLVANIA  19144 


The  causes  of  vaginitis 
oremuhipb 


AVC 

The  treatment  is 
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Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 
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Ec- 

on- 

omy! 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 
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ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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C/iest 

HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 


CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAAAA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and 
is  also  approved  for  Medicare  patients. 


C/test 


HOSPITAL 


BIRMINGHAM,  ALABAMA 
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Woman's  Auxiliary 


Fifth  Annual  Benefit  Art  Show 
Exhibit  Rules  and  Regulations 
Read  Rules  Carefully 


1.  All  entries  must  be  original  work. 

2.  Pictures  must  be  framed  and  wired  for  hanging. 
Stands  will  be  provided  for  sculpture,  etc. 

3.  Each  entry  must  have  a typed  card  indicating  Name, 
Address,  Medium,  Dimensions  and  Title.  Please  list 
price  if  entry  is  for  sale;  otherwise,  mark  not  for 
sale  (NFS). 

4.  No  more  than  two  entries  may  be  entered  per  person 
for  each  category. 

5.  Only  one  artist’s  name  should  be  listed  for  each  regis- 
tration slip. 

6.  A registration  fee  of  $10.00  will  be  charged  for  each 
entry.  Entry  fees  are  tax-deductible. 


7.  All  registration  slips  and  checks  must  be  sent  in 
together  no  later  than  April  30,  1971. 

8.  All  pre-registered  entries  are  to  be  delivered  by  hand 
to  the  Exhibit  Hall  at  the  Americana  Hotel  no  later 
than  Wednesday,  May  5.  Shipped  entries  will  be  j j 
refused. 

9.  All  entries  must  remain  on  exhibition  until  4:30 
p.m.  on  Saturday,  May  8. 

10.  We  will  not  be  held  responsible  for  entries  not  picked 
up  before  6:00  p.m.  Saturday,  May  8. 

11.  Doctors,  their  wives  and  children  are  eligible  to  enter. 
Entry  fees  will  be  donations  to  the  St.  Augustine 
Medical  Museum. 


Kindly  enter  my  registration  to  show  in  the  Benefit  Art  Show. 

Fee  of  $ for entries  is  enclosed. 

I agree  to  abide  by  the  rules  and  regulations  for  exhibiting  material  in  the  show. 

Name  

Address  

City  County 

I will  be  showing  in  the  following  categories:  Please  check  appropriate  category  (cate- 

gories) applying  to  your  entry  (entries). 

( ) A Painting.  Include  any  media  in  color:  acrylic,  oil,  casein,  collage,  water  color,  pastel, 

etc. 

( ) B Graphics.  Include  pen  and  ink,  charcoal,  photography,  etc. 

( ) C Crafts.  Include  sculpture,  pottery,  ceramics,  mosaic,  weaving,  jewelry,  etc. 

( ) I am  the  son/daughter  of  a Florida  physician.  Age 

Judges  will  give  “Awards  of  Merit”  and  “Best  in  Show.”  An  “Editor’s  Award”  will  be  given 
and  the  winning  entry  will  be  used  on  the  cover  of  a future  issue  of  the  FMA  Journal. 

A registration  fee  of  $10.00  will  be  charged  for  each  entry.  Make  checks  payable  to: 

Mrs.  Ronald  J.  Centrone,  Chairman 
3700  Galt  Ocean  Drive,  Apt.  #615 
Fort  Lauderdale,  Florida  33308 

REGISTR.ATION  DEADLINE  APRIL  30,  1971 
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Woman’s  Auxiliary  to  The  Florida  Medical  Association,  Inc. 
Forty-third  Annual  Meeting  — May  5-9,  1971 
Americana  Hotel,  Bal  Harbour  (Miami  Beach),  Florida 

DAILY  SCHEDULE 


WEDNESDAY,  MAY  5 


11:00  a.m. 
1:30  p.m. 
12:00-5  p.m, 


Executive  Committee,  Luncheon  Meeting,  Suite  of  the  President  and  President-Elect 

Pre-Convention  Board  Meeting,  Caribbean  Room 

Registration 


THURSDAY,  MAY  6 
8-9:00  a.m.  Registration 

9:00  a.m.  First  Session,  House  of  Delegates,  Caribbean  Room 
12:15  p.m.  Luncheon,  Medallion  Room 

2:30  p.m.  Second  Session,  House  of  Delegates,  Caribbean  Room 
FRIDAY,  MAY  7 

9:00  a.m.  Post-Convention  Board  Meeting,  Caribbean  Room 

12:15  p.m.  Auxiliary  & FL.AlMPAC  Luncheon,  Bal  Masque  & Medallion  Rooms 
Senator  Barry  Goldwater,  (R.)  Arizona 


We  plan  to  have  two  booths  at  the  Convention.  One,  inside  the  Exhibit  Hall,  will  tell  the  Auxiliary 
story  and  the  other  will  house  a “Boutique.”  Profits  from  the  Boutique  will  go  to  the  Florida  Medi- 
cal Foundation.  Tennis  and  Golf  tournaments  will  be  held  for  any  interested  physician’s  wife.  And 
of  course  you  know  about  the  Art  Show  for  the  St.  Augustine  Medical  Museum. 

It’s  a busy  schedule  but  we  plan  to  have  a lot  of  fun.  Could  it  be  otherwise  with  such  a dynamic  group! 


Sen.  Barry  Goldwater  (R)  Arizona,  the  Republican 
presidential  nominee  in  1964,  will  be  among  the  guest 
speakers  at  the  1971  Annual  Meeting  of  the  Florida 
Medical  Association  at  Bal  Harbour,  May  5-9. 

Sen.  Goldwater  will  speak  at  the  annual  Auxiliary- 
FLAMPAC  luncheon  at  1 :00  p.m.  on  Friday,  May  7. 

He  serves  on  the  Senate  Armed  Services  Committee 
and  Senate  Aeronautical  and  Space  Sciences  Committee. 
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^ Learn  / 
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What  to  do 
until . 

suppositon^ 
work: 


I enema  I 


Read 
‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work. ’-3  Some- 
times two.'*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  wait:  Fleet  ^ Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO  . INC 
Lynchburg,  Va.  24505 


pfiamratals 


Warning;  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present: 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg.  N.:  Med  Times  91:45.  Jan..  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsalt,  P.:  J Amer  Geriat  Soc  12:295,  Mar..  1964.  4 Baydoun.  A B.: 
Amer  J Obstet  Gynec  85:905.  Apr.  1,  1963.  5.  Feder,  I.  A..  Flores,  A.  and  Weiss.  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177.  May-June,  1964. 
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TUCKER  HOSPITAL  INC. 


212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


Weir  M.  Tucker,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 


Catherine  T.  Ray,  M.D. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


woica 


J.  Beatty  Williams 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street 


Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  O.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 

TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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Classified  Ads 


physicians  wanted 


General  Practitioners 


URGENTLY  NEEDED:  GP  to  join  weU  estab- 

lished physician.  Newly  constructed  office  including 
laboratory  and  x-ray.  Town  close  to  Miami  and 
Palm  Beaches,  with  all  sports  available.  Contact  E.  B. 
McConville,  M.D.,  Box  668,  Clewiston,  Florida  33440. 
Phone  983-8531. 


Specialists 


INTERNIST  OR  WELL-TR.\ENED  GENER.\L 
PR.\CTITIONER  to  join  flourishing  practice  in  Fort 
Lauderdale  area.  Excellent  salary  and  fringe  benefits 
first  year,  leading  to  association.  Must  have  Florida 
license.  Phone  (305)  565-6434. 


PSYCHL^TRIST  WANTED  for  private  practice  in 
excellent  family  town,  two  major  universities,  junior 
college,  state  capital,  trade  area  of  350,000.  Modem, 
400-bed  hospital  five  minutes  from  residential  area. 
Contact:  Royce  V.  Jackson,  M.D.,  P.A.  or  Robert  W. 
Miles,  M.D.,  1322  North  Magnolia  Drive,  Tallahassee, 
Florida  32303,  phone  (904)  877-3102. 


WANTED:  Ambitious,  energetic,  board  certified  or 
board  eligible  OB/GYN  to  associate  with  established 
OB/GYN  on  Florida  Gulf  Coast.  Only  hard  workers 
need  reply.  Ideal  living  and  working  conditions.  Write 
C-985,  P.  0.  Box  2411,  Jacksonville,  Florida  32203. 


ANESTHESIOLOGIST  W.ANTED  in  North  Palm 
Beach,  Florida,  a 90-bed  progressive  community  hos- 
pital. Must  be  board  certified  or  board  eligible.  Con- 
tact Chief,  Division  of  Surgery,  Palm  Beach  Gardens 
Community  Hospital,  3360  Bums  Road,  Palm  Beach 
Gardens,  Florida  33403. 


radiologist  W.ANTED  in  North  Palm  Beach, 
Florida,  a 90-bed  progressive  community  hospital. 
Must  be  board  certified  or  board  eligible.  New  vascu- 
lar room.  Contact,  Chief  of  Stafi,  Palm  Beach  Gardens 
Commumty  Hospital,  3360  Burns  Road,  Palm  Beach 
Gardens,  Florida  33403. 


OBSTETRICL4N-GYNECOLOGIST:  Board  cer- 
tified or  ehgible  with  military  obligation  completed,  is 
wanted  to  join  3-man  partnership  in  Miami,  Florida. 
Guaranteed  income  first  year,  leading  to  partnership. 
Send  curriculum  vitae.  Contact  P.O.  Box  552,  Miami 
Shores,  Florida  33153. 


W.ANTED : INTERNTST-PEDIATRICIAN-GEN- 
ER.AL  PRACTITIONER  for  association  with  mixed 
group  in  Central  Florida.  Salary  plus  percentage;  all 
expenses  paid;  share  coverage.  Contact  W.  T.  Steele, 
M.D.,  Bond  Clinic,  Winter  Haven,  Florida  33880. 
Phone  (813)  293-1191. 


PEDIATRICI.AN:  Broward  General  Medical  Cen- 
ter, Fort  Lauderdale,  Florida,  needs  staff  pediatrician 
for  active  service  caring  for  charity  and  unassigned 
private  patients  along  with  two  other  staff  pediatricians. 
Florida  license  desirable.  Write;  Eugene  C.  Chamber- 
lain,  M.D.,  Director  of  Medical  Education. 


INTERNIST  W.ANTED:  Preferably  under  35, 
for  addition  to  established  corporate,  4 man  family 
practice  group  in  Cape  Canaveral  area.  Retirement 
and  profit-sharing  programs.  Salary  first  year,  part- 
nership thereafter.  .Attractive  complete  facilities,  in- 
cluding newer  laboratory  equipment,  consulting  radiol- 
ogist who  does  fluoroscopic  work  on  the  premises,  and 
pharmacy.  Space  and  equipment  adequate  for  expan- 
sion with  no  initial  investment.  Contact  A.  F.  Strat- 
ton Jr.,  M.D.,  Brevard  Medical  Group,  P.O.  Box  746, 
Cocoa,  Florida  32922.  Phone:  (305)  636-2621. 
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Miscellaneous 


GENERAL  PRACTITIONERS  OR  INTERNISTS: 
One  or  two  to  join  established  GP  in  forming  a group 
in  rapidly  growing  area  in  central  Florida.  Semi-rural 
community,  suburb  of  large  city,  good  schools  with 
balanced  trouble  free  integration  already  accomplished. 
Write  C-972,  Post  Office  Box  2411,  Jacksonville, 
Florida  32203. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca 
tion  on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  der- 
matologist and  ophthalmologist.  Write  C-901,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


EMERGENCY  ROOM:  Attractive  openings  for 

hospital  commencing  its  own  emergency  room  service. 
Located  in  North  Florida  near  Jacksonville  a^ea. 
Reply  to  C-961,  P.O.  Box  2411,  Jacksonville,  Fla. 
32203. 


ADDITIONAL  PHYSICIANS  NEEDED  for  group 
practice.  All  fields  of  practice  in  short  supply,  especial- 
ly GP,  pediatrics,  allergy,  dermatology,  geriatrics,  inter- 
nal medicine  and  obstetrics.  County  shows  extremely 
rapid  growth.  New  hospital  to  be  completed  in  near 
future.  Contact  Charlotte  Inter-Medic  Health  Center, 
1120  South  Tamiami  Drive,  Port  Charlotte,  Florida 
339SO.  Telephone:  (813)  62S-7121. 


WANTED  IMMEDIATELY:  Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


30  PHYSICIAN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


WANTED:  Locum  tenens  for  general  and  indus- 

trial practice  for  the  month  of  July.  Contact  Wiley 
E.  Koon,  M.D.,  P.A.  (813)  294-3585. 


WEST  FLORIDA  RESORT  COMMUNITY 
NEEDS  PHYSICIANS:  Family  practice  and  all  spe- 
cialties. Excellent  hospital  facilities  and  the  world’s 
most  beautiful  beaches.  A wonderful  place  to  raise 
your  family.  John  F.  Mason,  M.D.,  Secretary,  Bay 
County  Medical  Society,  518  North  (Zove  Blvd.,  Pan- 
ama City,  Fla.  32401. 


EMERGENCY  ROOM  M.D.’S  WANTED.  Cen- 
tral East  Coast  Florida.  Florida  license  required.  Part 
time  or  full  time  available.  Write  Physician’s  Emer- 
gency Service,  1350  South  Hickory  Street,  Melbourne, 
Florida  32901. 


situations  wanted 


ORTHOPEDIC  SURGEON,  Florida  licensed,  U.S. 
citizen,  age  32.  Veteran,  desires  coastal  location  in 
Florida,  in  association  or  group  practice,  after  Septem- 
ber, 1971.  Write  C-975,  P.O.  Box  2411,  Jacksonville 
32203. 


POSITION  WANTED:  RADIOLOGIST-NU- 

CLEAR MEDICINE.  Certified  in  radiology  Decem- 
ber 1970.  Completing  two  years  full  time  training  in 
nuclear  medicine  June  30,  1971.  Available  July  1, 
1971.  Florida  Boards  1960  and  diplomat  of  National 
Boa'd  of  Medical  Examiner  1961.  Member  of  Dade 
County  Medical  Association,  FMA,  SMA,  AMA,  and 
Society  of  Nuclear  Medicine.  Membership  application 
in  progress  for  Florida  Radiological  Society.  Write 
C-984,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 

LOCATION  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  Write  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 

ANESTHESIOLOGIST  interested  in  locating  in 
small  inland  city  in  Florida.  Age  37,  U.S.  graduate, 
Florida  license.  Write  C-978,  P.O.  Box  2411,  Jackson- 
ville, Florida  32203. 

PATHOLOGIST:  40  years  old,  native  U.S.,  ex- 
perienced director  with  both  C.P.  and  A.P.  boards. 
Florida  license,  highest  qualifications  and  motivation. 
Write  C-982,  P.  O.  Box  2411,  Jacksonville,  Florida 
32203. 

INTERNIST— CARDIOI.OGIST:  Board  certified, 
Florida  license,  age  31,  military  service  completed. 
University  trained,  cath.  experienced.  Desires  associa- 
tion in  Florida  location  with  one  or  two  M.D.’s  of 
similar  background.  Write  C-976,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 

SITUATION  WANTED:  40  year  old  General 

Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  association.  Write  C-983, 
P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

ANESTHESIOLOGIST:  31  years  old.  Board  cer- 
tified. Florida  license,  desires  association.  Three  year 
major  university  training,  military  service  completed. 
Full  details  first  letter.  Write  C-986,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 

( Continued  ) 
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real  estate 

EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S1S0. 


AVAILABLE:  Prime  office  space  in  the  Arlington 

Medical  Center,  819  Townsend  Blvd.,  Jacksonville,  Fla. 
Located  in  the  largest,  fastest  growing  business  and 
residential  area  in  Duval  County.  Excellent  parking 
facilities.  Phone  246-2882. 


AVAIL.\BLE:  Very  attractive  second  floor  Pent 

House  office  suite.  Suitable  for  medical  association. 
2,400  sq.  ft.  Will  alter,  attractive  rent,  wall  to  wall 
carpeting.  Near  Holy  Cross  Hospital;  Imperial  Pt. 
Hospital.  Finest  location.  Must  see.  Ralph  Pelaia, 
D.D.S.,  2480  E.'  Commercial  Blvd.,  Ft.  Lauderdale,  Fla. 
Phone  771-8880.  Evenings  771-2217. 


equipment 

PHYSICI.\N’S  INSTRUMENTS  (general  practi- 
tioner), chrome  and  stainless  steel,  in  excellent  condi- 
tion, reasonable;  Detecto  scale.  Phone  (305)  851-3932, 
Orlando,  Florida,  E.  W.  Rhodes. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  pubhcation. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  assodates,  and  is  with- 
out charge. 


Reminder 

Send  in  your  favorite  photographs  or  color  slides  which  might  be  appropriate  for  the  cover  of 
the  Journal.  They  will  be  handled  with  care  and  returned  to  you. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Ashevdlle  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

(diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

L.\BORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  ” 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  In- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using 
paired-night,  double-blind  crossovd 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  b , 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certn 
hypnotics  in  two  separate  preferen : 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of  W 
seven  consecutive  treatment  nighti.W 
according  to  subjective/objective  I . 
evaluations.  , U 
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In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  etal.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc,  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
etal.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 
NewT"V  1 

Dalmane 

Cflurazepam  hydrochloride 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronio  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 
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I 'feu  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy§rOtOn"chlorthalidone  usp 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may.occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
I should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 

perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
i • nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
i in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
j childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
! initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
‘ determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
! imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
I potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended,  Reactions:  Nausea,  gastric  irritation,  vomiting, 

j anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 

^ thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
: pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
. compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I rerageDojage;  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other  , 

I day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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Can  one  prescription  do 
the  work  of  two? 


Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Behtyl®  (dicyclomine  hydrochloride)  too. 


X-  N The  Wm.  S.  Merrell  Company 

( Merrell  J Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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nepanil’Ten-taB 

I B (continuous  release  form) 

idiethylpropion  hydrochloride^  N.R) 


■When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
.less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
\ this  drug;  in  emotionally  unstoble  potients  susceptible  to  drug  abuse, 
t Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  caution  in 
* patients  with  severe  hypertension  or  severe  cordiovoscuior  diseose.  Do  not  use  dur* 
;ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
f Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
? pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
I in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  moy 
I I occasionally  couse  CNS  effects  such  os  Insomnio,  nervousness,  dizziness,  anxiety, 


ond  jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vascu/or  effects  reported  include  ones  such  as  tachycordia,  precordial  pain, 
arrhythmia,  palpitation,  and  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  offer  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  A/fergic  pfienomeno  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  ond  erythemo.  Gostroinfest/no/  effects  such  as  diorrheo, 
constipation,  nausea,  vomiting,  ond  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  T-107/4/71/u  s patent  no  3,001.910 
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DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylllne  may  produce  Intestinol  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC.' 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Nothing  new  about  Synirin  other  than 
...  it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


USPIRIM  5 OR.— PENTOBARBITAL  t/8  OR. 


ETHICAL  ANALGESIA  (economical  if  prescribed 
“ in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  formulation  may  he  recptestecl. 
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Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  pbenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

^once  /S''56 


Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


President's 


Page 


Write  Your  Congressman 


This  is  my  last  President’s  Page.  I sort  of  regret  not  having  more  because  I still  have  a lot  of 
things  on  my  mind  to  say.  I suppose  most  of  my  efforts  have  read  as  if  I had  run  around  the  house 
until  I got  up  a good  lather  and  then  dashed  off  a mad  letter. 

Well,  I’m  mad  again!  Another  one  of  the  tentacles  of  the  federal  octopus  is  now  butting  in  on 
good  medical  practice.  By  the  time  this  page  appears,  most  of  you  will  be  aware  of  the  policy  state- 
ment of  the  FDA  concerning  combination  drugs.  I also  believe  most  of  you  are  well  aware  of  the  pros 
and  cons  of  combination  drugs.  I won’t  belabor  the  questions  of  economy,  convenience,  custom,  etc. 

I have  one  point  to  make.  Somehow  or  other,  somebody  has  persuaded  most  everyone  in  gov- 
ernment that  we  doctors  don’t  keep  up,  we  don’t  read  our  literature,  we  don’t  know  what  we’re  treating 
or  what  we’re  prescribing. 

When  the  Senate  held  hearings  concerning  the  “pill,”  the  notion  was  obviously  in  many  Senators’ 
minds  that  they  just  had  to  protect  the  public  from  the  ill-considered,  ignorant  administrations  of 
the  doctors. 

Now  the  FDA  is  saying  about  the  same  thing.  This  unwarranted  contumely  is  ridiculous.  I think 
it  reprehensible  that  any  part  of  our  government  sees  fit  to  so  derogate  our  profession,  even  by  impli- 
cation. Without  available  statistics.  I’ll  wager  that  we  doctors  attend  more  meetings  and  subscribe  to 
more  literature— and  read  it — than  any  like  number  in  any  group,  professional  or  not.  In  spite  of 
implications  to  the  contrary,  doctors  do  keep  up. 

Maybe  Congress  really  meant  that  the  FDA,  and  not  the  clinician,  should  decide  what  is  good 
medical  practice,  but  I don’t  believe  so.  As  far  as  I’m  concerned  the  FDA  is  intruding  into  a field 
where  it  lacks  competence  and  should  lack  jurisdiction. 

I’ve  written  to  my  Congressman.  Have  you? 


J.  FLORIDA  M.A./MAY  1971 


7 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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Brief  Summary  of  Prescribing  Informadon- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  dkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-s)ropathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliap^  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
<»lvcosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.l.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 
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Salutensinl 


hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


BRISTOL 


BRISTOL  LABORATORIES  ,■ 
Division  of  Bristol-Myers  Company  “ 
Syracuse,  New  York  13201 


The  antihypertensive  thenii^ 
that  is  ea^to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy*to-liye>with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy>to-Uve with  cost  of  therapy.  The  one  to  two 
^ tablets  a day  maintenance  dose  makes  Salutensin 
f economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Saliitensiif 

hydroflomethiazide,  50  mg./  reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


The  gas/acid  group  of  disorders 

The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
lyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

^rees  captured  gas... neutralizes  free  acid 

5ilain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
dH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
lydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
ichieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
'elief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

Slanger,  A.;  Med.  Times 150  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gel 


Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


/IHDOBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


■CfUS-l  IlfcIMI 

■ccVMSterHaSoliitlaii 

Uneocin* 

(SflComycHi 
UpkocMorWa  iniKtion) 
liu<«.to3Mnif.p«fCC 
lincamyctn 


Ipjolin  |BH[^ 


sterile  solution  (300  ma  per  ml. ) 

■ © 


Consider  Lincocin 

(lincomycin  hydrochloride , Upjphn) 


and  single-dose  2 
disposable  syringeL^ 


70  by  The  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN 


mce-popular  treatment  for  back  pains 
s to  have  the  seventh  son  of  a seventh  son 
nd  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


I r headache,  a sovereign  remedy  was 
^^Area^  a snakeskin  round  one's  head. 


A realistic 
approach 

to  pain 
relief 


mpirin 


compound  with  Codeine 
Phosphate  gv.  1/2  No.  3 

rch  tablet  contains: 

cdeine  Phosphate  gr.  1/2  (Warning- 

ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  ( 

spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

Keeps  the  promise  • 
I »f  pain  relief  ^ 

3j.W.  & Co.'  narcotic  products  are 
I ass  "B",  and  as  such  are  available  on  oral 
■ escription,  where  State  law  permits. 

1 1^  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.  M 

l|2u  IVickahoe,  N.Y. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIHF' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI 

o 

c 
O 

o 

THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request  o 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by 
Joe  Namath 


NORGESIC 

(orphenadrine  citrate,  25  mg  ; aspirin,  225  mg.; 
phenacetin,  160  mg.;  caffeine,  30  mg.) 

the  versatile  analgesic 
offers  fast  onset  of  symptomatic  relief 
produces  a high  level  of  analgesia 
affords  sustained  pain  relieving  action 


provides  predictable  relief- 
overall  satisfactory  response  in 
approximately  80%  of  patients 

Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine, Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(Darvori*) 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established,  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed.  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
tionship has  been  established. 

Dosage  and  Administration:  Adults  - 1 to  2 tablets  3 to  4 times  daily. 

Riker  Laboratories Jnc.  ^1^ 
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\ Norgesic...the  versatile  analgesic 
y provides  effective  analgesia  and  relief 
I of  associated  muscle  spasm 


Peritrate’SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


For  the 
prevention 
of  the 
gripping 
pain  of  . 
angina  J 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHIUCOTT 

Morris  Plains,  New  Jersey  07950 


PRimER 

PLUS 

FIcKoplasf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City 

State Zip 
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They  all  have  two  things  in  common:  they  have  monilial  vaginitiif  c; 


CANDEPTIN  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  hign  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  = more  advantages  for  your  patients  * • * 

It’s  fast”?*^*^™?^  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  5afe~”°  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.5'^ 

It’s  eonvenient“^^^y  forms,  encourages  pa- 

tient*acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven  -Candicidin  is  significantly  more  po- 
tent in  vitro  tnan  nystatin,'  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.2'3.4  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy. 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal  C : 
Ointment,  and . . . new.  VaGELETTES  jf 

Now  Vagelettes  offer  a unique  new  dosage  form— cancfr- 
cidin  ointment  in  a soft  gelatin  capsule  — for  virtual! 
unlimited  application.  With  Candeptin  in  three  forirl 
your  range  of  therapy  has  been  extended  to  meet  evtjh 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narrcj  : 
soft  end  of  the  Candeptin  Vagelette  and  extrude  conter, 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  w ithol^ 
the  need  for  an  applicator  or  inserter  for  intravaginal  usi 

□ For  the  multiple  needs  of  all  your  patients— topic]  ' 
application  for  labial  involvement,  intravaginal  use  , 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.;  Antibiotics  Annual  1959-19(  w 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.llft 
Journal-Lancet  55:287  (July)  1965.  3.  Giorlando,  S.W.,  Torr  a- 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90:370  (Oct.  'U 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  75:36  (Feb.)  1966.  5.  Gi‘l* 
lando,  S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Repo  ft 
on  File,  Medical  Department,  Julius  Schmid.  I 
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Fean  now  becuredwithCandeptin.  Even  these  two. 


DEPTD4® 

(iCidin  Vaginal  Tablets,  Ointment,  VAGELETTES'''” 
t'iption;  Candeptin  (candicidin)  Vaginal  Ointment  contains 
Version  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
v6%  Candicidin  activity  in  U.S.P.  petrolatum.  3 mg.  of  Can- 
n is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 

■ eptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
Co  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
(.e  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
l)f  Candicidin  activity  dispersed  in  5 gm.  U.S.R  petrolatum. 

. n:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
! possess  anti-monilial  activity. 

lations:  Vaginitis  due  to  Candida  albicans  and  other  Candida 
i'S. 

i raindications:  Contraindicated  for  patients  known  to  be 
: ive  to  any  of  its  components.  During  pregnancy  manual 
);t  or  Vagelette  insertion  may  be  preferred  since  the  use  of 
lintment  applicator  or  tablet  inserter  may  be  contraindicated, 
lion:  During  treatment  it  is  recommended  that  the  patient  re- 
> from  sexual  intercourse  or  the  husband  wear  a condom  to 
H re-infection. 

rse  Reaction:  Clinical  reports  of  sensitization  or  temporary 
'tion  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
llettes  have  been  extremely  rare. 

'ge:  One  vaginal  applicatorful  of  Candeptin  Ointment  or 
Vaginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat* 
ment  may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin* 

Vaginal  Tablets/Ointracnt, 

tCallQlClQlIl/ VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 
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Someone 
acutely  ill 
needs  this 


It’s  available  because  of  Mediceni 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of 
care  facilities.  A professional  medical  staff  supa 
all  recuperative  care  under  the  direct  orders  of  ea<j 
tient’s  personal  physician.  Room  rates  are  nomir 
about  one-half  the  cost  of  general  hospitals.  And 
a growing  list  of  insurance  companies  that  already  pj 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  commtl 
health  care  system.  Get  to  know  the  Medicenter  soonj 
visit  or  inquiry  is  welcome  anytime. 


Medicenter  of  America  / Port  Lauderdale  • Jacksonville  • Leesburg  • Tallahassee  • Tampa,  Florida 


Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


i ■ '.-b 

ttransMion* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T^to  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T^. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism ; sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0. 1 mg.  daily,  and  may  be  increased  by  0. 1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES  INC 

Morton  Grove.  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road*  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 

a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  EREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white) ; 0. 1 mg.  (yellow) ; 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES : 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


( 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


Southern  Medical 
Association 

Cordially  Invites 
All  Florida  Physicians 
To  Attend  The 

65  th 

ANNUAL  MEETING 

NOVEMBER  1-4,  1971 
HOTEL  FONTAINEBLEAU 

A complete  scientific  meeting — twenty-one  specialty 
sections  sharing  a unique  inter-disciplinary  experience. 

NO  REGISTRATION  FEE 

For  information  contact  SOUTHERN  MEDICAL  ASSOCIATION,  2601  Highland  Avenue.  Birmingham,  Alabama  35205 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


WSOMLAIir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretic 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  sever 
investigators''''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  der, 
onstrated  both  by  objective  measurement’'*  and  observation  of  clinical  improvement. 
Indications;  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascul, 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebi 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteri 
sclerotic,  diabetic,  thrombotic).  Composition;  VasodIlan  tablets,  isoxsuprine  HCI  10  m 
and  20  mg.  Dosage;  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Caution 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imm 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects;  Occasional  pa 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detai 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clar 
son,  I.  S.,  and  LePere,  D.  M.:  Angiology  77  ;190-192  (June)  1960.  2.  Horton,  G.  1 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R.:  Angiology  75:82-87 
(Feb.)  1964.  uaboratorie 


® 1971  MEAD  JOHNSON  ft  COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A. 


184571 


Now 

available  for  your 

prescribing 

needs 


O 

Cordraif  tape 


Flurandrenolidelape  (4  mc9  per  sq  cm  i 


Additional  information  available  upon  request  > Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Introdicction:  We  are  grateful  to  the  Journal  of  the  Florida  Medical  Association  for  the  opportunity  of  dis- 

seminating the  information  transmitted  at  the  Second  Annual  Birth  Defects  Symposium,  “Disorders  of  Glucose  Metab- 
olism in  Childhood,’’  held  at  the  University  of  Florida  College  of  Medicine,  Gainesville,  October  30-31  1970.  No  phy- 
sician has  the  time  to  attend  all  the  postgraduate  programs  he  would  like  to,  but  this  fact  does  not  diminish  his  need 
to  know  the  current  thinking  on  the  problems  he  must  deal  with.  To  meet  this  need  in  a wide  variety  of  birth 
defects  problems  is  the  purpose  of  the  postgraduate  education  program  of  the  University  of  Florida’s  Birth  Defects 
Center.  We  look  forward  to  an  informative  annual  contribution  toward  this  goal  via  the  Journal’s  publication  of  these 
symposia. 

We  wish  to  express  our  appreciation  for  generous  contributions  that  made  this  symposium  possible  from  The  Up- 
john Co.,  USV  Pharmaceutical  Corp.,  Eli  Lilly  and  Co.,  Chas.  Pfizer  and  Co.,  Inc.,  and  the  North  Central  Florida 
Chapter  of  the  March  of  Dimes. 

Arlan  L.  Rosenbloom,  M.D. 

Director,  National  Foundation — 
March  of  Dimes  Birth  Defects  Center 
Owen  M.  Rennert,  M.D. 

Chief,  Division  of  Genetics,  Endocrinology 
and  Metabolism 


Regulation  of  Energy  Metabolism  in  Children 

Allan  Drash,  M.D. 


constant  source  of  energy  is  a requirement 
for  the  human  organism.  Interruption  of  the 
energy  supply  to  the  essential  organs,  even  for 
brief  periods  of  time,  may  result  in  irreversible 
damage  or  death.  Over  eons  of  evolutionary  time, 
the  mammalian  organism  has  evolved  control 
mechanisms  which  are  uniquely  suited  to  maintain 
metabolic  balance  and  homeostasis  in  the  face  of 
intermittent  and  occasionally  prolonged  periods 
of  food  deprivation.  However,  man  is  ultimately 
dependent  upon  his  nutritional  intake  to  meet  all 
of  his  energy  needs. 

Consider  evolving  man  as  a hunter  who  ate 
substantial  amounts  of  foods  only  when  he  made 
a kill.  It  is  clear  that  we  would  not  be  here  today 
if  the  body  had  not,  through  evolutionary  refine- 
ment, developed  methods  for  storage  and  retrieval 
of  energy.  Unlike  our  situation  today,  our  ances- 

Dr.  Drash  is  Associate  Professor  of  Pediatrics,  University  of 
Pittsburgh ; Director,  The  Clinical  Study  Center,  The  Children’s 
Hospital  of  Pittsburgh. 

This  work  was  supported  in  part  by  the  Renziehausen  Trust 
and  United  States  Public  Health  Service  Grant  for  Clinical  Re- 
search Centers  (RR-84). 


tors  had  to  be  able  to  tolerate  long  periods  of 
fasting,  yet  remain  active  and  mobile  in  order  to 
continue  the  hunt.  This  meant  that  storage  mech- 
anisms had  to  be  perfected  and  highly  compact 
sources  of  energy  utilized.  Otherwise  the  endoge- 
nous storage  depots  would  place  on  the  hunter  an 
inordinate  burden  of  both  weight  and  space,  thus 
greatly  hampering  his  physical  capabilities. 

Pathological  alterations  in  the  normal  sequence 
of  energy  metabolism,  storage,  and  retrieval  are 
reflected  in  individual  cases  as  disease  states.  I 
would  like  to  briefly  review  the  mechanism  for 
the  assimilation  of  nutrients,  their  storage  and 
interconversion  and  some  of  the  primary  bio- 
chemical pathways  that  are  involved  in  energy 
metabolism. 

Nutritional  Needs 

The  American  diet  is  made  up  approximately 
of  45%  of  total  calories  coming  from  carbohy- 
drate, 40%  from  fat  and  about  15%  from  protein. 
About  two  thirds  of  our  carbohydrate  calories 
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come  from  refined  or  simple  sugars.  This  is  a 
revolutionary  change  in  man’s  dietary  habits. 
Until  recent  times  refined  sugars  were  not  avail- 
able and  the  carbohydrate  came  primarily  from 
starches. 

Man’s  caloric  requirement  may  be  met  by  a 
remarkably  variable  nutritional  mix.  In  many  of 
the  underdeveloped  countries  carbohydrate,  prin- 
cipally from  grains,  makes  up  a much  larger  pro- 
portion of  the  total  dietary  requirements  than  in 
Western  man.  In  certain  parts  of  Africa  70-80% 
of  the  total  caloric  requirements  are  derived  from 
carbohydrate,  almost  exclusively  from  grain.  At 
the  other  extreme,  the  Eskimo  derives  most  of  his 
caloric  requirement  from  fat  and  protein  and  very 
little  from  carbohydrate.  Carbohydrate,  then,  is 
not  an  essential  .ingredient  of  the  diet.  The  neces- 
sary ingredients  include  protein,  providing  the 
essential  amino  acids,  a small  amount  of  fat  to 
provide  the  essential  long-chain  fatty  acids  and 
certain  vitamins  and  other  trace  metals.  The  es- 
sential aspects  of  the  diet  really  make  up  a small 
proportion  of  the  total  caloric  needs.  The  individ- 
ual, then,  is  left  free  to  choose  the  source  of 
calories  for  energy  purposes. 

Digestion 

The  digestive  process  involves  the  degradation 
of  complex  foods  to  much  smaller  particles  which 
are  then  absorbed  from  the  intestinal  tract.  Pro- 
teins are  sequentially  degraded  to  dipeptides  and 
then  under  the  influence  of  intestinal  dipeptidases 
are  split  into  single  amino  acids  and  absorbed  as 
such.  I would  like  to  make  a prediction  that  we 
are  going  to  find  malabsorptive  diseases  in  which 
there  are  dipeptidase  deficiencies  very  comparable 
to  what  occurs  with  disaccharidase  deficiencies. 

The  starches  are  split  by  amylase  either  of 
salivary  or  pancreatic  origin  to  the  disaccharide, 
maltose.  The  other  two  primary  carbohydrates  in 
our  diet  are  disaccharides,  milk  sugar  or  lactose 
and  table  sugar  or  sucrose.  Disaccharidase  activity 
occurs  in  the  brush  border  of  the  intestinal  mucosa 
which  contains  specific  enzymes  responsible  for  the 
splitting  of  disaccharides  to  monosaccharides. 
Maltose  is  split  to  two  glucose  units  by  the 
enzyme,  maltase.  Sucrose  is  split  by  the  enzyme, 
sucrase,  to  yield  glucose  and  fructose  and  lactose 
is  split  by  the  enzyme,  lactase,  to  yield  one  mole- 
cule of  galactose  and  one  of  glucose.  Congenital 
or  acquired  absence  of  one  or  more  of  the  intes- 
tinal disaccharidase  enzymes  will  result  in  impair- 
ment in  degradation  of  the  specific  carbohydrate, 
resulting  in  diarrhea,  malabsorption  and  failure 
to  thrive. 


Dietary  fats  are  primarily  neutral  fats  or  tri- 
glycerides. These  are  absorbed,  not  into  the  portal 
circulation,  but  primarily  into  the  l3onphatic 
drainage  of  the  small  intestine  as  very  small  fat 
droplets,  chylomicrons,  which  then  get  into  the 
general  circulation  through  the  thoracic  duct. 

Metabolic  Interrelationships 

Galactose  and  fructose  per  se  play  a very  small 
role  in  energy  metabolism.  However,  by  enzy- 
matic interconversion,  these  sugars  are  readily 
changed  to  glucose.  A discussion  of  some  of  the 
major  points  of  carbohydrate  metabolism  is  ap- 
propriate at  this  point. 

The  liver  is  central  in  the  control  of  energy 
metabolism.  The  hexoses,  glucose,  galactose  and 
fructose,  are  readily  transferred  across  the  liver 
cell  membrane  on  the  basis  of  concentration  gra- 
dient. This  is  different  from  most  of  the  other 
tissue  in  the  body  in  which  insulin  functions  as 
a mediator  of  transport  across  the  cell  membrane. 
Insulin  is  not  required  to  move  glucose  into  the 
liver.  The  first  biochemical  intracellular  reaction 
that  occurs  with  the  hexoses  is  phosphorylation. 
Glucose  is  phosphorylated  to  glucose-6-phosphate. 
Galactose  is  phosphorylated  to  galactose-1 -phos- 
phate and  fructose  primarily  to  fructose- 1 -phos- 
phate but  also  to  fructose-6-phosphate.  Glucose- 
6-phosphate  is  central  in  terms  of  energy  metab- 
olism. It  is  the  primary  substrate  for  the  Emb- 
den-Meyerhof  pathway  (Fig.  1).  This  is  the 
major  pathway  of  glucose  degradation  and  of 
energy  production  in  which  glucose-6-phosphate 
is  taken  sequentially  to  pyruvate.  It  is  important 
to  realize  that  this  is  an  anaerobic  pathway.  It 
does  not  require  organic  elemental  oxygen.  The 
end  product  of  the  Embden-Meyerhof  pathway  is 
pyruvic  acid  which  then  is  normally  metabolized 
in  one  of  three  ways.  If  the  pathways  are  fully 
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opened  and  energy  metabolism  is  going  as  it 
normally  does  in  the  postprandial  period,  there 
is  movement  into  and  around  the  TCA  cycle  (tri- 
carboxylic acid)  with  the  production  of  CO2, 
water  and  ATP  (the  storage  form  of  energy). 
Another  possibility  is  decarboxylation  or  a split- 
ting off  of  CO2  to  produce  acetyl-CoA.  This  com- 
pound may  be  either  oxidized  through  the  TCA 
cycle  or  used  to  form  long-chained  free  fatty  acids 
(FFA).  When  elemental  oxygen,  which  is  neces- 
sary in  the  TCA  cycle,  is  unavailable  there  is  a 
reduction  of  pyruvate  to  lactate,  an  entirely  rever- 
sible reaction.  The  Embden-Meyerhof  pathway 
produces  an  important  byproduct  of  the  triose 
phosphates,  alpha-glyceryl-phosphate.  Alpha-gly- 
ceryl-phosphate  is  the  backbone  of  triglycerides. 
It  makes  up  the  three  carbon  units  onto  which 
long-chain  fatty  acids  are  placed  in  order  to  form 
neutral  fat. 

An  alternate  energy  pathway  is  the  hexose 
monophosphate  shunt.  This  is  an  oxidative  path- 
way. It  is  of  primary  importance  in  energy  metab- 
olism because  it  produces  the  hydrogen  ion  (TPN 
H+)  which  is  utilized  in  the  production  of  long- 
chain  fatty  acids. 

To  summarize,  the  backbone  of  fats,  alpha- 
glyceryl-phosphate,  is  produced  as  a side-product 
of  the  triose  phosphates.  The  basic  unit  of  the 
long-chain  fatty  acid,  acetyl-CoA,  is  a by-product 
of  pyruvic  acid  and  the  hydrogen  ion  necessary  for 
the  reduction  of  acetyl-CoA  and  the  further  pro- 
duction of  long-chain  fatty  acid  results  from  the 
pentose  shunt.  These  are  the  mechanisms  for  the 
production  and  storage  of  energy  in  the  form  of 
fat. 

Glucose-6-phosphate  is  important  from  another 
point  of  view  in  terms  of  energy  storage.  It  is  a 
precursor  of  glycogen.  Glucose-6-phosphate  is 
converted  to  glucose- 1 -phosphate  by  the  appro- 
priate enzyme  and  this  then  reacts  with  a glycogen 
primer  to  increase  the  size  of  the  glycogen  mole- 
cule under  the  influence  of  glycogen  synthetase 
and  the  brancher  enzyme.  In  the  degradation  of 
glycogen  to  free  glucose,  the  initiating  enzyme  is 
phosphorylase  which  splits  off  individual  periph- 
eral glucose  units  and  then  another  enzyme,  the 
debrancher  enzyme,  splits  the  branch  points  and 
allows  phosphorylase  to  continue  degradation. 
Glucose  is  released  from  the  liver  under  these 
circumstances  by  two  mechanisms.  Free  glucose 
can  be  released  by  the  debrancher  enzyme.  Only 
about  10%  of  the  total  glycogen  can  be  released 
directly  as  free  glucose.  The  remainder  is  con- 


verted back  to  glucose- 1 -phosphate  and  further 
converted  to  glucose-6-phosphate.  It  may  go 
through  the  various  pathways  previously  dis- 
cussed. Its  release  into  the  general  circulation, 
which  is  the  mechanism  by  which  the  liver  controls 
the  concentration  of  glucose  in  the  blood,  is  de- 
pendent upon  glucose-6-phosphatase,  the  enzyme 
that  is  deficient  in  type  1 glycogen  storage  disecise. 

The  body’s  ability  to  store  energy  in  the  form 
of  glycogen  is  greatly  limited.  In  the  immediate 
postprandial  period  the  glycogen  content  of  the 
liver  rarely  exceeds  5%.  Small  amounts  of  gly- 
cogen are  found  in  the  skeletal  muscles  and  kid- 
ney. Skeletal  muscle  is  deficient  in  glucose-6-phos- 
phatase,  consequently,  muscle  cannot  release  glu- 
cose. It  releases  lactate.  The  liver  store  of  gly- 
cogen must  then  be  considered  the  primary  source 
of  glucose  to  the  body  during  periods  of  fasting. 
There  are  approximately  60  grams  of  glucose  in 
the  form  of  glycogen  in  the  liver  of  the  70-kilo 
man  in  the  postprandial  period.  Consider  that  this 
70-kilo  man  has  a daily  requirement  of  2400 
calories.  Sixty  grams  of  glycogen  is  equivalent  to 
only  about  240  calories  so  that  10%  of  his  24- 
hour  caloric  needs  are  available  in  the  liver  in  the 
form  of  glycogen.  If  he  were  completely  depen- 
dent upon  liver  glycogen  for  his  total  energy  re- 
quirements his  glycogen  content  and  his  blood 
glucose  would  fall  to  zero  in  about  lYz  hours  and 
he  would  obviously  die.  This  does  not  happen 
because  of  the  control  mechanisms. 

Reversal  of  the  Embden-Meyerhof  pathway 
is  the  mechanism  for  generating  glucose  or  poten- 
tial glucose  from  other  sources.  This  is  called 
gluconeogenesis,  the  making  of  glucose  from  com- 
pounds which  are  not  carbohydrate.  This  occurs 
primarily  from  amino  acids  but  some  glucose  is 
produced  from  glycerol,  pyruvates  and  lactase. 
When  fat  is  mobilized  it  starts  out  as  neutral  fat 
which  is  glycerol  with  three  long-chain  fatty  acids 
attached.  In  the  mobilization  process  triglyceride 
lipase  splits  the  long-chain  fatty  acids  from  glyc- 
erol. Glycerol  may  be  regenerated  to  form  glucose. 
The  long-chained  fatty  acids  cannot  be  convert- 
ed into  glucose.  However,  from  the  point  of  view 
of  energy  balance  fatty  acids  are  used  as  an  alter- 
nate fuel. 

Let  us  now  turn  to  a consideration  of  some 
of  the  metabolic  changes  that  occur  following 
the  ingestion  of  food.  In  the  period  following  the 
ingestion  of  a mixed  meal,  there  is  a rise  in  the 
concentration  of  glucose  and  amino  acids  in  the 
peripheral  circulation.  This  increase  in  concen- 
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tration  above  basal  levels  lasts  for  2-3  hours. 
During  this  period,  the  immediate  postprandial 
period,  the  body  is  burning  glucose  as  the  pre- 
dominant source  of  energy.  There  are  a number 
of  ways  to  demonstrate  this  but  one  of  the  most 
direct  is  the  utilization  of  the  respiratory  quotient 
(RQ).  When  the  energy  source  is  coming  from 
carbohydrate  one  produces  the  same  amount  of 
CO2  as  he  utilizes  oxygen  and  RQ=  1.0.  When 
burning  fat,  the  RQ  is  about  .6,  indicating  that 
there  is  a greater  amount  of  CO2  produced  for  the 
amount  of  oxygen  utilized.  Utilizing  these  mea- 
surements, we  know  that  in  the  immediate  post- 
prandial period,  whether  the  meal  is  pure  carbohy- 
drate or  a normal  mixed  meal,  the  RQ  will  be 
close  to  1,  because  the  body  is  utilizing  glucose 
almost  exclusively  8is  the  energy  source.  This  con- 
tinues for  two  or  three  hours.  As  time  passes 
after  food  ingestion  the  RQ  begins  to  fall  and  con- 
tinues until  a quotient  of  .6  or  .65  is  reached 
indicating  that  the  body  has  converted  over  to 
fat  as  the  predominant  fuel. 

Normal  energy  metabolism  regularly  cycles 
between  glucose  as  a primary  energy  source  during 
the  postprandial  period  to  FFA  as  a primary 
energy  source  during  the  distal  postprandial  peri- 
od. When  we  ingest  a mixed  meal,  we  release 
insulin.  Insulin  is  responsible  for  the  direction  of 
the  metabolism  over  the  next  two  or  three  hours. 
What  does  it  do?  It  directs  utilization  of  glucose 
as  the  primary  energy  source.  It  directs  the  stor- 
age of  excess  carbohydrate  either  as  glycogen  or 
as  fat.  It  inhibits  the  release  of  FFA.  As  the 
glucose  concentration  in  the  circulation,  following 
food  ingestion,  returns  toward  normal,  the  insulin 
level  falls.  There  is  then  release  of  hormones 
which  stimulate  release  of  FFA  from  adipose  tissue 
and  lead  to  conversion  to  the  utilization  of  FFA 
for  energy.  With  food  ingestion  we  switch  to 
insulin  and  glucose  metabolism.  As  the  day  wears 
on  and  the  insulin  effect  wanes,  the  body  automat- 
ically switches  back  to  FFA.  If  this  control 
mechanism  is  not  sharply  honed — if  this  does  not 
happen  efficiently,  we  have  disease.  The  control 
mechanisms  are  predominantly  hormonal  in  nature 
and  are  mediated  through  enzyme  activities. 

Insulin  has  traditionally  been  thought  to  be 
releaised  from  the  pancreas  primarily  due  to 
changes  in  the  concentration  of  glucose  in  the 
pancreatic  artery.  However,  we  know  now  that 
there  are  multiple  nutrients  which  may  stimulate 
insulin  release  from  the  pancreas.  A variety  of 
amino  acids  will  do  this.  In  addition  there  is 


some  data  suggesting  that  FFA  and/or  ketone 
bodies  may  also  stimulate  the  release  of  insulin 
from  the  pancreas.  The  effects  of  insulin  on 
energy  economy  are  multiple. 

Insulin  has  a primary  effect  on  membrane 
transport.  It  promotes  translocation  of  glucose 
from  the  intravascular  to  the  intracellular  com- 
partment. In  the  absence  of  insulin  little  glucose 
enters  the  cell.  Insulin  also  inhibits  the  release 
of  glucose  from  the  liver  by  mechanisms  that  are 
not  entirely  understood.  The  overall  effect  of  the 
injection  of  insulin  into  the  body  is  an  increase  in 
the  peripheral  uptake  of  glucose  and  a decrease  of 
glucose  released  from  the  liver,  with  a concomitant 
fall  in  blood  sugar  concentration.  In  the  presence 
of  excess  carbohydrate,  insulin  stimulates  glycogen 
deposition.  It  also  stimulates  the  conversion  of 
excess  carbohydrate  to  fat.  In  addition,  insulin 
inhibits  the  lipase  enzymes  responsible  for  mobi- 
lizing fat  from  adipose  tissue,  thus  preventing  a 
rise  in  FFA.  Insulin  antagonizes  the  action  of  the 
hormonal  agents  which  are  hyperglycemic  and 
lipolytic. 

A very  important  action  of  insulin  is  a syner- 
gistic effect  with  growth  hormone.  Insulin  can  be 
considered  a growth  hormone.  It  is  essential  to 
positive  protein  balance.  It  stimulates  an  increase 
in  amino  acid  uptake  and  RNA  synthesis.  It 
stimulates  a number  of  steps  in  the  sequence  of 
protein  synthesis.  Growth  hormone  has  a primary 
effect  on  cell  multiplication,  increasing  the  num- 
bers of  cells,  while  insulin  is  more  responsible  for 
increasing  cell  size.  Obviously  we  need  both  in 
proper  sequence  for  multiplication  and  enlarge- 
ment of  cells  in  order  to  grow  normally. 

Energy  balance  varies  according  to  supply 
and  demand  between  the  availability  of  glucose 
or  its  very  effective  substitute,  FFA.  The  control 
mechanisms  are  in  a delicate  balance  between 
insulin  and  a number  of  hormonal  agents  which 
might  be  considered  insulin  antagonists.  These  in- 
clude growth  hormone,  ACTH,  cortisone,  epineph- 
rine and  glucagon.  Growth  hormone  inhibits  the 
action  of  insulin  on  glucose  movement  in  the 
periphery.  Growth  hormone  also  has  another  in- 
teresting effect.  It  is  a stimulant  of  insulin  release. 
It  is  not  clear  whether  this  is  a direct  effect  on  the 
islets  or  secondary  to  peripheral  antagonism.  In 
the  hypopituitary  person  who  is  not  obese,  insulin 
levels  are  low  and  with  the  administration  of 
growth  hormone  insulin  responses  return  toward 
normal.  Growth  hormone  stimulates  fat  mobiliza- 
tion, providing  an  increase  in  concentration  of 
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. fat,  particularly  FFA  in  the  circulation  as  an 
I alternate  fuel. 

ACTH  has  a number  of  effects  on  carbohy- 
drate and  energy  metabolism.  Its  primary  effect 
I is  mediated  through  the  adrenal  cortex  in  the 
i stimulation  of  cortisol  production  and  release.  It 
has  some  extra-adrenal  effects.  These  include  a 
1)  direct  effect  of  ACTH  on  fat  mobilization  very 
\ similar  to  what  occurs  with  growth  hormone. 

ACTH  also  stimulates  insulin  release, 
j!  The  effect  of  cortisol  on  energy  metabolism 
is  primarily  through  the  control  of  the  rate  of 
gluconeogenesis.  Cortisol  stimulates  the  conver- 
sion of  amino  acids  into  the  glucose  pool.  The  pa- 
i|  tient  who  is  deficient  in  cortisol,  whether  he  has 
classical  Addison’s  disease  or  is  a child  with 
virilizing  adrenal  hyperplasia,  has  a tendency  to 
develop  hypoglycemia  on  fasting. 

Epinephrine  is  released  very  rapidly  and  has 
very  rapid  effects  on  energy  metabolism.  It  is 
probably  the  most  potent  mobilizer  of  FFA  and 
acts  much  more  quickly  than  does  growth  hormone 
or  ACTH.  In  addition,  epinephrine  is  involved  in 
the  conversion  of  inactive  to  active  phosphorylase 
in  both  liver  and  muscle.  Following  epinephrine 
injection  there  is  a prompt  rise  in  blood  sugar  and 
lactic  acid.  Finally,  epinephrine  has  a direct  inhib- 
itory effect  on  insulin  release.  The  only  other 
physiological  situation  in  which  we  see  inhibition 
of  insulin  release  is  starvation. 

Glucagon  is  an  interesting  hormone.  There  are 
at  least  two  glucagons,  gut  glucagon  or  a gut 
glucagon-like  compound  and  pancreatic  glucagon, 
produced  in  alpha  cells  of  the  pancreas.  The  ef- 
fects of  gut  glucagon  would  appear  to  be  predomi- 
nately on  insulin  release.  It  has  been  known  for 
years  that  oral  ingestion  of  glucose  produces  a 
much  greater  insulin  response  than  the  same 
amount  of  glucose  given  intravenously.  This  re- 
sults from  the  release  of  gut  glucagon  with  glucose 
absorption.  Pancreatic  glucagon  works  synergis- 
tically  with  cortisol  to  increase  the  rate  of  glu- 
coneogenesis. It  also  is  similar  to  epinephrine  in 
that  it  activates  liver  phosphorylase,  resulting  in 
a prompt  release  of  glucose  from  glycogen.  Both 
glucagons  are  very  effective  stimulators  of  insulin 
release. 

Derangements  of  Glucose  Metabolism 

Any  situation  which  impairs  the  glucose  phase 
of  metabolism,  i.e.,  shortens  it,  will  result  in  hyper- 
glycemia. Any  condition  that  prolongs  the  glucose 
phase  of  metabolism  or  impairs  the  switch  to  FFA 


metabolism  will  result  in  hypoglycemia — whatever 
the  situation  that  is  primarily  responsible.  A few 
illustrations  of  diseases  in  which  clinical  features 
are  predominantly  due  to  derangement  of  energy 
metabolism  might  be  useful.  Both  diabetes  mel- 
litus  and  spontaneous  hypoglycemia  are  examples 
of  defective  energy  metabolism. 

The  glycogen  storage  diseases  (GSD)  illustrate 
well  impairment  in  energy  metabolism.  There 
have  now  been  described  some  dozen  genetic  errors 
in  glycogen  metabolism.  From  the  point  of  view 
of  systemic  impairment  of  energy  metabolism. 
Types  I,  HI  and  VI  are  most  important. 

Type  I GSD  is  known  as  von  Gierke’s  disease. 
The  child  has  a very  big  liver,  frequently  has 
xanthoma,  chronic  acidosis,  growth  failure,  and 
hypoglycemia.  This  child  is  deficient  in  the  en- 
zyme glucose-6-phosphatase,  which  is  responsible 
for  releasing  free  glucose  into  the  general  circula- 
tion. The  blood  glucose  may  be  as  low  as  8-10 
mg./  lOOfo.  Yet  frequently  these  children  are 
asymptomatic  despite  very  low  glucose  levels. 

These  patients  tolerate  extreme  biochemical 
hypoglycemia  because,  over  time,  their  central 
nervous  system  adapts  to  the  utilization  of  ketone 
bodies,  FFA  and  lactic  acid  as  substitutes  for 
glucose.  We  know  that  this  can  happen  from  work 
carried  out  in  adult  obese  patients  under  prolonged 
starvation.  The  brain  does  not  make  this  adjust- 
ment rapidly,  however.  The  initial  metabolic  re- 
sponse to  hypoglycemia  is  activation  of  several 
control  mechanisms.  The  children  with  Type  I 
GSD  have  high  epinephrine  levels  and  probably 
high  growth  hormone  and  cortisol  levels  as  well. 
They  are  in  a state  of  marked  fat  mobilization. 
Because  of  this  overflow  of  FFA  they  develop 
ketone  bodies  and  characteristically  have  keto- 
acidosis. In  addition,  because  of  the  movement  of 
energy  down  the  Embden-Meyerhof  pathway  in 
the  liver  and  muscle,  they  produce  excessive 
amounts  of  lactate,  causing  lactic  acidosis.  This 
leads  to  chronic  metabolic  acidosis  which  is  asso- 
ciated with  growth  failure.  All  this  is  due  primar- 
ily to  the  impairment  of  glucose  utilization  in 
these  children. 

In  Type  HI  and  Type  VI  GSD  there  is  a very 
similar,  but  much  milder,  problem  because  the 
enzyme  deficiency  is  further  upstream  and  their 
ability  to  release  glucose  is  not  completely  im- 
paired. 

The  muscle  glycogen  diseases  represent  a dif- 
ferent form  of  energy  impairment.  Type  V gly- 
cogen storage  disease,  originally  called  McArdle’s 
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disease,  is  a deficiency  in  phosphorylase  in  muscle 
alone,  as  opposed  to  phosphorylase  deficiency  in 
the  liver  or  in  other  tissues.  Consequently,  metab- 
olism down  the  Embden-iNIeyerhof  pathwaj"  and 
into  the  TCA  cycle  is  greatly  impaired  in  these 
patients.  The  sjTnptom  complex  of  a patient  with 
muscle  glycogen  disease  is  as  follows:  easy  fati- 
gability, extreme  muscle  cramping  and  pain  on 
exertion  and  myoglobinuria.  In  the  normal  indi- 
vidual who  vigorously  exercises,  there  is  a tempo- 
rary period  in  which  the  utilization  of  energy  ex- 
ceeds the  available  oxygen.  This  is  possible  in  the 
normal  individual  because  the  Embden-Meyerhof 
pathway  is  anaerobic.  With  exercise  energy  is 
provided  to  the  actively  metabolizing  muscle 
through  the  Embden-Meyerhof  pathway.  Lactic 
acid  accumulates  because,  in  the  absence  of  0x3'- 
gen,  movement  into  the  TCA  C3^1e  is  impaired. 
An  oxygen  debt  is  built  up.  On  resting  there  is  a 
reversal  of  this  problem.  Available  ox\'gen,  from 
h\q3erventilation,  oxidizes  lactate  back  to  p}Tuvate 
and  through  the  TCA  cycle.  Persons  with  muscle 
glycogen  diseeise  cannot  develop  an  ox3'gen  debt 
because  they  cannot  enter  the  Embden-Meyerhof 
pathway.  Consequently,  they  have  great  impair- 
ment in  energy  utilization  with  physical  activity. 
This  results  in  pain  and  fatigue.  These  muscle 
s\-mptoms  are  analogous  to  the  effects  of  hypo- 
gl3'cemia  on  the  brain. 


Ketosis,  another  example  of  deranged  energ\’ 
metabolism,  results  when  the  amount  of  FFA  in 
the  circulation  exceeds  the  capacity'  for  its  metab- 
olism through  the  TCA  cycle.  This  happens 
when  there  is  an  absolute  overproduction  of  FFA 
with  no  impairment  of  the  TCA  cycle  or  when 
there  is  a primary  impairment  of  the  cy'cle  so  that 
FFA  cannot  enter.  Ketosis  is  most  commonly  seen 
in  starvation  and  diabetes.  It  would  appear  that 
in  diabetic  ketoacidosis,  due  to  insulin  deficiency, 
there  is  an  increase  in  peripheral  mobilization  of 
fat  and  an  over-production  of  FFA  in  the  circula- 
tion. Secondarily',  there  is  a slow-down  of  the 
tricarboxylic  acid  cy'cle  activity'.  This  then  results 
in  an  increased  shunting  to  ketone  bodies  and  their 
accumulation  in  the  circulation.  In  order  to 
reverse  this  problem,  of  course,  the  individual 
must  reestablish  normal  carbohydrate  metabolism. 
In  ketosis  the  body'  is  staying  too  long  with  fat 
metabolism.  The  reversal  of  this  pathway'  occurs 
when  glucose  is  presented  to  the  individual,  mth 
refeeding  in  starvation,  or  glucose  is  effectively 
delivered  to  the  cell  with  the  administration  of 
insulin  in  diabetes. 

References  may  be  obtained  from  the  author  upon  request. 
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A knowledge  of  the  biochemical  pathways  in- 
volved in  the  pathophysiology  of  diabetes  is  es- 
sential to  develop  a rational  plan  of  therapy. 
Diabetes  mellitus  is  a chronic  affliction  that  can 
be  traced  back  to  ancient  Hindu  medical  writings 
from  1500  B.C.  This  disease  state  was  first  ac- 
curately described  by  Aretaeus  the  Cappodocian 
in  the  2nd  century  B.C.  It  was  the  English  phy- 
sician, Thomas  Willis,  physician  to  Charles  II  of 
England  (1650),  who  first  linked  the  sweet  essence 
of  urine  to  the  pathogenesis  of  this  affliction.  He 
wrote: 

But  in  our  age,  given  to  good  fellowship  and  guzzling 
down  chiefly  unallayed  wine;  we  meet  with  examples 
and  instances  enough.  Those  laboring  with  this  dis- 
ease piss  a great  deal  more  than  they  drink  or  take 
of  any  liquid  aliment;  and  moreover  they  have  al- 
ways joined  with  its  continued  thirst,  and  a gentle, 
and  as  it  were  hectic  fever.  The  urine  is  wonderfully 
sweet  as  if  it  were  imbued  with  honey  or  sugar — it  is 
a running  through  of  sweet  urine. 

Enlarging  upon  this  definition  of  diabetes  we 
might  define  it  as  a chronic  metabolic  disorder 
characterized  chemically  by  hyperglycemia,  gly- 
cosuria, an  abnormality  of  insulin  metabolism,  a 
state  of  increased  protein  catabolism  and  an  ill- 
ness associated  with  episodes  of  acidosis  and 
ketosis.  Pathologically  the  m.anifestations  are 
protean,  exemplified  by  progressive  degenerative 
disease  of  blood  vessels  affecting  major  viscera 
such  as  the  kidney,  eye,  and  central  nervous 
system. 

If  it  is  viewed  as  a state  of  insulin  deprivation, 
the  immediate  metabolic  consequences  of  this  state 
are:  hyperglycemia,  glycosuria,  decreased  syn- 

thesis of  glycogen,  proteins  and  fat  and  increased 
utilization  of  fat  and  protein  as  a source  of  energy. 

In  the  normal  state  the  ingestion  of  food  re- 
sults in  the  vascular  transport  of  glucose,  fatty 
acids  and  amino  acids  to  the  liver,  brain,  muscle, 
and  adipose  tissue.  In  the  usual  circumstance 
glucose  is  oxidatively  metabolized  to  liberate 
energy.  In  addition,  glucose  in  the  liver  is  utilized 
in  the  synthesis  of  glycogen,  which  represents 
the  major  storage  form  of  glucose.  The  initial 
phases  of  glucose  metabolism  involve  certain  key 
reactions,  that  is,  the  phosphorylation  of  glucose 
by  hexokinase,  the  subsequent  conversion  to  the 
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diphosphorylated  fructose  derivative  and  the  con- 
sequent formation  of  three-carbon  units. 

In  the  presence  of  insulin  glycolysis  is  the 
favored  path  with  the  shunting  of  glucose  into 
three-carbon  units.  Insulin  is  associated  with  in- 
creased levels  of  activity  of  three  major  enzymes: 
glucokinase,  the  enzyme  responsible  for  the  phos- 
phorylation of  glucose,  6-phosphofructokinase,  the 
enzyme  which  ultimately  leads  to  the  formation  of 
fructose- 1,6-diphosphate  and  pyruvate  kinase 
which  results  in  the  conversion  of  phosphoenol- 
pyruvate  to  pyruvate.  Pyruvate  is  then  shunted 
into  the  Kreb’s  cycle  via  acetyl-CoA  or  may  di- 
rectly be  shunted  via  the  dicarboxylic  acid  cycle 
through  oxaloacetate.  During  the  state  of  insulin 
deprivation  or  deficiency,  there  is  increased  forma- 
tion of  glucose  or  increased  gluconeogenesis  due 
to  inadequate  utilization  and  entrance  of  glucose 
into  cells.  Absence  of  insulin  results  in  increased 
activity  of  several  enzymes  that  may  be  viewed 
as  antagonists  of  the  glycolytic  pathway.  These 
are:  pyruvate  carboxykinase,  phosphoenolpyru- 

vate  carboxykinase,  fructose-1, 6-diphosphatase 
and  glucose-6-phosphatase. 

In  the  diabetic  state  there  is  increased  glu- 
coneogenesis. This  effort  by  the  organism  to  pro- 
duce more  glucose  during  insulin  deficiency  implies 
that  the  formation  of  glycogen  is  minimized.  The 
enzyme  glycogen  synthetase  is  activated  by  in- 
sulin; hence,  in  the  diabetic,  the  synthesis  of  gly- 
cogen is  reduced. 

If  one  views  diabetes  as  the  state  of  impaired 
glucose  utilization  and  availability,  or  starvation 
in  the  midst  of  plenty,  it  is  predictable  that  an 
increa.se  in  gluconeogenesis  from  amino  acids  will 
occur.  Indeed,  increased  formation  of  glucose  from 
amino  acids  such  as  alanine  occurs  and  enzymes 
involved  in  gluconeogenesis  are  increased.  Con- 
cordant with  the  increased  synthesis  of  glucose  by 
deamination  of  amino  acids  and  increased  urinary 
excretion  of  nitrogen  there  is  mobilization  of 
hepatic  glycogen.  These  factors  result  in  the  in- 
creased body  pool  of  glucose  seen  in  the  diabetic 
patient.  When  the  renal  threshold  for  glucose  is 
exceeded,  glycosuria  and  osmotic  diuresis  result. 

Because  of  decreased  shunting  through  glycoly- 
tic and  other  pathways  decreased  levels  of  reduced 
pyridine  nucleotides  such  as  NADH  and  NADPH 
necessary  for  metabolism  via  the  Kreb’s  cycle 
occur.  The  reduced  movement  to  the  three-carbon 
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pool  from  glucose  and  the  increased  demand  on 
three-carbon  fragments  for  gluconeogenesis  result, 
in  part,  from  the  increased  amounts  of  acetoacetyl 
CoA  which  are  released  as  ketone  bodies. 

The  derangement  leading  to  increased  ketone 
body  formation  or  ketosis  is  largely  a consequence 
of  altered  fat  metabolism  in  the  diabetic  individ- 
ual. As  a sequela  of  the  increased  metabolic  rate 
and  reduced  availability  of  glucose  the  movement 
of  fatty  acids  from  fat  depots  into  plasma  and 
thence  to  tissues  where  they  are  utilized  as  a main 
source  of  energy  is  promoted.  Experimental  evi- 
dence demonstrated  that  increased  breakdown  of 
triglycerides  to  fatty  acids  and  glycerol  occurs  in 
the  diabetic  state.  Even  in  the  liver  this  adipose- 
liberated  fat  is  utilized  in  part  for  energy  and  in 
part  for  further  resynthesis  of  new  fat  or  trigly- 
cerides. 

The  hepatic  formation  of  lipids  however  is  im- 
paired in  the  diabetic.  This  may  be  accounted  for 
on  the  basis  of  three  observations:  (1)  a de- 
creased supply  of  a-glycerophosphate  as  a conse- 
quence of  decreased  flow  through  the  Embden- 
iVIyerhof  pathway,  (2)  decreased  production  of 
citrate  and  isocitrate  from  the  Kreb’s  cycle  which 
stimulates  liposynthetic  pathways,  and  (3)  the 
relative  lack  of  reduced  pyridine  nucleotides  nec- 
essary for  fat  synthesis.  The  increased  movement 
of  fat  in  the  diabetic  is  accompanied  by  hyper- 
triglyceridemia thought  largely  to  be  a conse- 
quence of  decreased  activity  of  lipoprotein  lipase. 

As  previously  mentioned,  the  diabetic  state  is 
accompanied  by  increased  protein  catabolism.  In 
part,  we  may  account  for  this  as  a result  of  the 
increased  gluconeogenesis;  however,  it  has  been 
proven  by  both  in  vivo  and  in  vitro  studies  that 
insulin  has  a direct  effect  on  the  protein  biosyn- 
thetic apparatus.  Insulin  promotes  the  synthesis 
of  certain  proteins,  especially  enzymes  such  as 
glucokinase.  Secondly,  it  promotes  the  transport 
of  amino  acids  across  cell  walls  and  thus  enlarges 
the  pool  for  protein  synthesis.  Lastly,  insulin 
affects  the  number  of  ribosomes  or  polysomes  ac- 
tive in  protein  synthesis.  An  in  vitro  protein  syn- 
thesizing system  obtained  from  muscle  of  diabetic 
patients  has  fewer  functioning  polysome  imits. 
This  suggests  that  insulin  initiates  the  transcrip- 
tion -of  a regulatory  protein  that  modifies  ribo- 
somes to  make  them  effective. 

Insulin  has  far-reaching  effects  on  membranes 
beyond  the  transport  of  amino  acids  and  also  plays 
a vital  role  in  the  uptake  by  cells  of  fatty  acids 
and  cations  such  as  potassium.  In  addition  this 
polypeptide  hormone  influences  the  biosynthesis 


of  the  macromolecular  acid  mucopolysaccharides. 

The  mechanisms  responsible  for  the  abnormal 
pathophysiology  of  altered  vascular  permeability 
in  diabetes  are  not  yet  clear.  No  unequivocal  evi- 
dence exists  that  these  sequelae  may  be  prevented 
by  vigorous  control  of  the  disease.  In  diabetic 
neuropathy,  one  sees  changes  affecting  the  cerebral 
cortex,  the  spinal  cord,  particularly  the  dorsal 
columns,  and  the  peripheral  nerves  and  autonomic 
nervous  system.  These  changes  may  be  attributed 
to  the  development  of  arteriosclerotic  changes  and 
episodes  of  iatrogenic  hypoglycemia.  Recent  evi- 
dence indicates  that  insulin  increases  the  utiliza- 
tion of  glucose  in  spinal  cord  and  nerves,  and  also 
increases  the  proportion  of  total  cerebral  oxygen 
consumption  accounted  for  by  glucose;  and  these 
processes,  of  course,  are  impaired  in  the  diabetic. 
In  diabetes  the  enzyme  catalyzing  the  formation 
of  acetyl-CoA,  acetyl thiokinase,  is  reduced;  thus, 
the  oxidation  of  two-carbon  fragments  is  impaired, 
resulting  in  decreased  incorporation  into  lipids  and 
myelin.  Lastly,  impaired  utilization  of  glucose 
results  in  increased  shunting  of  this  hexose  to 
sorbitol  and  fructose  (2-10  times  normal)  which 
adversely  affects  the  function  of  peripheral  nerves. 

Two  new  observations  relate  to  the  patho- 
genesis of  diabetes.  Steiner  and  collaborators 
showed  that  two  chains  of  insulin  are  derived 
from  a single  molecular  precursor  called  proin- 
sulin. This  observation  permits  the  postulation  of 
several  additional  mechanisms  whereby  diabetes 
may  arise.  Another  observation  indicates  that  the 
diabetic  individual  has  nonsuppressible  hjqDer- 
glucagonemia  which  suggests  new  avenues  for  the 
study  of  diabetes. 

Methods  for  the  study  of  the  prediabetic  and 
the  heterozygote  for  diabetes  are  still  limited; 
however,  I wish  to  share  with  you  observations  of 
Littlefield  and  co-workers  employing  tissue-cultur- 
ed fibroblasts.  Their  observations  suggest  that 
fibroblasts  obtained  from  diabetics  and  their  rela- 
tives can  be  propagated  in  tissue  culture  for 
fewer  generations  than  those  from  normals.  If 
this  experiment  is  verified,  it  suggests  an  avenue 
for  the  in  vitro  study  of  the  diseased  and  carrier 
states,  as  well  as  possible  links  to  the  process  of 
advanced  aging. 

We  are  confronted  with  a disease  that  is 
ancient  in  its  origins  and  recognition,  yet  left  with 
the  problem  of  determining  its  pathogenesis  and 
etiology. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  Rennert,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 
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Our  discussion  is  going  to  be  from  a genetic 
standpoint,  and  it  will  lead  us  into  consideration 
of  the  means  of  detecting  the  diabetic  genotype, 
discussion  of  variation  in  the  expression  of  dia- 
betes in  childhood,  and  finally,  speculations  on 
the  potential  for  management  of  preclinical 
diabetes.  Diabetes  is  a familial  chronic  disease  of 
decreased  insulin  effect  manifested  by  decreased 
utilization  of  glucose,  related  metabolic  altera- 
tions, and  small  blood  vessel  changes. 

Despite  dissatisfaction  with  blood  glucose  as 
the  discriminating  factor  in  defining  diabetes,  we 
depend  on  inappropriate  hyperglycemia  to  distin- 
guish persons  with  diabetes  mellitus  from  those 
without  the  disease.  There  are  other  biological 
markers  of  the  genetic  trait,  but  none  are  generally 
accepted  or  have  not  been  shrouded  in  controversy 
from  laboratory  to  laboratory.  J.  V.  Neel  has 
called  diabetes  the  “geneticist’s  nightmare,”  and 
there  are  several  reasons  for  this. 

The  basic  defect  inherited  in  diabetes  is  not 
known.  Does  a person  destined  to  develop  dia- 
betes inherit  the  metabolic  defect,  the  vascular 
disease,  or  are  they  genetically  linked?  The  pos- 
sibility of  heterogenity  is  great.  A few  years  ago 
Conn  told  us  that  the  diabetes  mellitus  of  patients 
with  hyperaldosteroidism  was  due  to  potassium 
depletion  and  correctible  by  potassium  replace- 
ment. Are  we  today  in  the  study  of  diabetes 
where  the  physician  of  a hundred  years  ago  was 
when  he  spoke  of  “the  fever”  as  a single  disease? 
When  initially  described,  glycogen  storage  disease 
was  thought  to  be  a single  entity,  but  subsequently 
it  was  found  to  be  a heterogenous  disorder  due  to 
at  least  12  specific  enzymatic  defects. 

Further  difficulty  encountered  in  genetic  study 
of  diabetes  mellitus  involves  the  great  influence  of 
environmental  factors  on  the  expression  of  this 
disorder.  The  age  dependence  of  the  frequency 
of  diabetes  is  also  a contributing  factor  in  the 
genetic  study,  and  finally,  the  definition  of  dia- 
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lietes  mellitus  in  chemical  terms  is  not  at  all  clear- 
cut  and  may  in  fact  represent  continuous  varia- 
tions within  a normal  population.  It  is  not  sur- 
prising, then,  that  at  one  time  or  another  every 
genetic  mode  has  been  invoked  as  a possible  mech- 
anism for  the  inheritance  of  diabetes  mellitus. 
Currently,  diabetes  mellitus  is  considered  a heter- 
ogeneous and  polygenic  disease.  By  heterogeneous 
we  mean  that  there  are  multiple  primary  defects 
with  similar  expression  as  glucose  intolerance. 
Polygenic  etiology  means  that  there  are  numerous 
genetic  sites  involved  and  that  these  result  in  a 
variable  defect  depending  on  the  number  of  sites 
and  the  environmental  influences. 

The  polygenic  and  heterogeneous  nature  of 
diabetes  is  supported  by  the  experience  with  spon- 
taneous hyperglycemic  syndromes  in  laboratory 
animals.  In  animals  one  sees  autosomal  dominant 
inheritance,  autosomal  recessive  inheritance,  and 
perhaps  most  applicable  to  man,  polygenic  inheri- 
tance. Within  each  variant  there  are  variations  in 
manifestations  of  obesity,  vascular  complications, 
and  the  occurrence  of  ketogenic  or  nonketogenic 
diabetes  mellitus. 

Since  the  glucose  tolerance  test  remains  the 
method  for  separating  the  diabetic  from  the  non- 
diabetic population,  we  need  to  first  define  the 
stages  of  diabetes  relative  to  glucose  intolerance 
(Table  1).  Prediabetes  is  not  really  a disease  but 
the  period  from  conception,  when  genetic  constitu- 
tion is  determined,  to  the  first  appearance  of  a 
measurable  manifestation  of  diabetes.  Obviously 
this  concept  is  a function  of  the  sophistication  of 
the  investigator.  In  Table  1 an  abnormal  cortisol 
primed  glucose  tolerance  marks  the  end  of  the  pre- 
diabetic period.  This  is  a useful  research  approach 
for  looking  at  populations  but  has  not  been  clearly 
defined  as  a diagnostic  tool  for  the  practitioner. 
With  children  the  usefulness  of  the  cortisol  primed 
glucose  tolerance  test  remains  to  be  demonstrated 
but  may  be  comparable  to  the  abnormal  tolerance 
which  develops  in  some  children  treated  with  glu- 
cocorticoids or  experiencing  the  stress  of  an  illness. 
A patient  may  present  with  some  vague  intermit- 
tent symptoms  and  have  an  abnormal  glucose 
tolerance,  and  the  next  time  he  is  tested  have 
normal  tolerance  even  with  cortisol  priming.  The 
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FASTING  ORAL  CORTISOL-PRIMED 

STAGE  BLOOD  GLUCOSE  GLUCOSE  TOLERANCE  SYMPTOMS 

GLUCOSE  TOLERANCE 
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ketosis-prone  patient  can  revert  to  total  remission 
with  no  detectable  glucose  tolerance  abnormality. 
This  observation  defies  the  concept  of  progressive 
ablation  of  pancreatic  function  and  subsequent 
ketosis-prone  diabetes.  Thus,  these  classifications 
are  not  to  be  thought  of  as  fixed  for  any  one  pa- 
tient but  as  references  for  defining  where  patients 
are  at  any  one  point  in  time  and  for  thinking 
about  the  natural  history  of  diabetes  mellitus. 

The  natural  history  of  diabetes  mellitus  in 
childhood  has  traditionally  been  considered  to  in- 
volve the  rapid  development  of  the  classic  symp- 
toms of  polydipsia,  polyphagia,  polyuria,  and 
weight  loss  with  progression  to  ketoacidosis  if 
untreated.  In  recent  years  investigators  have 
looked  at  close  relatives  of  persons  with  diabetes 
and  they  have  noted  that  non-insulin  dependent 
diabetes  mellitus  occurs  commonly  in  children. 

In  1965,  our  curiosity  was  aroused  by  two 
children  with  idiopathic  hypoglycemia  of  infancy, 
each  of  whom  had  a parent  with  renal  glycosuria. 
In  studying  these  and  eight  other  children  with 
idiopathic  hypoglycemia  we  found  a remarkable 
frequency'  of  familial  diabetes  mellitus  by  history 
and  later  identified  in  presumed  normal  members 
of  these  families  by  glucose  intolerance.  Testing 
the  children  who  had  outgrown  their  hypogly- 
cemia, we  were  astounded  to  find  that  four  of 
them  had  abnormal  glucose  tolerance.  We  ascer- 
tained previously  unknown  diabetes  through  the 
hypoglycemic  proband  on  the  side  of  the  family 
where  it  had  not  been  known  to  exist  in  four  fam- 
ilies. It  had  been  known  since  1956  that  reactive 
hypoglycemia  was  a frequent  presenting  complaint 
in  adults  with  mild  diabetes  mellitus.  These  chil- 
dren, however,  had  fasting  hypoglycemia  rather 
than  reactive  hypogly’cemia. 

With  this  experience  we  have  looked  more 
closely  at  children  with  mild  symptoms  suggesting 
hypoglycemia  such  as  pallor,  sweating,  weakness, 
easy  fatigability,  headache,  dizziness,  and  irritabil- 
ity, often  with  a history  of  relief  by  food  and  quite 
frequently  with  a strong  family  history  of  dia- 
betes. We  have  identified  chemical  diabetes  mel- 
litus in  eight  such  children  (Fig.  1).  The  dis- 
covery of  diabetes  in  children  such  as  these  and 
especially  in  the  siblings  of  children  with  overt 
diabetes  mellitus  raises  serious  questions  about  the 
possible  preventive  treatment  of  this  stage  of 
diabetes. 

Treatment  of  this  stage  of  diabetes  mellitus 
is  based  on  several  suppositions.  The  first  is  that 
a significant  number  of  these  children  will  develop 
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! overt  diabetes.  Reports  indicate  that  15%  to  25% 
of  children  with  this  stage  of  diabetes  will  develop 
i overt  diabetes  mellitus  over  a ten-year  span  and  a 
number  of  such  instances  have  been  described. 
Treatment  is  further  based  on  the  concept  that 
decreasing  glucose  tolerance  in  these  individuals  is 
due  to  progressive  pancreatic  decompensation. 
Jackson’s  experience  shows  progressive  diminu- 
' tion  of  insulin  responses  with  progression  of  glu- 
cose intolerance.  Fajans,  on  the  other  hand,  de- 
I scribed  decreased  insulin  response  at  every  stage 
of  latent  diabetes  prior  to  overt  insulin  depen- 
dence. 

I Our  own  experience  is  consistent  with  that  of 
1 Jackson’s  group,  as  shown  in  Figure  1.  Children 
with  borderline  abnormality  in  their  glucose  toler- 
ance have  greater  insulinemia  than  those  with 
normal  tolerance.  This  is  also  true  of  those  with 
I definite  abnormality  (chemical  diabetes)  but  this 
I group  appears  to  have  a delayed  insulin  peak. 

' Those  with  overt  diabetes  are  insulin  deficient. 
These  differences  become  more  apparent  when 
the  insulin  response  is  expressed  in  terms  of  the 
glycemic  stimulus,  the  insulin/glucose  ratio  shown 
in  the  lowest  panel  of  Figure  1.  These  data  sug- 
gest that  the  mild  stages  of  diabetes  are  not  asso- 
ciated  with  decreased  insulin  release  but  with 
t diminished  insulin  effect.  Whether  this  represents 
! peripheral  resistance  to  insulin  or  an  abnormal 
i insulin  measured  in  the  immunoassay  has  yet  to 
be  determined. 

The  final  supposition  is  that  treatment  may 


Figure  I 
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delay  or  prevent  pancreatic  decompensation. 
What  are  the  forms  of  treatment  that  improve 
glucose  tolerance?  Diet  is  the  first  one  that  comes 
to  mind,  but  most  children  presenting  with  chemi- 
cal diabetes  are  thin  rather  than  overweight.  In- 
sulin replacement  in  small  doses  has  been  used  in 
the  late  stage  of  chemical  diabetes  to  try  to 
prevent  pancreatic  decompensation.  It  is  much 
easier  to  treat  diabetes  before  children  get  into 
ketoacidosis  so  that  there  is  some  experience  and 
rationale  for  the  use  of  insulin  in  the  late  stage  of 
chemical  diabetes.  What  about  the  early  stages 
where  the  fasting  blood  glucose  is  such  that  the 
use  of  insulin  would  constitute  a dangerous 
activity? 

Sulfonylurea  is  the  next  modality  to  consider. 
The  use  of  this  drug  is  based  on  the  evidence  of 
its  ability  to  protect  the  islets  of  experimental 
animals  from  the  damaging  effects  of  alloxan  and 
on  the  evidence  of  insulin  stimulation  by  this  drug 
in  man.  Improved  glucose  tolerance  has  been 
demonstrated  in  young  adults  with  chemical  dia- 
betes mellitus  treated  with  the  drug.  Its  effect  in 
man,  however,  is  not  quite  as  simple  as  stimulating 
insulin  or  protecting  the  islets  would  suggest.  In 
adults  with  chemical  diabetes  improved  glucose 
tolerance  was  characterized  initially  by  increased 
insulin  responses  but  with  persistent  treatment  the 

Figure  2 


TOLBUTAMIDE  IN  CHEMICAL  DIABETES  MELLITUS  IN  CHILDREN 
MEAN  GLUCOSE  TOLERANCE  AND  I N S ULI  N /G  L UCO  S E RATIOS 


J.  FLORIDA  M.A./MAY  1971 


33 


insulin  responses  returned  to  or  below  pretreat- 
ment levels  despite  persistence  of  improved  glucose 
tolerance. 

In  our  studies  tolbutamide  treatment  was  not 
associated  with  increased  insulin  response  to  oral 
glucose  but  with  increased  insulin  effectiveness, 
suggesting  a more  significant  peripheral  than  pan- 
creatic effect  (Fig.  2). 

The  use  of  biguanide,  another  form  of  oral 
therapy,  is  associated  with  as  much  uncertainty 
about  mechanism  of  action.  There  is  evidence  for 
increased  glucose  turnover,  decreased  gluconeo- 
genesis,  decreased  glucose  absorption  from  the  gut 
and  decreased  appetite.  The  effects  of  this  drug 
on  chemical  diabetes  mellitus  in  children  are  not 
known.  Wilanski  and  Shochat  several  years  ago 
described  a very  extensive  well-controlled  study  in 
which  they  gave  placebo  and  biguanide  to  the  sib- 
lings of  people  with  diabetes.  These  subjects  had 
abnormal  cortisol-primed  glucose  tolerance  tests. 
A six  weeks  course  of  this  drug  significantly  pro- 
tected these  individuals  against  development  of 


overt  diabetes  mellitus  for  up  to  four  years.  After 
four  years  there  was  no  significant  difference  be- 
tween the  control  and  treatment  group  in  the  rate 
of  progression  to  overt  diabetes.  This  might  sug- 
gest potential  usefulness  in  chemical  diabetes  in 
children.  . 

The  recognition  of  chemical  diabetes  mellitus  < 
in  childhood  and  the  potential  approaches  to  alter  | ^ 
the  disturbed  glucose/insulin  relationships  offer 
an  exciting  challenge.  We  cannot  assume  that  ; 
amelioration  can  delay  or  prevent  the  progression  ^ 
to  overt  insulin-dependent  disease.  Carefully  con-  I 
trolled  studies  of  the  effects  of  sulfonylurea  or  : ® 
biguanide  on  the  glucose  metabolism  and  natural 
history  of  this  disorder  are  sorely  needed.  Our  Is 
efforts  at  the  present  time  are  directed  toward 
identifying  a sufficient  number  of  such  individuals 
to  design  a well-balanced  study.  a 

i k 
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Etiology  of  Diabetes 

Donough  O’Brien,  M.D. 


The  gene  defect  in  diabetes  is  not  yet  known 
i and  almost  certainly  there  is  much  heterogeneity 
I in  the  disease,  as  evidenced  by  such  widely  dif- 
t ferent  clinical  states  as  the  Prader-Willi  syndrome 
[ and  lipo-atrophic  diabetes. 

A tremendous  range  of  possibilities  exists  start- 
L ing  with  the  huge  variety  of  potential  impacts  on 

I the  beta  cell,  mechanisms  for  release  and  degranu- 

lation within  the  beta  cell,  possible  antagonistic 
actions  to  insulin,  various  insulin-like  compounds, 
various  events  that  can  occur  on  the  membrane  to 
supplant  insulin  or  change  its  effects  at  the  cellular 
level.  With  all  these  possibilities,  it  is  understand- 
able that  we  are  dealing  with  something  more  dif- 
ficult to  grasp  than  a single  point  mutation  causing 
one  metabolic  defect. 

General  lesions  of  the  pancreas  could  possibly 
cause  diabetes  and,  as  evidenced  by  its  association 
with  cystic  fibrosis  as  part  of  the  general  destruc- 
tion of  the  pancreas,  pancreatitis.  A very  small 
segment  of  diabetes  is  a consequence  of  an  explicit 
inflammatory  etiology.  The  possible  viral  etiology 
of  diabetes  has  always  been  discounted  because 
of  the  argument  that  it  seemed  unlikely  that  a 
virus  would  affect  beta  cells  and  not  the  alpha 
and  exocrine  cells  as  well.  However,  with  the  ac- 
quisition of  knowledge  about  slow  viruses  which 
can  lie  dormant  in  their  effects  for  many  years 
or  take  action  over  many  years,  it  is  possible  that 
a virus,  perhaps  in  itself  not  so  destructive,  can 
enter  and  produce  both  desirable  information  and 
undesirable  information  in  a special  cell.  The  dis- 
covery of  a group  of  viruses,  mostly  single-strand 
RNA  viruses,  has  upset  the  central  dogma,  namely 
that  the  DNA  tells  the  RNA.  These  viruses  have 
a DNA  polymerase  that  is  RNA  dependent  so  that 
they  can  generate  DNA  which,  in  turn,  forms 
RNA  and  translates  it  into  internal  protein.  It 
is  tremendously  exciting  that  a virus  can  introduce 
its  DNA  into  the  mammalian  genome.  Myocardi- 
tis virus  in  mice  has  been  shown  to  affect  the  pan- 
creas. Additional  reports  have  indicated  that 
pregnant  women  who  contracted  rubella  delivered 
babies  who,  in  their  second  year  of  life,  developed 
diabetes;  there  are  five  such  cases  reported.  This 
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is  a very  small  group  but  it  is,  I think,  one  of 
some  significance. 

Insulin  is  formed  as  pro-insulin  and  becomes 
insulin  on  its  way  from  the  reticular  network 
through  the  granule  and  then  is  released  as  a form 
of  crystalline  insulin  into  the  circulation.  There 
are  many  mechanisms  to  trigger  this  path — gluca- 
gon is  probably  the  most  potent.  It  is  interesting 
that  a number  of  diabetics  seem  to  have  resistance 
to  glucagon  in  terms  of  insulin-release.  Other  drugs 
and  agents  stimulate  insulin-release,  e.g.,  glucose, 
but  no  one  understands  the  precise  mechanism. 
Probably  it  is  mediated  through  cyclic  AMP  (aden- 
osine monophosphate).  This  compound  was  orig- 
inally studied  in  liver  preparations  where  it  was 
shown  to  stimulate  the  activation  of  phosphorylase 
and,  therefore,  the  release  of  glucose  from  glyco- 
gen under  a variety  of  stimuli,  notably  glucagon 
and  epinephrine.  Epinephrine  has  an  opposite  ac- 
tion of  glucagon  in  the  beta  cell  of  the  pancreas. 
In  the  pancreatic  cell  perhaps  glucagon  and  other 
substances  enter  the  cell  or  attach  themselves  by 
some  complicated  mechanism  on  the  membrane 
which,  in  turn,  releases  AMP.  The  evidence  is 
conflicting  as  to  whether  cyclic  AMP  promotes  the 
synthesis  of  products  of  glucose  metabolism  with- 
in the  cell  and  whether  these  are  the  major  stimuli 
for  the  release  of  insulin.  These  considerations 
relate  to  the  management  of  hypoglycemia  in 
terms  of  the  pharmacology  of  the  release  of  in- 
sulin, for  example,  the  treatment  of  some  dia- 
betics with  beta-blocking  agents.  I think  some  im- 
portant clues  as  to  the  etiology  of  diabetes  will 
arise  from  these  considerations,  namely,  that  there 
is  some  aberration  of  the  mechanism  for  normal 
release  of  insulin  granules  in  the  cell.  This  is  ap- 
plicable primarily  to  situations  in  which  there  are 
insulin  granules  in  the  cell.  We  know  nothing  at 
all  about  the  curious  aging  phenomenon  of  the 
release  of  insulin  in  which  at  first  there  is  an  ex- 
cessive excretion  of  insulin,  then  a delayed  one 
and  finally  an  indifferent  or  negligible  one. 

One  of  the  exciting  postulations  related  to 
the  discovery  of  “pro-insulin”  and/ or  “big  insulin.” 
Pro-insulin  is  a single  chain  wrapped  around  in 
a circle  in  which  the  two  ends  of  the  insulin  chain 
are  connected  by  a 30-odd  member  polypeptide,  the 
C-peptide.  This  molecule  is  synthesized  as  a single 
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chain  and  then  curls  itself  up  as  it  enters  the 
granule  and  loses  the  extra  peptide  to  become 
insulin. 

The  discovery  of  pro-insulin  complicated  the 
measurement  of  insulin  by  immunoassays  since 
normal  insulin  antibodies  reacted  with  insulin, 
pro-insulin  and  a lot  of  other  fragments.  One  of 
the  etiologies  that  has  not  been  explored  is 
whether  there  are  circulating  fragments  of  mole- 
cules that  are  somewhere  between  pro-insulin  and 
insulin,  and  measurable  by  immunoassay  as  in- 
sulin, and  that  are  biologically  effective  but  not 
as  effective  as  ordinary  insulin.  Pro-insulin  is, 
approximately,  10^  as  biologically  effective  as 
insulin  and  the  various  fragments  in  between  have 
varying  biological  activities. 

Recently  there  have  been  reported  successful 
immunoassays  against  pro-insulin  and  the  connect- 
ing C-peptide.  These  investigations  indicate  that 
the  amount  of  pro-insulin  secreted  in  diabetics  is 
a little  higher  than  normals.  It  is  proportionately 
a little  higher,  but  it  is  still  very  small  and  seldom 
amounts  to  more  than  14%  or  15%  of  the  insulin 
that  is  excreted.  There  is  information  to  suggest 
that  pro-insulin  given  intravenously  has,  in  fact, 
very  little  biological  activity,  much  less  than  on  in 
vitro  fat  cells.  It  doesn’t  appear  as  if  the  complete 
single  chain  molecule  is  an  important  factor  and 
no  significant  quantities  of  the  intermediary  prod- 
ucts have  been  found  in  sera  from  diabetic  peo- 
ple, except  in  islet  cell  tumors  where  enormous 
amounts  of  pro-insulin  and  the  connecting  peptide 
are  produced.  Connecting  peptide  is  secreted  in 
small  amounts  in  diabetes  but  seems  to  have  no 
specific  biological  activity. 

Several  years  ago  we  were  working  on  systems 
utilizing  pork  insulin,  rat  diaphragm  and  serum 
from  patients.  To  measure  the  in  vitro  diappear- 
ance of  insulin,  we  obtained  serum  from  an  un- 
treated juvenile  diabetic  instead  of  a normal.  The 
data  indicated  a very  slow  rate  of  destruction  and 
with  an  adult  serum  the  result  was  in  the  middle. 
Because  the  concentration  of  human  insulin  was 
small  in  relation  to  pork  insulin,  we  looked  for  an 
inhibitor  in  the  serum  that  was  preventing  insulin 
from  attaching  to  the  membrane.  We  found  the 
same  results  using  a cell  particle-free  extract  of  rat 
muscle  which  was  presumably  a crude  insulinase. 
We  wondered  whether  this  was  evidence  of  resis- 
tance of  insulin  to  insulinase.  Then  we  purified 
insulin  from  serum  immunologically,  that  is,  by 
binding  with  anti-insulin  and  then  disrupting  the 
anti-insulin  complex  and  eluting  the  insulin.  Em- 


ploying this  methodology  with  beef  insulin,  porcine 
insulin,  and  ordinary  crystallized  human  insulin, 
we  could  demonstrate  that  the  degree  of  destruc- 
tion was  very  little.  Using  such  techniques  we 
could  demonstrate  that  diabetics  who  had  not 
received  exogenous  insulin  for  a number  of  hours  [ 
had  in  their  serum  a mixture  of  beef  or  pork  in- 
sulin, as  well  as  their  own  insulin.  So  it  looks  at  ! 

this  stage  as  though  there  was  a little  evidence 
that  something  was  wrong  with  the  insulin  itself.  | 

If  it  is  a familial  disease,  resistance  to  insu-  | 
linase  should  indicate  a genetic  pattern.  The  par-  | 
ents,  the  juveniles  and  the  normals  are  significant- 
ly different  from  each  other  but  it  is  impossible 
to  tell  which  group  an  individual  assay  falls  into 
because  of  the  wide  overlaps.  This  technique  may  ' 
be  useful  to  support  the  hypothesis  of  a simple 
Mendelian  factor  inheritance  of  juvenile  diabetes  i 
but  it  is  hopeless  as  a discriminant  for  a family 
study.  We  have  examined  the  incorporation  of 
precursor  of  RNA  in  fibroblast  cultures  under  the 
influence  of  normal  and  diabetic  insulin.  This  has 
proved  to  be  a very  good  discriminate,  since  it 
shows  quite  significant  differences  between  all  of 
the  diabetics,  and  the  normals. 

Recently  we  have  been  isolating  pure  insulin 
from  pancreases.  We  have  now  examined  50  adult 
pancreases  and  50  normal  pancreases.  We  employ 
a system  of  gel  filtration,  electrofocusing  and  more  ' 
gel  filtration  which  yields  an  insulin  with  high 
specific  activity,  whose  electrophoretic  pattern, 
its  sulfur  content  and  other  chemical  measure- 
ments match  normal  crystalline  human  insulin 
preparations  reported  by  others.  Investigation  of 
the  rate  of  destruction  by  insulinase  and  also  effect 
of  intraperitoneal  injection  of  insulin  into  a rat 
indicate  clear  differences  between  the  normal  and 
diabetic  insulin  preparations  (Table  1).  These 
data  indicated  a very  significant  correlation  be- 
tween resistance  to  insulinase  and  impaired  biolog- 
ical activity,  suggesting  that  insulin  obtained 
from  a sizeable  number  of  diabetic  pancreases,  in 
about  half  the  cases,  does  seem  to  have  a different 
property.  We  have  not  so  far  detected  any  differ- 
ence in  the  amino  acid  composition  of  the  abnor- 
mal insulin  or  in  peptide  composition.  This  raises 

Table  1. — Intraperitoneal  Injection  of 
Insulin. 

Insulin  Glycogen  Synthesized 

c.p.  mg. 

Normal  42.2  ± 21.9  s.d. 

Diabetic  24.4  ± 1S.3  s.d. 

p = O.OOS  i 
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an  intriguing  biological  question  as  to  whether  you 
can  have  a molecule  that  is  a different  molecule 
but  nevertheless  is  composed  of  the  same  amino 
acids  put  together  in  the  same  order.  However, 
insulin  can  have  different  shapes  in  different  situa- 
tions. It  is  conceivable  that  if  the  C-peptide,  the 
linking  peptide,  had  the  wrong  shape  it  could 
convey  onto  the  remaining  insulin  a sterically  ab- 
normal format  which  was  thermodynamically 
stable.  Bornstein  has  suggested  that  there  are  two 
fragments,  oligopeptides  derived  from  growth 
hormone  that  have  contrary  actions  on  an  enzyme 
called  pyruvate/ carboxylase.  It  catalyzes  py- 
ruvate to  acetyl-CoA  which  is  the  key  fuel  for 
the  Krebs  cycle.  One  of  these  peptides  activates 
this  enzyme  and  one  depresses  it.  Bornstein  is 
now  synthesizing  significant  amounts  of  the  activa- 
tor peptide  and  there  is  some  reason  to  believe 
that  in  the  diabetic  state  promoting  the  activity 
of  this  enzyme  can,  in  fact,  considerably  normalize 
carbohydrate  metabolism  for  a given  amount  of 
insulin. 

Lastly  I shall  talk  about  the  potential  role  of 
trace  metals  in  the  etiology  of  diabetes.  One  of 


the  earliest  clues  was  the  observation  that  admin- 
istration of  EDTA  to  juvenile  diabetics  would  im- 
prove their  tolerance  to  glucose  while  giving 
EDTA  and  for  some  time  afterwards.  Associated 
with  this  improved  tolerance,  there  was  a con- 
siderable diuresis  of  zinc.  There  was  also  a single 
case  report  of  manganese  deficiency  or  a man- 
ganese dependency,  perhaps.  Another  work  was  in 
relation  to  chromium,  diabetes,  and  hypoglycemia. 
A very  small  number  of  adults  have  been  reported 
to  have  improved  glucose  tolerance  following 
chromium  administration.  Chromium  analysis  of 
hair  from  juvenile  diabetics,  in  a significant  num- 
ber of  these  children,  reveals  low  amounts  of 
chromium.  Certain  evidence  has  been  reported 
that  chromium  is  necessary  for  the  attachment  of 
insulin  onto  the  membrane  cis  may  be  other  trace 
metals. 

In  summary,  I think  that  diabetes  is  many 
diseases,  many  etiologies,  and  not  all  are  heritable. 

References  may  be  obtained  from  the  author  upon  request. 
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Obesity  and  Diabetes  in  Childhood 

Allan  Drash,  M.D. 


Man  until  quite  recently  considered  the  obese 
woman  as  beautiful.  The  individual  who  was 
obese  could  endure  much  hardship,  in  terms  of 
environmental  stress  such  as  cold  as  well  as  pro- 
longed deprivation  of  food. 

Obesity,  however,  is  a disease  in  our  culture. 
It  carries  with  it  increasing  morbidity  and  mortal- 
ity. If  an  adult  is  65-80  lbs.  in  excess  of  normal 
or  ideal  body  weight,  the  mortality  rate  is  almost 
double  that  of  the  normal  weight  population.  The 
increased  mortality  with  obesity  is  due  primarily 
to  cardiovascular  disease,  but  there  are  a variety 
of  other  problems  associated  with  it.  Approxi- 
mately 80%  of  maturity-onset  type  diabetes  oc- 
curs in  obese  individuals.  On  the  other  side  of  the 
coin  60-70%  of  grossly  obese  adults  have  “dia- 
betes.” It  is  not  clear  that  the  carbohydrate 
intolerance  of  obesity  is  the  same  disease  as 
diabetes  in  the  child. 

Obesity  not  only  carries  with  it  increased 
morbidity  and  mortality.  Obesity  imposes  a very 
definite  impairment  of  function,  manifested  in 
diminished  cardiac  output,  maximum  ventilation 
and  maximum  breathing  capacity,  marked  reduc- 
tion in  work  capacity  and  psychological  problems. 

The  insurance  statistics  have  provided  impor- 
tant insights  into  the  problems  of  obesity.  The 
question  of  “ideal  body  weight”  is  under  careful 
scrutiny.  “Ideal  body  weight”  is  derived  from  the 
general  American  population.  This  derived  weight 
for  height  may  not  be  “ideal”  from  a health  point  of 
view.  The  standard  insurance  definition  of  obesity 
is  body  weight  25%  in  excess  of  “ideal”  for  height. 
It  is  important  to  realize  that  weight  is  not  the 
absolute  indicator  of  obesity.  A professional  athlete, 
weighing  250  lbs.,  may  be  in  excellent  physical 
condition  with  a total  fat  content  below  that  of 
individuals  of  “normal  weight.”  Obesity  really 
means  accumulation  of  excess  adipose  tissue.  There 
are  a variety  of  ways  of  quantitating  this.  One  is 
underwater  weighing.  By  determining  the  specific 
gravity  of  the  body  in  air  and  underwater,  the  fat 
content  of  the  body  can  be  accurately  determined. 
A very  simple  technique  for  estimating  body  fat 
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content  is  the  measurement  of  skin  fold  thickness 
with  skin  calipers.  These  measurements  are  well 
correlated  with  total  adipose  tissue.  Obesity,  then, 
is  an  accumulation  of  excessive  body  fat  and  this 
is  associated  with  increasing  morbidity  and  mor- 
tality in  the  adult  population. 

What  is  the  incidence  of  obesity  in  our  popula- 
tion? Approximately  25%  of  adolescent  girls  are 
overweight  by  the  definitions  we  have  given  and 
somewhat  fewer,  about  12-15%,  of  the  adolescent 
boys  are  overweight.  Among  adults  over  50  years 
of  age,  over  half  the  women  and  only  slightly 
less  than  half  the  men  are  obese. 

Obesity  in  childhood  may  present  as  part  of  a 
characteristic  syndrome.  The  Pickwickian  syn- 
drome is  an  acquired  disease  secondary  to  obesity. 
It  was  named  after  the  fat  boy  in  Dickens’  papers 
who  was  constantly  sleeping.  Lethargy  in  this 
condition  is  due  to  CO2  narcosis,  resulting  from 
inadequate  ventilation  because  of  excessive  weight 
on  the  chest  wall.  Grossly  obese  people  are  in 
respiratory  jeopardy  when  they  develop  mild 
pulmonary  illnesses.  We  have  seen  several  obese 
children  develop  cyanosis  and  central  nervous 
system  depression  secondary  to  hypoxia  in  asso- 
ciation with  bronchitis  or  laryngitis. 

Brain-damaged  children  may  be  grossly  obese 
as  the  result  of  disturbed  appetite  mechanisms  or 
habit  patterns.  The  Laurence-Moon-Biedl  syn- 
drome is  a well-defined  syndrome  in  which  obesity 
is  an  integral  part. 

The  Prader-Willi  syndrome  is  another  in  which 
obesity  is  a prominent  feature  along  with  short 
stature,  mental  retardation,  hypogenitalism  and 
characteristic  facies.  An  increased  incidence  of 
diabetes  mellitus  has  been  described.  I am  not 
certain  that  diabetes  mellitus  is  an  integral  part 
of  this  syndrome.  In  our  own  series  40%  of 
grossly  obese,  otherwise  riormal  adolescents  have 
carbohydrate  intolerance.  Diabetes  in  the  Prader- 
Willi  syndrome  may  simply  be  carbohydrate  in- 
tolerance secondary  to  long  standing,  severe 
obesity. 

In  patients  who  are  operated  on  for  craniopha  - 
ryngioma, obesity  almost  invariably  results. 
Rarely  are  these  children  obese  when  seen  prior 
to  surgery.  The  postoperative  obesity  is  analagoUs 
to  the  obesity  induced  in  rats  following  specific 
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hypothalamic  damage.  This  produces  a marked 
increase  in  appetite.  These  children  commonly 
decrease  their  physical  activity  as  well.  This  com- 
bination, the  increased  appetite  and  decreased 
physical  activity,  obviously  leads  to  obesity. 

i Obesity  in  childhood  associated  with  endocrine 
abnormalities  is  very  rare.  There  is  only  one 
endocrine  disorder  that  specifically  causes  obesity 
( in  childhood — Cushing’s  syndrome,  and  it  is  asso- 

rj  ciated  with  impairment  of  linear  growth.  The 

^ child  with  exogenous  obesity  is  usually  tall.  His 

i bone  age  is  adv'anced  and  his  rate  of  sexual  mat- 

* uration  is  early.  In  obesity  associated  with  Cush- 

i’  ing’s  syndrome,  the  child’s  growth  rate  falls,  and 

(bone  age  is  retarded.  If  the  child  is  growing  well, 
with  observations  over  a period  of  time  demon- 
; strating  normal  or  accelerated  growth  rate,  the 
>.  obesity  is  not  due  to  a glandular  disturbance. 

Hypothyroidism  as  a cause  of  obesity  in  child- 
f hood  is  a myth.  Obesity  is  not  a significant  fea- 
: ture  of  h}T5othyroidism  in  the  child  and  I doubt 

; seriously  that  it  is  in  the  adult  population,  al- 
9'  though  there  are  probably  hundreds  of  thousands 
I of  fat  ladies  who  take  thyroid  hormone. 

Etiology  of  Obesity 

H Weight  accumulation  occurs  when  the  intake 
of  calories  exceeds  the  expenditure.  This  definition 
is  about  as  useful  therapeutically  as  defining 
alcoholism  as  an  excessive  ingestion  of  alcohol. 
Both  statements  are  true  but  not  helpful.  A more 
useful  approach  questions  whether  the  obese  indi- 
vidual’s metabolic  system  is  different  than  that 
of  the  person  who  does  not  have  obesity. 

Most  obese  individuals  are  convinced  that 
their  “metabolism”  is  different.  The  story  that  we 
repeatedly  hear  from  mother  and  child  is  that  it  is 
simply  impossible  for  the  patient  to  lose  weight, 
regardless  of  caloric  restriction.  This  is,  of  course, 
untrue.  The  obese  individual  utilizes  the  same 
metabolic  pathways  as  the  nonobese  individual. 
Their  basal  metabolism  is  the  same.  The  utiliza- 


tion of  energy,  if  anything,  is  greater  for  a given 
amount  of  physical  work  because  they  are  carry- 
ing a heavier  load. 

The  next  question  would  be  whether  the  obese 
individual  expends  less  energy.  The  answer  is  a 
resounding  “Yes.”  Most  obese  individuals  are 
physically  very  inactive.  Some  fascinating  studies 
that  Dr.  Felix  Heald  carried  out  at  his  summer 
camp  for  obese  girls  in  New  England  demonstrated 
this  quite  graphically.  In  analyzing  motion  pic- 
tures of  these  girls  at  play  they  found  that  the  fat 
girl  was  extraordinarily  efficient.  For  example, 
the  average-weight  child  playing  volley  ball  is 
jumping  around  and  moving  all  the  time  while  the 
fat  girl  stands  and  waits  for  the  ball  to  come. 
Her  expenditure  of  energy  is  reduced  to  a mini- 
mum. This  occurs  psychologically  as  well.  They 
do  not  interact,  they  observe  the  environment. 

Metabolic  Studies 

In  Table  1 is  presented  fasting  blood  concen- 
trations of  glucose,  insulin  and  growth  hormone  in 
normal  children,  asymptomatic  siblings  of  dia- 
betics, and  obese  children  with  and  without  car- 
bohydrate intolerance.  The  fasting  blood  glucose 
values  are  definitely  higher  in  the  obese.  Although 
the  differences  are  not  great,  they  are  statistically 
significant.  The  important  differences,  however, 
are  in  terms  of  insulin  values.  Basal  insulin  con- 
centration is  far  higher  in  obese  than  nonobese. 
There  are  no  statistical  differences  in  basal  growth 
hormone  values.  We  have  studied  18  children  ap- 
proximately 100%  overweight  for  ideal  body 
weight  for  evidence  of  carbohydrate  intolerance. 
There  were  seven  children  discovered  to  have 
asymptomatic  chemical  diabetes.  In  only  three 
of  these  was  there  a positive  family  history  of 
diabetes. 

Figure  1 compares  a standard  oral  glucose 
tolerance  test  in  normal  controls  and  obese  adoles- 
cents. The  insulin  responses  in  the  obese  children 
are  markedly  enhanced  following  the  glucose  load. 


Table  1.- — Fasting  Values:  Comparison  of  Normal,  Diabetics,  and  Obese. 


Glucose 

mg% 

Insulin  /xU  ml 

Growth  Hormone  m/xg,  ml 

N Mean  ± SE 

N 

Mean  ± SE 

N 

Mean  ± SE 

Normal 

158 

76  ± 2.6 

79 

15.3  ± 1.1 

58 

2.5  ± 1.0 

D.M.  Sib— Normal  GTT 

27 

75  ± 1.6 

27 

11.2  ± 1.2 

27 

4.1  ± 0.5 

D M.  Sib — -Abnormal  GTT 

46 

81  ± 1..3 

46 

14.6  ± 1.0 

46 

4.1  ± 0.3 

New  Diabetes 

97 

270  ± U 

81 

10.0  ± 0.6 

76 

3.8  ± 0.9 

Obese — Normal  GTT 

47 

81  ± 1.5 

54 

30.0  ± 2.0 

52 

3.2  ± 0.4 

Obese — .Abnormal  GTT 

.52 

83  ± 2.2 

32 

21.0  ± 1.8 

27 

2.7  ± 0.6 
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Those  obese  children  who  have  chemical  diabetes 
or  carbohydrate  intolerance  do  not  make  as  much 
insulin  as  the  obese  with  normal  glucose  responses. 
This  is  an  excellent  illustration  of  insulin  resis- 
tance; marked  insulin  levels  in  the  face  of  car- 
bohydrate intolerance.  There  is  peripheral  resis- 
tance to  the  action  of  insulin  in  obesity. 

Insulin  responses  to  glucagon  are  grossly 
elevated  in  obesity  also  and  they  are  higher  in 
those  children  who  have  normal  carbohydrate  in- 
tolerance than  those  obese  children  who  have 
chemical  diabetes.  The  same  phenomenon  is  seen 
also  with  arginine  infusion. 

Growth  hormone  response  to  arginine  in  the 
obese  is  markedly  blunted.  We  have  yet  to  see 
a grossly  obese  adolescent  male  who  released 
normal  amounts  of  growth  hormone.  Adolescent 
or  adult  females  normally  release  much  greater 
amounts  of  growth  hormone  than  do  men  or  pre- 
adolescents of  either  sex.  We  find  that  obese 
adolescent  girls  release  growth  hormone  at  a level 
comparable  to  the  normal  pre-adolescent  popula- 
tion. 

Conclusions 

Obesity  is  a major  health  problem  in  this  coun- 


try. The  pediatrician  must  begin  taking  respon- 
sibility for  obesity  in  his  practice.  The  chubby, 
fat  baby  may  be  attractive  but  he  is  not  healthy 
and  he  is  certainly  not  going  to  be  healthy  in  the 
future.  It  is  the  fat  child  who  becomes  the  fat 
adult  and  who  dies  prematurely  with  cardiovascu- 
lar disease  and  hypertension.  We  pediatricians 
must  accept  responsibility  for  nutritional  super- 
vision. The  tendency  toward  obesity  should  be 
detected  and  interrupted  during  the  first  year  of 
life.  Babies  get  excessively  heavy  because  they 
are  allowed  to  take  in  more  food  than  they  need. 
These  eating  patterns  can  be  established  very 
early  in  life.  The  adolescent  or  adult  obese  patient 
is  extremely  difficult  to  work  with  because  his  ap- 
proach to  food  has  been  so  firmly  established  over 
a period  of  years. 

From  a practical  therapeutic  point  of  view, 
3500  calories  can  be  considered  equivalent  to 
about  a pound  of  fat  in  the  body.  The  ingestion 
of  500  calories  a day  in  excess  of  needs  will  lead 
to  a gain  of  one  pound  a week.  Conversely,  if 
caloric  intake  is  reduced  by  500  calories  a day 
below  absolute  caloric  needs,  there  will  be  a loss 
of  one  pound  weekly.  If  one  eats  one  slice  of 
bread,  60  calories,  in  excess  of  absolute  nutritional 
requirements,  he  will  gain  5 to  6 lbs.  a year  and 
in  ten  years  have  gained  60  lbs.  It  is  surprising 
that  we  are  not  all  grossly  overweight. 

Obviously  there  must  be  an  extremely  refined 
homeostatic  mechanism  for  energy  regulation  in 
those  of  us  who  are  fortunate  enough  to  be  of 
normal  weight.  Most  of  us  really  don’t  worry  very 
much  about  whether  we  eat  one  slice  of  bread 
more  or  less.  My  own  bias  in  terms  of  etiology 
of  much  of  the  obesity  we  see  is  that  these  unfor- 
tunate people  have  lost  the  hypothalamic  control 
mechanisms.  They  do  not  have  an  endocrine 
disease.  They  have  a blunting  of  the  normal  con- 
trol mechanisms  that  tell  them  when  to  stop  eat- 
ing. These  people  should  not  be  condemned 
because  they  are  slovenly  and  lack  character  but 
they  need  to  be  helped.  They  need  to  be  detected 
early  in  life.  They  need  to  be  re-educated  to  the 
realization  that  good  health  for  them  requires  con- 
stant, careful  observation  of  caloric  intake  and 
regular  physical  activity.  They  need  very  specific 
dietary  directions  and  firm,  but  warm  and  S5an- 
pathetic  guidance  by  their  physicians. 

References  may  be  obtained  from  the  author  upon  request 
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Acute  Management  of  Diabetic  Ketoacidosis 

Owen  M.  Rennert,  M.D. 


There  are  a variety  of  regimens  for  treatment 

!of  diabetic  ketoacidosis.  I will  present  one  proto- 
col to  illustrate  some  of  the  problems  and  con- 
siderations. 

In  general,  the  most  common  causes  of  diabetic 
j ketoacidosis  in  the  known  diabetic  are:  failure  to 
I take  insulin  and  concurrent  or  intercurrent  infec- 
ll  tion  which  upset  homeostasis,  a number  of  situa- 
i dons  such  as  severe  trauma  and  emotional  stress 
s'  and  lastly,  chronic  severe  overinsulinization  in  the 
I patient  with  repeated  hypoglycemic  reactions  lead- 
) ing  to  glycogen  depletion  of  the  liver  and  severe 
{ ketoacidosis  disproportionate  to  the  extent  of  gly- 
> cosuria  or  hypoglycemia.  The  patient  with  dia- 
i betic  ketoacidosis  exhibits  significant  depletion  of 
f water  and  electrolytes. 

I shall  first  consider  electrolyte  loss.  As  a 
- consequence  of  increasing  blood  glucose  concen- 
' tration,  there  is  an  extracellular  fluid  shift  with 
i resultant  movement  of  water  out  of  the  cellular 
I compartment  causing  dilution  mainly  of  sodium 
j salts.  This  event  is  in  part  responsible  for  the 
I hyponatremia  and  hypochloremia  seen.  Sodium 
I depletion  is  also  a sequela  of  urinary  and/or  gas- 
I trointestinal  losses.  Rarely,  severe  hyperlipemia, 
as  seen  in  acute  xanthoma  diabeticorum,  may  con- 
tribute by  causing  fictitious  h3q>onatremia.  In- 
deed, in  the  severely  dehydrated,  acidotic  patient 
there  is  a profound  degree  of  water  loss,  and  the 
hyperglycemia  may  be  associated  with  hyperna- 
tremia and/or  hypochloremia.  This  is  usually 
seen  with  very  high  levels  of  blood  glucose  in  the 
range  of  700-1500  mg.%.  In  such  cases  the  diabet- 
ic coma  may  be  without  ketoacidosis  and  the 
coma  may  be  attributed  to  hyperosmolarity  and 
profound  cellular  dehydration.  The  major  cause  of 
sodium,  chloride  and  water  depletion  is  osmotic 
diuresis  secondary  to  glycosuria.  The  concentra- 
tion of  sodium  in  the  urine  is  approximately  50- 
100  milliequivalents  (mEq)  per  liter  but  may  be 
as  low  as  10-25  mEq  per  liter.  This  pattern  of 
sodium  deficiency  is  characteristic  during  any 
severe  osmotic  diuresis  and  is  associated  with  a 
hypotonic  urine  with  respect  to  sodium  and 
chloride.  Potassium,  on  the  other  hand,  is  much 
less  affected  by  osmotic  diuresis. 

From  the  Departments  of  Pediatrics  and  Biochemistry  and 
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The  major  causes  of  potassium  depletion  are: 

(1)  protein  breakdown — approximately  3 mEq  of 
potassium  are  lost  per  gram  of  nitrogen  formed; 

(2)  glycogen  depletion — 1 mEq  of  potassium  is 
lost  per  3 grams  of  glycogen;  (3)  cellular  dehy- 
dration increasing  potassium  depletion;  (4)  10-20 
mEq  of  potassium  are  lost  per  liter  of  vomitus. 
Increased  aldosterone  secretion  has  been  impli- 
cated as  a cause  of  potassium  depletion  in  diabetic 
ketoacidosis.  Despite  the  marked  deficit  of  potas- 
sium, serum  potassium  concentration  may  fre- 
quently be  normal  or  elevated.  This  is  a conse- 
quence of  the  metabolic  acidosis  per  se.  Secondly, 
it  is  a consequence  of  a defect  in  the  mechanism 
that  maintains  the  potassium  gradient  between 
cells  and  extracellular  fluids,  and  thirdly,  it  may 
reflect  renal  impairment  due  to  loss  of  vascular 
volume,  hypotension  and  intrarenal  vasconstric- 
tion.  The  presence  of  a low  serum  potassium  in 
the  acidotic  patient  prior  to  therapy  indicates  a 
profound  degree  of  potassium  depletion. 

The  water  loss  in  diabetic  acidosis  is  one  of 
the  most  severe  forms  of  hypotonic  dehydration 
and  may  lead  to  extreme  intracellular  depletion 
in  fluids.  Shrinkage  in  vascular  volume  with  resul- 
tant impaired  renal  function  and  ischemia  can  be 
heralded  by  transient  albuminuria  and  granular 
casts,  which  may  be  erroneously  attributed  to 
underlying  renal  disease. 

In  the  treatment  of  diabetic  acidosis,  what  im- 
mediate measures  must  be  taken?  The  patient 
should  have  blood  drawn  for  serum  chemistries. 
This  should  include  a BUN  and  if  the  patient 
presents  with  symptoms  of  impending  shock,  his 
blood  should  be  crossmatched.  As  a practical 
point,  the  same  needle  that  is  used  to  withdraw 
blood  should  be  used  for  the  intravenous  infusion 
of  fluids.  One  may  use  an  infusion  fluid  of  physi- 
ologic saline,  or  lactated  Ringer’s  solution,  depend- 
ing on  the  severity  of  the  patient’s  condition.  A 
variety  of  other  fluids  have  been  recommended 
ranging  from  quarter  normal  saline  to  half  normal 
saline  or  saline  with  5%  glucose.  Since  water  and 
salt  losses  are  h3q)otonic,  a net  hypotonic  replace- 
ment should  be  given.  Failure  to  use  hypotonic 
replacement  will  result  in  hypernatremia  which 
will  prevent  rehydration  of  cells,  and  renal  excre- 
tion of  excessive  salts  will  cause  a sustained  osmot- 
ic diuresis.  In  patients  with  shock  either  physi- 
ologic saline  or  Ringer’s  solution  should  be  em- 
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ployed  since  an  isotonic  solution  is  required  to 
support  the  extracellular  space. 

The  second  order  of  concern  in  management 
of  the  acute  diabetic  crisis  is  insulin  therapy.  De- 
pending on  the  severity  of  ketoacidosis,  one  to 
three  units  of  regular  insulin  per  kilogram  of  body 
weight  may  be  used  intravenously  when  the  diag- 
nosis is  established.  Criteria  necessary  in  estab- 
lishing the  diagnosis  in  the  known  diabetic  patient 
are  hyperglycemia  and  ketoacidosis.  In  a patient 
not  known  to  have  diabetes,  the  demonstration  of 
glycosuria  and  of  plasma  acetone  levels  in  the 
range  of  4+  are  adequate  criteria  for  the  institution 
of  insulin  therap3^  The  insulin  as  a matter  of  pref- 
erence should  be  given  intravenously.  Half  of  the 
initial  dose  may  be  given  subcutaneously  if  the 
patient’s  condition  is  good. 

It  is  mandatory  that  a protocol  to  follow  the 
progress  of  the  patient  be  made.  Plasma  acetone 
should  be  checked  every  hour  until  no  longer  de- 
tectable. Vital  signs  should  be  checked  frequently, 
particularly  in  the  initial  phases  of  the  manage- 
ment of  diabetic  ketoacidosis.  In  the  patient  with 
shock,  treatment  with  isotonic  fluids,  blood  or 
Levophed,  if  needed,  is  appropriate.  If  shock  ap- 
pears after  4-5  hours  of  therapy,  then  one  should 
consider  at  least  two  other  potential  complicating 
factors,  septicemia  or  induced  hypokalemia.  Both 
intake  and  output  must  be  carefully  monitored 
and  the  patient’s  urine  should  be  checked  for 
sugar  and  acetone  every  two  hours.  It  is  equally 
important  that  an  EKG  be  obtained  to  monitor 
fluctuations  of  potassium.  In  instances  in  which 
there  is  abdominal  distention  and  vomiting,  con- 
tinuous gastric  suction  should  be  employed.  Fur- 
ther therapy  demands  the  continued  and  repeated 
observation  of  glycemia  and  serum  electrolyte  con- 
centrations at  four  hourly  intervals  until  acidosis 
is  under  control. 

Replacement  therapy  and  maintenance  are 
individualized,  and  require  calculation  of  the  re- 
placement of  water  and  electrolytes  on  the  basis 
of  the  degree  of  loss  as  with  any  other  kind  of 
dehydration.  The  type  of  fluid  used  is  determined 
by  the  patient’s  condition:  hypotension,  turgor, 
neck  vein  tonus  and  hemoconcentration  are  the 
best  guides. 

Much  controversy  has  arisen  in  the  past  few 
years  with  regard  to  the  use  of  alkali  solutions  in 
dialSetic  ketoacidosis.  In  severe  acidosis  this  may 
be  considered  a necessary  part  of  the  fluid  regi- 
men. The  ■ preferred  solution  is  sodium  bicar- 
bonate. However,  there  are  still  a number  of  clini- 
cians who  prefer  lactate.  The  institution  of  alka- 
lization therapy  is  dependent  upon  the  degree  of 


acidosis  and  should  be  considered  in  the  patient 
who  presents  with  a serum  COo  content  of  less 
than  5 mEq/L. 

Potassium  fluctuations  occur  when  the  blood 
sugar  begins  to  fall.  Hypokalemia  is  monitored 
by  the  EKG  or  serum  measurement.  Potassium 
replacement  should  be  instituted  within  the  first 
2-4  hours  provided  urine  output  is  adequate.  Ex- 
amination for  hyporeflexia,  decreased  intestinal 
motility  and  muscular  weakness  identifies  hypoka- 
lemia. In  most  cases  there  is  no  need  to  replace 
more  than  25-50%  of  the  potassium  deficit  within 
the  first  24  hours.  In  the  absence  of  nausea  and 
vomiting  and  in  a patient  with  a mild  degree  of 
ketoacidosis,  potassium  may  be  given  as  oral  prep- 
arations. 

Glucose  therapy  should  be  instituted  as  soon 
as  blood  sugar  starts  to  fall  or  if  there  is  an  im- 
provement in  the  serum  acetone.  When  the  blood 
sugar  drops  very  rapidly,  5%  dextrose  solutions 
may  not  be  adequate  and  more  concentrated  dex- 
trose solutions  may  need  to  be  used. 

The  use  of  fructose  as  a source  of  sugar  not 
requiring  insulin  for  cell  entry  has  been  proposed 
in  patients  with  diabetic  ketoacidosis.  It  should 
be  pointed  out  that  fructose  is  not  utilized  by  the 
central  nervous  system  and  it  is  generally  of  little 
value  unless  interconverted  to  glucose.  An  adjunc- 
tive sugar  that  may  ultimately  be  recommended 
in  the  treatment  of  the  diabetic  is  mannose.  In 
the  past  six  months,  several  papers  have  indicated 
that  mannose  is  the  only  other  major  carbohydrate 
utilized  by  the  central  nervous  system  besides 
glucose. 

As  the  patient’s  condition  stabilizes,  the  ques- 
tion arises  of  what  additional  forms  of  insulin 
therapy  are  appropriate.  Serum  acetone  should 
be  checked  hourly  using  the  tablet  or  impregnated 
strip.  Insulin  can  be  given  intravenously  as  fre- 
quently as  every  1-2  hours  until  there  is  significant 
improvement  in  the  degree  of  serum  acetone  or  the 
blood  sugar  begins  to  fall.  When  serum  acetone 
becomes  negative  or  blood  sugar  falls  below  150- 
200  mg.%,  insulin  is  administered  subcutaneously 
at  4-6  hour  intervals  based  on  the  degree  of  gly- 
cosuria. The  patient  should  be  fed  frequently 
during  this  time  since  large  amoimts  of  insulin 
given  previously  may  produce  a hypoglycemic  re- 
action 18-36  hours  after  the  last  dose.  The  physi- 
cian must  also  employ  appropriate  treatment  for 
the  patient  who  has  concurrent  infections  such  as 
pneumonia  or  urinary  tract  infections. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  Rennert,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 
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CALORIES  / 7 oz.  Serving 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 536,.  Camden,  New  Jersey  08101.  ■ • 


rhere’s  a soup 

for  almost  every  patient  and  die 
..for  every  meal  ^ 

and,  it’s  made  by  vOttlpwll 


The  Ecology 
of  Birth  Control” 


excerpt 
from  No.  i 
ofa  new  series 


75  million  more  Americans— 
-!  what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected-to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  anc 
others  in  the  series  as  they  appear 
please  write  to  Searle  or  ask  your  Searli 
representative.  Explored  in  the  forth 
coming  issues  will  be  the  role  of  birth 
control  on  family  pressures  and  it;' 
effects  on  the  family;  the  influences  o 
poverty,  ethnic  factors  and  marita 
status;  its  role  in  illness,  its  genetic) 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual.  I 


I An  original  contribution 
! to  the  science  of  contraception 

Dem/ulen 

,ach  tablet  contains  1 mg.  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
ts  unsurpassed  contraceptive  effectiveness  and  low  in- 
sidence  of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

; Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewihat  lower  than  that 

iof  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
'blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
Inot  been  quantitated  with  precision. 

• Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
S primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
kof  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
flThe  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
• refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
I traceptives  must  be  continued. 

S Indication  — Demulen  is  indicated  for  oral  contraception. 

y Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
I ders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
f paired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
I suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
e bleeding. 

t Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
S thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
p embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
p the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
I and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
I;  cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
ij  have  been  three  principal  studies  in  Britain  leading  to  this  conclusion,  and 
l|  one"  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
'I  the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
f ciates”  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
i are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
ii  cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
■ persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
, by  long-continued  administration.  The  American  study  was  not  designed  to 
i'  evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
fj  firm  this  finding  are  desirable. 

I Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
f complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
* migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  tor  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  In  oral  contraceptives  has  been 
Identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
; include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  It  Is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multitorme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  yalues;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  J3.-267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.-193-199  (April  27)  1968.  3.  Vessey,  M.  P.  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2.-651-657  (June  14)  1969.  4. 
Sartwell,  P E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer,  J.  Epidem.  90.-365-380  (Nov.)  1969.  1A2 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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Good  taste  = patient  acceptance 
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Non-constipating 

*with  the  defoaming  action  of  simethicone 
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Chronic  Management  of  Diabetes  in  Children 

Donough  O’Brien,  M.D. 


All  roads  lead  to  Rome  and  in  the  same  way 
I think  that  there  are  many  good  ways  to  treat 
diabetics  and  I will  simply  present  my  way.  You 
will  find  that  there  are  strong  protagonists  for 
other  approaches. 

First  I would  like  to  define  my  goal  as  achiev- 
ing control.  Control  in  turn  consists  in  maintain- 
ing a healthy,  well  adjusted,  growing  child  with 
negligible  periods  of  either  acidosis  or  hypogly- 
cemia, who  doesn’t  e.xcrete  ketones  in  the  urine 
and  whose  glucose  excretion  is  <8  grams  per 
square  meter  per  24  hours  with  urine  glucose  vary- 
ing between  0 and  2+  with  an  occasional  3+ 
(750  mg./C)  using  Clinitest  tablets. 

The  first  matter  I would  like  to  talk  about  is 
education.  I talk  to  the  family  and  the  child  in- 
forming them  that  diabetes  is  a disease  of  insulin 
deficiency  and  that  insulin  therefore  has  to  be 
replaced,  trying  also  to  explain  that  supplying 
insulin  exogenously  isn’t  sufficient  and  discuss 
adjustment  of  diet  and  explain  the  relationship 
between  the  food  they  take  in  and  the  insulin  they 
get.  This  usually  has  to  be  gone  over  a number 
of  times.  Our  nutritionist  explains  problems  of 
diet,  what  is  fat,  what  is  carbohydrate  and  what 
is  protein  and  what  this  means  in  terms  of  com- 
monly used  family  foods.  We  try  to  aim  for  a 
good  varied  diet  and  one  that  will  provide  the 
same  sorts  of  food  at  the  same  time  each  day 
using  the  exchange  system.  It  is  also  important 
to  make  sure  that  people  know  how  to  test  their 
urine  and  how  to  keep  proper  records.  I remember 
two  pitfalls  in  this  area.  Once  after  I had  been 
giving  my  usual  sermon  about  keeping  proper 
records  one  girl  came  up  with  a beautifully  kept 
record  until  I realized  it  was  filled  out  for  several 
weeks  in  advance.  Then  there  was  another  ami- 
able lady  who  always  produced  the  same  rather 
battered  record  every  visit.  I shall  not  elaborate 
on  education  because  all  of  you  have  had  experi- 
ence of  it,  but  I think  keeping  constantly  in  touch 
with  the  family  about  diabetes,  how  it  should  be 
managed  and  whether  they  understand  all  that 
they  are  doing  is  really  very  important. 


Dr.  O’Brien  is  Professor  of  Pediatrics  at  the  University  of 
Colorado  School  of  Medicine,  Denver. 

This  work  was  supported  in  part  by  United  States  Public 
Health  Service  Grants  RR  69-09  and  HD  00065-09. 


The  next  point  after  education  would  be  what 
kind  of  insulins  to  use.  I am,  first  of  all,  a strong 
believer  in  getting  children  on  long-acting  insulins 
just  as  soon  as  possible.  I personally  prefer  the 
Lente  insulins,  with  or  without  regular,  because 
I think  they  are  much  less  likely  to  produce  sub- 
cutaneous fat  necrosis  or  tumors  and  over  the  long 
haul  you,  perhaps,  achieve  better  control  than 
other  adequate  mixtures  such  as  regular  and 
Globin,  and  regular  and  NPH.  In  the  great  ma- 
jority of  cases  you  need  only  one  dose  of  insulin 
a day  and,  although  the  regimen  of  twice-a-day 
soluble  insulin  is  extraordinarily  effective,  I think 
it  wrong  to  give  children  two  shots  a day  unless 
you  have  to.  With  Lente  insulins  if  you  change 
from  other  regimens  I have  found  that  one  re- 
quires to  V/i  times  as  much  insulin  as  with 
regular  and  NPH.  I have  also  found  that  equal 
amounts  of  Semilente  and  Ultralente  is  a better 
combination  for  the  great  majority  of  children 
than  Lente  alone.  I don’t  discount  some  of  the 
other  regimens  but  this  is  the  one  I prefer. 

Oral  hypoglycemic  agents  should  not  be  used 
in  the  conventional  childhood  diabetic  because 
they  are  seldom  effective  and  the  biguanides  may 
lead  to  lactic  acidosis.  I am  not  talking  about  the 
obese,  adult-onset  teenage  girl  type  of  diabetes 
nor  preclinical  diabetes. 

For  these  reasons  I resist  the  temptation  to 
use  oral  medication  at  the  time  of  the  first  dip  in 
insulin  requirements.  I also  think  taking  children 
off  insulin  interrupts  your  educational  program 
which  centers  around  insulin  and  what  it  does,  and 
it  interrupts  the  child’s  ability  to  manipulate 
insulin  according  to  needs,  and  to  feel  confident 
with  doing  this.  Lastly,  it  gives  parents  and  the 
children  a false  promise  that  perhaps  they  will 
not  require  daily  injections  and  with  very  few 
exceptions,  they  do. 

I have  found  that  most  nutritionists’  and 
dietitians’  education  in  diabetes  has  been  domi- 
nated by  the  adult  world,  where  diet  and  calorie 
restriction  is  of  special  importance,  especially  in 
noninsulin  requiring  cases.  Their  tendency  is  to 
immediately  say  to  the  mother,  “Well,  he  is  on  an 
X or  Y 100  calorie  diet  and  please  stick  rigidly 
to  it.”  I believe  very  differently  from  that.  I 
think  diet  should  be  regulated,  but  it  need  not  be 
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weighed.  I think  the  first  thing  to  do  is  to  find 
out  what  kind  of  a meal  regimen  this  family  is 
having.  If  it  seems  to  your  nutritionist  that  this 
is  a sensible  amount  of  calories  per  diem  for  the 
child  in  relation  to  known  norms,  and  if  the  distri- 
bution of  carbohydrate  is  45-55%  of  calories,  fat 
35-40%  and  protein  about  15%,  then  I feel  rather 
strongly  that  this  is  the  diet  you  should  accept 
and  you  should  adapt  control  to  the  food  this 
family  is  used  to.  Obviously  this  is  an  over- 
simplification of  the  exchange  principle  and 
means  that  the}-  have  to  understand  what 
foods  are  equivalent  and  what  things  like 
certain  fruits  and  so  on  which  they  don’t  have  to 
worry  about.  I have  found  that  the  business  of 
accepting  some  sort  of  restrictions  in  what  they 
eat,  in  other  words,  trjdng  to  eat  the  same  kind 
of  things  every  day  is  a very  easy  one  for  boys. 
In  other  words,  if  j*ou  leak  a little  bit  of  extra 
glucose,  well,  that  is  unimportant.  You  might  just 
as  well  not  have  that  bit  of  glucose  but  I don’t 
think  it  is  metabolically  wrong  unless  }'OU  build 
in  a situation  where  the  active  sites  for  insulin  are 
unsaturated.  You  may  disagree  with  me,  but  I 
think  it  is  reasonable  to  be  tolerant  in  the  interests 
of  making  children  not  feel  overburdened  by  this 
disease  in  relation  to  their  diet. 

-\s  far  as  complications  go,  by  far  the  most 
common  setting  for  episodes  of  acidosis  are  chil- 
dren whose  families  are  themselves  in  a state  of 
considerable  emotional  turmoil.  Certainly  most  of 
the  cases  I have  seen  go  on  like  this  for  several 
years  and  when  they  enter  their  late  teen  years 
and  go  to  work  they  seem  to  emerge  from  it.  My 
plea  is  to  the  physician  to  deal  with  these  prob- 
lems and  not  to  bring  in  another  person  to  cope 
with  the  emotional  problem  while  you  simply  come 
up  with  a dose  of  insulin.  Resistance  to  insulin 
is  a very  uncommon  thing  in  children.  There  have 
been  reports  of  children,  not  very  young  children, 
but  14  or  15  years  old  who  have  been  on  several 
thousand  units  of  insulin  a day  but  it  is  very 
unusual  to  require  more  than  100  units  a day  for 
any  diabetic  under  the  tige  of  18.  The  build-up 
of  antibodies  for  some  reason  does  not  seem  to 
assume  eminence  as  a problem  during  that  age. 

There  are  two  problems  seen  rather  commonly, 
the  first  is  what  is  called  the  Somogyi  effect.  The 
situation  in  which  a patient  appears  to  be  hyper- 
glycemic and  glucosuric  so  the  physician  gives 
more  insulin  and  this  produces  a degree  of  hj’po- 
glycemia  that  may  not  produce  very  much  in  the 


way  of  sjTnptoms,  so  the  child  is  given  more  in- 
sulin and  this  produces  a degree  of  h)q)oglycemia 
which  in  turn  produces  reactive  hyperglycemia 
from  hypersecretion  of  catecholamines.  This  di- 
minishes the  peripheral  utilization  of  glucose 
at  the  same  time,  so  what  happens  in  effect, 
is  that  you  give  more  insulin  and  you  get  more 
hj-perglycemic  and  more  glucosuria.  This  is  some- 
thing that  all  clinics  see  from  time  to  time  and 
reduction  of  insulin  reduces  the  hyperglycemia  and 
the  glucosuria. 

Tumors  are  cosmetically  annoying  and  can 
often  be  coped  with  by  keeping  the  insulin  out  of 
the  refrigerator  and  they  are  uncommon  with 
Lente  insulins.  Chronic  diarrhea  may  occur  in 
older  diabetics  and  exudative  enteropathy  has  been 
reported. 

Finally,  although  there  is  too  little  experience 
with  it,  beta-blocking  agent  may  be  useful  in  some 
of  the  childhood  brittle  diabetics.  It  is  known 
theoretically  that  catecholamines  are  particularly 
prone  to  produce  ketosis  and  acidosis  in  the  dia- 
betic person  and,  therefore,  it  has  been  argued  that 
perhaps  in  these  children  beta-blocking  agents, 
such  as  Propanolol,  might  be  worth  a trial.  Pre- 
sumably what  this  does  is  inhibit  the  tendency  of 
catecholamines  to  release  fatty  acids  from  the  fat 
depots  which,  in  turn,  inhibit  pyTuvate  kinase 
and  enhance  glyconeogenesis  and  thus  promote 
ketoacidosis  and  hyperglycemia.  There  have  been 
half  a dozen  or  so  cases  reported  with  good  effect. 

In  summary,  my'  philosophy  for  chronic  man- 
agement is  to  achieve  control;  having  said  what 
this  is,  I think  continuing  education  and  rapport 
with  the  family  is  tremendously  important.  I be- 
lieve insulin  is  the  mainstay  of  treatment  and  I 
believe  that  y'ou  should  have  an  exchange  diet  that 
is  nutritionally  appropriate  but  otherwise  not 
rigidly  regulated.  I think  that,  by  far,  the  most 
important  complications  derive  from  emotional 
problems  that  some  families,  particularly  rmder- 
pri\-ileged  ones  get  into,  or  at  the  other  end  of 
the  spectrmn  relate  to  administration  of  too  much 
insulin.  Looking  after  diabetes  in  children  is  very 
rewarding,  and  I hope  that  what  I have  said  will 
encourage  most  of  you  to  take  on  this  task  your- 
selves. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  O’Brien,  University'  of  Colorado  School  of 
Medicine,  Denver  80202. 
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Metabolic  Effects  of  Glucagon 

J.  H.  Londono,  M.D. 


The  metabolic  actions  of  glucagon  in  the  liver 
(j  and  adipose  tissue  affect  the  maintenance  of  an 
4 adequate  and  stable  glycemic  level  in  the  extra- 
< cellular  fluids.  Other  actions  of  glucagon  relate 
t to  interhormonal  balance  with  glucagon  mediating 
( biochemical  processes  involved  in  the  regulation 
( of  hormonal  secretions. 

Glucagon  has  been  used  clinically  to  alter  the 
■;  course  of  hypoglycemic  states  and  to  treat  cardiac 
;!  failure  patients.  The  hormone  also  has  been  used 
ij  in  the  diagnosis  of  glycogen  storage  diseases, 
c medullary  carcinoma  of  the  thyroid,  pheochromo- 
: cytoma  and  hypoglycemic  conditions. 

Glycogenolysis  and  gluconeogenesis  are  essen- 
.1  tial  biochemical  processes  in  the  mammals’  life  as 
) they  maintain  the  continuous  flow  of  glucose  to 
> the  brain,  the  muscle  and  other  vital  organs. 
J Glycogenolysis  is  a rather  simple  energy  produc- 
i ing  system  which  is  inhibited  by  insulin  and 
B activated  by  glucagon  and  epinephrine.  When 
s activated,  a series  of  enzymes  depolymerize 
) liver  glycogen  to  glucose-6-phosphate  which  in 
J'  turn  will  be  broken  down  to  pyruvate  producing 
f 12  high  energy  bonds. 

Gluconeogenesis  is  an  elaborate  biological  sys- 

il  tern  under  the  influence  and  regulation  of  multiple 
' factors  (cortisol,  growth  hormone,  insulin,  fed  or 
starve  states,  diabetes,  etc.),  but  the  nature  and 
J characteristic  pathways  regulated  by  glucagon  are 
2 as  yet  unclear.  Whether  glucagon  Increases  the 
; precursors  of  glucose  in  the  peripheral  tissues,  en- 
f hances  the  uptake  of  those  precursors  by  the  liver 
' or  both  is  difficult  to  substantiate.  There  is  evi- 
> dence  that  glucagon  increases  uptake  of  gluconeo- 
: genic  precursors  by  the  liver  but  also  that  gluca- 

I gon  participates  in  the  breakdown  of  protein  in 

the  peripheral  tissues.  The  gluconeogenic  effect 
of  glucagon  on  adipose  tissues  is  not  yet  clear. 
The  free  fatty  acids  are  broken  into  acetyl  resi- 
dues and  incorporated  into  the  Krebs  cycle  and 
thence  into  pyruvate  through  the  oxaloacetate- 
aspartate  shunt.  Glucagon  effect  on  gluconeo- 
genesis can  be  summarized  as  shown  in  figure  1. 
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Glucagon  is  a lypolytic  agent  able  to  split 
esterified  fatty  acids  into  glycerol  and  free  fatty 
acids  (FFA).  Glucagon  exerts  a rapid  direct  stim- 
ulatory effect  on  gluconeogenesis  from  lactate, 
pyruvate  and  amino  acids  (especially  alanine). 
Glucagon  also  appears  to  activate  the  citrate  cycle 
(Ki*ebs  cycle)  between  glutamate  and  succinate. 
It  also  increaises  transport  of  alanine,  lysine  and 
aminobutyrate  into  the  liver  ceU.  Glucagon  in- 
creases glucose  and  urea  production  by  the  liver, 
indicating  amino  acid  deamination  and  incorpora- 
tion of  residues  into  the  glucose  pool. 

Glucagon  probably  has  little  or  no  direct  effect 
on  protein  catabolism  in  the  peripheral  tissues,  but 
by  stimulating  secretions  of  catecholamines 
(adrenalin),  it  might  to  a certain  extent  increase 
circulating  amino  acids.  In  muscle  adrenalin  in- 
creases a-aminoisobutyrate  accumulation  and 
partially  abolishes  protein  formation.  There  is  also 
evidence  that  the  alanine  cycle  is  activated  by  glu- 
cagon and  epinephrine  in  both  liver  and  peripheral 
tissues  as  shown  in  figure  2. 

Thus,  glucagon  plays  a major  role  in  the  regu- 
lation of  hepatic  glucose  flux  through  effects  on 
glycogenolysis  and  gluconeogenesis.  The  glycogeno- 
lytic action  has  been  recognized  for  more  than  a 
decade.  Recognition  of  the  glyconeogenic  action 
of  the  hormone  is  more  recent,  resulting  from  the 
discovery  of  increased  urea  production  and  demon- 
stration of  lactate,  amino  acids  and  pyruvate  in- 
corporation into  the  liver  cell  following  glucagon 
stimulation.  Gluconeogenesis  is  as  sensitive  as 
glycogenolysis  to  the  stimulatory  effect  of  glucagon 
and  plays  a definite  role  in  the  maintenance  and 
constant  flow  of  glucose  through  the  liver  in  order 
to  maintain  the  level  of  glucose  in  circulating 
fluids.. 

Glucagon  in  Diabetes  and  Fasting  States 

These  states  have  been  studied  by  Unger  and 
colleagues  and  were  found  to  be  associated  with 
hyperglucagonemia.  This  occurs  in  spite  of  dia- 
betic hyperglycemia.  Insulin  deficiency  and  short- 
term starvation  have  long  been  known  to  increase 
gluconeogenesis  in  humans.  It  is  possible  that 
increased  supply  of  gluconeogenic  substrates  from 
tissues  such  as  muscle  and  fat  are  important  fac- 
tors whether  or  not  there  is  modification  by  the 
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GLUCAGON 


PYRUVATE  -►  GLUCOSE 


Ami  no  Acids. 


Figure  1 


LIVER  BLOOD  MUSCLE 


Figure  2 


actions  of  glucagon. 

There  are  some  unexplained  characteristics  of 
diabetes  and  starvation  gluconeogenesis,  which 
seem  to  be  over  and  above  those  associated  with 
gluconeogenic  rates  seen  in  normal  individuals. 
This  might  be  due  to  enzymatic  adaptations  to 
the  deprivation  states. 

Summary 

Glucagon  exercises  its  action  at  several  tissue 
levels  in  order  to  maintain  a constant  internal 
metabolic  and  energy  environment.  It  accom- 


plishes this  through  the  glycogenolytic  and  glu- 
coneogenic pathways  and  at  the  expense  of  periph- 
eral tissues  and  in  the  partial  or  complete  ab- 
sence of  insulin.  Glucagon  plays  a definite  role  in 
certain  metabolic  diseases  and  hunger  situations 
by  providing  a flow  of  glucose  into  the  peripheral 
tissues  (especially  CNS)  to  provide  the  necessary 
energy  for  work  and  cell  survival. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  Londono,  University  of  Florida  College  of 
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The  Disturbed  Child  With  Diabetes 


David  R.  Leaverton,  M.D. 


Not  all  children  with  diabetes  have  definite 
psychological  disturbances  of  major  proportions. 
The  literature  gives  us  a good  picture  of  the  child 
who  is  disturbed  enough  to  need  referral.  He  or 
she  is  characteristically: 

(1)  the  oldest  child  in  the  family,  (2)  the 
child  who  has  had  diabetes  since  an  early  age, 
(3)  a child  who  has  had  diabetes  for  many 
years,  (4)  a disadvantaged  child  of  lower  socio- 
economic status,  (5)  a child  who  is  low  in  in- 
telligence, (6)  a child  whose  diabetes  is  poorly 
controlled,  (7)  a child  who  exhibits  the  fol- 
lowing personality  characteristics:  a.  overde- 
pendent, b.  expressive  of  overt  hostility,  c. 
possessing  a poor  self-concept,  (8)  a child  who 
acts  out  his  hostility  through  accident-prone- 
ness (which  may  be  a cover-up  for  self-de- 
structive, suicidal  thoughts)  or  forgetfulness  in 
taking  his  insulin,  measuring  his  urine  sugar 
and  acetone  and  in  eating  in  unusual  ways, 
(9) a child  whose  parents  are  overzealous  in 
their  restriction  of  the  child’s  food  intake  and 
social  activity,  (10)  a child  who  had  a poor 
adjustment  at  home  and  with  his  peers. 

Let  us  clarify  the  meaning  of  overdependency 
and  overprotection  by  parents.  What  does  “over- 
protection” really  mean?  It  has  been  stated  that 
one  of  America’s  greatest  barriers  to  understand- 
ing is  the  Puritan  ethic  which  states  that  we  can- 
not express  our  anger  verbally,  directly.  When  a 
mother  is  very  upset  by  her  child’s  chronic  illness, 
such  as  diabetes,  her  disappointment  leads  to 
anger  and  concealed  rage.  These  feelings  must 
be  buried  if  she  accepts  the  rule  that  she  should 
not  have  negative  feelings  toward  her  ill  child 
(since  parents  often  believe  that  to  have  negative 
feelings  implies  one  must  act  upon  them).  Over- 
protection really  means  that  a mother  is  afraid 
her  child  might  die  and  at  one  time  or  another 
has  had  feelings  that  perhaps  it  would  be  better 
if  the  child  did  die.  . . . but.  . . . greets  this  recur- 
rent thought  with  self-guilt  whenever  it  comes  to 
mind.  A mother  whose  life  revolves  around  her 
sick  child  reminds  one  of  a hurricane  that  is 


From  the  Department  of  Psychiatry,  Division  of  Child  Psy- 
chiatry, Children’s  Mental  Health  Unit,  University  of  Florida 
College  of  Medicine,  Gainesville,  and  Florida’s  Camp  for  Chil- 
dren with  Diabetes. 


building  with  increased  inner  turmoil.  The  family 
environment,  the  other  siblings  and  the  father 
often  wonder  why  they  have  suddenly  lost  out. 
They  find  few  of  their  needs  fulfilled  when  a child 
suddenly  takes  up  all  of  the  mother’s  time  after 
the  diagnosis  of  diabetes.  The  brother’s,  sister’s 
and  father’s  anger  toward  the  sick  child  also  must 
be  suppressed  if  the  rule  is  to  be  followed.  This 
creates  a situation  in  a family  such  that  no  one 
can  be  angry  at  the  child  with  the  disability,  and 
hence,  he  or  she  becomes  very  special.  Interesting- 
ly, it  is  the  siblings  who  lose  mother’s  and  father’s 
attention  and  who  become  changed.  They  per- 
ceive themselves  as  being  worth  less  than  the 
child  affected  with  diabetes.  Overprotection  puts 
both  the  child  and  the  family  in  a bind,  lying  to 
themselves  that  they  do  not  feel  tenseness  and 
anxiety.  These  brothers  and  sisters  may  actually 
yearn  to  have  a disease  for  which  they  could  be 
specially  treated. 

The  overdependence  creates  a situation  where 
hospitalization  and  separation,  from  mother  at 
camp  and  from  parents  when  the  child  goes  to 
school,  are  especially  stressful  times  to  the  child 
with  diabetes.  It  was  stated  that  the  mother  was 
angry  and  frustrated  about  her  child’s  disease  and 
that  this  carried  over  to  her  feelings  about  the 
child.  It  is  this  very  deeply  felt  anxiety  over 
separation  which  causes  the  parents  to  tighten 
their  grip  and  restrict  the  child  in  his  food,  his 
activities  and  his  feelings.  This  leads  him  to  have 
difficulty  with  his  impulses,  his  efforts  in  school 
and  getting  along  with  his  peers.  He  may  be  so 
anxious  as  to  daydream  constantly  or  be  afraid  to 
leave  home  and  thereby  be  stigmatized  by  his 
friends.  This  overdependence  becomes  a habit. 
Many  children  at  college  continue  to  receive  their 
injections  by  a parent  figure  at  the  student  health 
service. 

In  stating  that  the  child  with  diabetes  has  a 
poor  self-concept,  one  has  to  remember  that  the 
daily  injection  of  insulin,  the  daily  testing  of  urine 
and  the  worry  over  food  intake  remind  the  child 
that  his  body  “machine”  is  not  perfect  and  needs 
constant  checking  and  regulating. 

If  the  child  is  overdependent,  he  has  feelings 
of  need,  which  are  frustrating  and  lead  to  anger. 
The  child  with  diabetes  e.xpresses  these  feelings 
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indirectly.  More  than  likely  he  will  direct  his 
anger  inwardly,  take  poor  care  of  his  diabetes  and 
be  careless  in  insulin  dosage.  There  are  striking 
examples  in  the  literature  of  the  self-destructive, 
suicidal  actions  taken  by  chronically  emotionally 
ill  adults  and  late  adolescents  with  diabetes.  Col- 
lege medical  personnel  often  see  students  who 
“forget”  to  take  their  insulin  during  times  of 
stress:  exams,  orientation  week  and  holidays. 

The  child  with  diabetes  is  in  a “double  bind.” 
He  is  treated  at  home  as  if  he  were  abnormal  with 
overdetermined  parental  restrictions  of  food  and 
socialization  but  expected  to  perform  outside  the 
home  as  if  he  had  no  medical  problem.  That  this 
“double  bind”  of  conflicting  expectations  causes 
emotional  disturbance  is  supported  by  reports  that 
the  child  who  has  diabetes  the  longest  and  the 
child  who  has  diabetes  diagnosed  at  an  early  age 
are  those  with  the  more  severe  problems. 

The  child  with  poor  adjustment  at  home  may 
have  the  kind  of  mother  who  has  self-pity  and 
blame  for  the  child  because  of  the  illness.  She 
openly  rejects  and  is  hostile  to  her  child.  She 
treats  the  illness  as  if  it  were  her  own  fault  and 
masochistically  takes  her  angry  feelings  out  on 
herself.  A slightly  less  common  t3^)e  of  mother 
of  the  child  with  diabetes  is  perfectionistic,  over- 
controlling, an  authoritarian  who  has  great  expec- 
tations for  her  children.  The  child  rebels  and  may 
fail  in  school,  steal  or  otherwise  act  out.  Ideally, 
the  mother  of  children  with  diabetes  is  a tolerant, 
accepting  parent  who  is  not  restrictive,  does  not 
deny  the  child’s  illness,  and,  being  flexible  enough, 
makes  adjustments  to  meet  the  child’s  emotional 
needs. 

The  number  of  children  with  diabetes  referred 
for  psychotherapy  is  very  few.  In  addition,  the 
amount  of  parental  awareness  concerning  the  need 
for  emotional  support  has  been  reported  to  be  very 
low.  It  is  possible  that  one  can  explain  this  low 
referral  rate  and  decreased  awareness  by  remem- 
bering that  the  defense  mechanism — denial — is 
used  most  frequently  by  parents  whose  children 
have  diabetes.  Children’s  attitudes  concerning 
their  chronic  illness  are  extremely  unrealistic. 
They  express  opinions  that  to  have  pimples,  be 
fat,  think  slowly,  have  six  toes  on  one  foot,  are 
very  much  worse  conditions  to  have  than  diabetes. 
This  extreme  use  of  denial  leads  them  into  other 
unrealistic  ways  of  coping  with  problems. 

For  purposes  of  illustration,  we  will  cite  three 
case  reports  of  children  at  some  of  the  vulnerable 
ages  when  the  stress  of  diabetes  may  lead  to  emo- 
tional disturbance. 


Report  of  Cases 

Case  1. — ,\t  the  camp  for  children  with  diabetes  a 
thin,  pretty,  red-haired  iS-year-old  girl  was  seen.  She 
walked  with  a depressed  slump  to  her  shoulders  and  wore 
a chronic  frown.  She  had  been  spilling  large  amounts  of 
sugar  and  ketones  for  several  months.  She  was  the 
youngest  of  three  children,  having  a brother,  the  middle 
child,  who  had  failed  school  at  age  16  and  was  in  constant 
rebellion.  The  mother  was  obese,  widowed  and  financially 
pressed.  The  older  brother  had  left  home  for  the  military. 
The  father  had  died  a few  years  previously  in  his  40’s 
of  heart  disease.  The  diagnosis  of  diabetes  in  this  girl 
within  the  last  year  had  allowed  the  depressed  mother 
to  restrict  the  girl’s  activities  rather  severely.  She  slept 
with  her  mother  every  night.  During  the  interview  it 
became  quite  obvious  that  the  mother  was  trying  to 
continue  to  restrict  the  girl  with  a dependent  clinging 
relationship,  so  that  she  would  have  someone  for  comfort 
as  she  grew  older.  The  daughter  was  not  completely  un- 
satisfied by  this  and  said  that  she  derived  pleasure  from 
being  wth  her  mother.  They  would  “joke”  with  each 
other  by  bantering  criticisms  about  appearance  back  and 
forth.  During  the  two-week  camp  stay,  the  girl  gained 
a small  amount  of  W'eight,  making  her  appearance  more 
attractive.  Her  depressed  stature  changed  markedly.  She 
began  receiving  the  appropriate  amount  of  insulin  and 
became  more  animated  in  her  conversation.  She  had 
initially  spoken  to  counselors  of  having  nothing  to  live 
for.  Now  she  began  talking  about  getting  back  to  school 
and  making  new  friends.  The  mother,  who  previously  had 
not  planned  to  come  for  parents’  day,  was  especially 
invited  and  given  a great  deal  of  emotional  support  by 
the  camp  staff  of  physician,  child  psychiatrist  and  nurse 
specialist.  It  often  takes  this  kind  of  collaboration  to  in- 
sure that  psychiatric  referral  will  be  successful. 

Case  2. — Mike  was  a nine-year-old  third  grader  who 
appeared  at  the  time  of  the  physician’s  visit  to  be  extreme- 
ly depressed.  His  parents  stated  that  diabetes  had  in  no 
way  changed  their  Uves  or  caused  any  inconvenience.  Mike’s 
head  sagged,  his  eyes  had  black  hollows  under  them  and 
his  diabetes  was  somewhat  labile  which  led  to  emergency 
hospitalization  for  ketosis.  He  is  the  son  of  hard-working 
parents  who,  although  they  have  been  working  in  a small 
rural  town  in  north  Florida,  hardly  make  the  minimum 
hourly  wage.  They  try  extremely  hard  to  treat  their 
child  normally  and  are  unaware  of  his  loneliness,  lack  of 
friends  and  fears  concerning  his  health.  When  psychiatric 
referral  was  made,  they  went  only  because  the  doctor  felt 
it  was  necessary.  When  the  child  was  mute,  depressed  and 
immobile,  they  saw  nothing  wrong.  When  talking  about 
their  lives,  they  gave  a defeated,  hopeless  attitude  con- 
cerning their  marriage  and  employment;  rather  than  being 
concerned  over  their  child’s  difficulties  in  school,  they  ac- 
cepted them  as  their  due. 

This  t3T)e  of  pattern  is  difficult  for  everyone 
to  deal  with.  Parents  who  are  depressed  and  fi- 
nancially hurting  prior  to  the  child’s  diagnosis 
often  see  the  chronic  illness  of  their  child  as  an 
area  where  they  feel  they  can  externalize  their 
angry  feelings  about  life.  This  may  cause  the 
child  to  feel  inappropriately  he  is  the  cause  of  all 
their  miseries  and  woe. 

Case  3. — Tommy  was  an  eight-year-old  boy  who  began 
having  difficulties  with  diabetes  in  his  second  year  of  life. 
This  coexisted  with  marital  difficulties  and  frequent  sep- 
arations by  the  parents.  When  the  child  was  tossed  from 
pillar  to  post,  his  only  security  was  a grandparent.  The 
mother  felt  further  defeat  when  her  motherly  duties  had 
to  be  given  up  to  the  grandparent  when  she  returned  to 
work  for  financial  support.  Because  of  her  insomnia, 
thoughts  of  suicide  and  anorexia,  she  sought  psychiatric 
referral  and  was  able  to  receive  some  help  for  her^lf. 
However,  her  son  remained  lonely,  dependent  and  clinging. 
.■\t  camp  he  was  friendless  and  spent  a great  deal  of  time 
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I being  supported  by  the  camp  staff  concerning  his  home- 
’ sickness.  At  times  he  would  be  seen  wandering  aimlessly 
1 midway  between  his  peers  and  the  camp  counselors  as  if 
undecided  about  which  way  to  go. 

What  can  physicians  who  see  children  with 
diabetes  do  about  these  kinds  of  problems?  One 
of  the  first  objectives  would  be  for  the  clinician  to 
be  aware  of  how  he  has  viewed  disturbances  of 
thought;  mood  and  behavior  in  his  child  patients 
with  diabetes.  Hopefully,  he  has  been  able  to  look 
at  them  with  a detached,  clinical  eye  and  to  take 
their  hostility,  clinging  dependency  and  poor  dia- 
betic control  as  information  useful  in  helping 
them.  We  can  do  the  child  patient  a service  by 
assessing  his  parents’  attitudes.  Do  the  parents 
deny  the  child’s  difficulties,  oversimplify  and  keep 
the  disease  a secret?  Do  they  reinforce  a depen- 
dent, clinging,  inactive  child  and  overprotect  him 
because  of  their  fear  of  letting  loose?  Or  are  they 
hostile,  self-pitying,  depressed  and  unable  to  assist 
the  child  in  coping  with  the  stress? 

Has  the  child  been  to  camp?  Did  the  child 
and  parent  find  it  helpful?  Not  all  children  need 
camp  and  not  all  camps  for  children  with  diabetes 
have  good  programs.  Hopefully,  most  of  them  are 
no  longer  weighing  food  and  subjecting  the  patient 
to  such  rigid  control  that  he  faints  from  hypo- 
glycemia. 

Does  the  child  seem  to  be  the  only  point 
around  which  the  parent  revolves?  Is  he  a center 
of  a storm  of  controversy  in  the  school  and  com- 
munity? To  get  this  kind  of  information,  the 
clinician  must  become  involved  with  his  patient 
in  discussions  other  than  those  about  urine,  sugar, 


acetone  and  insulin.  A risk  must  be  taken  to  ex- 
tend oneself  in  a private  life  that  is  usually  guard- 
ed, defensive  and  ambivalent  about  his  concern. 

Having  considered  psychiatric  referral,  are 
physicians  aware  of  how  difficult  this  process  may 
be?  .Are  they  willing  to  sit  down  with  the  parent 
and  child  long  enough  to  discuss  with  them  the 
real  meaning  of  referral?  Often  parents  feel  that 
the  doctor  is  making  a personal  attack  on  them  if 
a psychiatric  referral  is  suggested.  Getting  over 
this  process  may  take  two  or  three  visits.  Some- 
times the  physician  has  to  change  his  way  of 
operating  and  spend  more  time  with  the  patient 
than  he  ordinarily  would. 

Studies  of  the  use  of  group  therapy  in  similar 
kinds  of  chronic  illnesses  indicate  the  usefulness 
of  this  technique.  If  referral  does  not  seem  indi- 
cated or  if  the  clinician  wants  to  extend  himself 
more  freely  into  helping  the  child  with  diabetes, 
group  meetings  of  parents  or  child  patients  could 
be  facilitated. 

In  summary,  when  we  deal  with  a child  with 
diabetes  who  is  difficult  to  manage,  can  we  focus 
on  the  child  and  not  the  disease?  Can  we  remem- 
ber that  emotions  influence  psychology?  Can  we 
recall  that  the  illness  itself  may  have  great  emo- 
tional significance  to  the  patient  and  parents? 
The  child-parent,  as  well  as  the  doctor-patient 
relationship  is  a two-way  process. 

References  may  be  obtained  from  tbe  author  upon  request. 

^ Dr.  Leaverton,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 
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The  Pediatric  Nurse  Specialist 
in  Diabetes  Mellitus 

Judith  McFarlane,  R.N.,  M.N. 


Specialized  competence  in  diabetes  has  been 
acquired  by  two  different  routes  in  our  nursing 
education  program.  One  involves  a post-bacca- 
laureate  internship  program  for  12  months.  The 
second  involves  the  graduate  program  leading  to 
a master’s  degree  in  Pediatric  Nursing.  Two  nurse 
specialists  prepared  in  the  post-baccalaureate 
internist  program  in  diabetes  at  the  University  of 
Florida  are  currently  working  with  adult  diabetics 
in  our  county.  The  writer  was  trained  in  the 
pediatric  master’s  program.  Both  programs  pro- 
vide specialized  training  with  children  and  adults 
having  diabetes  in  the  clinic,  hospital,  and  home 
environments.  The  nurse  specialist  role  is  three 
dimensional — that  of  practitioner,  instructor,  and 
investigator. 

As  a practitioner  the  nurse  specialist  renders 
specialized  nursing  services  in  the  clinic  setting 
which  include: 

1.  A thorough  assessment  of  the  parents’  and 
child’s  understanding  of  the  diabetes  and  their 
present  plan  of  care  at  home.  A form  has  been 
devised  to  assure  complete  data  collection. 

2.  Instigation  of  a teaching  program,  e.g.,  in- 
sulin dosage,  urine  testing  and  records,  nutrition, 
etc. 

3.  Counseling  regarding  problems  at  home  or 
school  attributed  to  the  diabetes. 

4.  Adjustments  in  the  treatment  plan. 

5.  Appropriate  follow-up  procedures,  e.g.,  cor- 
respondence with  health  agencies,  physicians  or 
the  family,  collaboration  with  other  patient  spe- 
ciality areas. 

The  reasons  for  this  patient  care  and  education 
confront  us  daily.  Children  are  restricted  to  the 
home,  unable  to  attend  school  because  of  inade- 
quate knowledge  in  the  management  of  their  dia- 
betes. Others  are  in  and  out  of  hospitals  con- 
stantly, resulting  in  emotional  and  financial  tur- 
moil for  the  families.  We  frequently  encounter 
parents  whose  children  have  had  diabetes  for  years 
who  do  not  have  a basic  understanding  of  diabetes 
or  how  to  adjust  the  daily  treatment  plan  to  meet 
the  child’s  needs. 


From  the  Department  of  Pediatrics,  Division  of  Endocrinology 
and  Metabolism,  and  National  Foundation — March  of  Dimes 
Birth  Defects  Center,  University  of  Florida  College  of  Medicine, 
Gainesville,  and  Florida’s  Camp  for  Children  with  Diabetes. 


As  an  example,  a 14-year-old  girl  was  diag- 
nosed as  a diabetic  in  May  1968,  at  which  time 
she  was  hospitalized  two  weeks  for  regulation. 
She  did  well  until  October  when  she  began  experi- 
encing “black-out  spells”  lasting  30  minutes  to 
three  hours  and  described  by  the  child  as  shaki- 
ness and  nervousness.  They  occurred  at  home, 
school,  church,  or  on  the  school  bus,  at  breakfast, 
lunch  time,  and  the  evening.  These  “spells”  re- 
sulted in  20  hospital  admissions  from  October 
1968  to  January  1970,  when  she  was  referred  and 
admitted  to  our  hospital.  She  maintained  good 
control  during  the  four-day  evaluation  period  with 
no  hypoglycemia  or  ketonuria.  The  nurse  special- 
ist, while  assessing  the  home  management  pro- 
gram, found  that  the  “black-out  spells”  occurred 
most  frequently  from  4 to  6 p.m.  Her  mother 
made  her  follow  a strict  diet  and  no  snacks  were 
allowed  unless  the  urine  was  negative.  The  mother 
and  daughter  used  a “sliding  scale”  for  insulin 
regulation.  Severe  subcutaneous  hypertrophy  and 
atrophy  at  several  sites  were  also  noted.  Both 
mother  and  daughter  were  instructed  by  the  nurse 
specialist  in  the  importance  of  a well-balanced 
diet,  including  snacks,  insulin  regulation  over  a 2-3 
day  period  rather  than  a sliding  scale  daily,  site 
rotation  and  correct  urine  testing  and  recording. 
For  the  past  year  she  has  kept  all  clinic  appoint- 
ments and  has  had  only  one  hospitalization.  Con- 
trasted to  her  20  hospitalizations  between  diag- 
nosis and  referral,  this  represents  an  88.5% 
decrease  in  the  rate  of  hospitalization  for  this 
child.  The  follow-up  program  has  included  a two- 
week  camp  session  at  Florida’s  Camp  for  Chil- 
dren with  Diabetes,  verbal  and  written  correspon- 
dence with  her  teachers,  and  phone  calls  to  the 
home  at  periodic  intervals. 

Another  ten-year-old  girl  was  diagnosed  as  a 
diabetic  in  May  1963.  From  1963  to  1969  she 
had  frequent  hospitalizations.  During  the  1969- 

1970  school  year  she  attended  school  a total  of 
23  days.  She  had  15  hospital  admissions  for 
ketoacidosis  from  December  1969  to  May  1970, 
incurring  expenses  to  the  family  of  $5,445.  She 
was  detained  in  the  second  grade  for  the  1970- 

1971  school  year,  her  second  grade  failure  due  to 
inadequate  control  of  the  diabetes.  She  and  her 
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mother  attended  a teaching  program  at  Florida’s 
Camp  for  Children  with  Diabetes  in  August  1970. 
The  nurse  specialist  stressed  early  identification 
of  ketonuria  at  home  by  the  family  and  quick 
instigation  of  appropriate  procedures.  Since  then 
she  has  not  missed  one  day  of  school,  has  had 
no  emergency  room  or  hospital  admissions,  and 
has  been  promoted  from  the  second  to  the  fourth 
grade.  Both  family  and  school  report  a happy, 
well-adjusted  child. 

A two-year-old  boy  was  diagnosed  as  a diabetic 
in  December  1969.  From  .\pril  1970  to  August 
1970,  he  experienced  nine  unscheduled  outpatient 
clinic  appointments  and  two  emergency  room  ad- 
missions for  hypoglycemia,  ketonuria,  and  miscel- 
laneous management  problems.  The  nurse  special- 
ist assessed  the  parents’  understanding  and  found 
that  problems  characteristic  of  growth  and  de- 
velopment stages  were  being  attributed  to  the 
diabetes  and  he  was  using  the  diabetes  to  threaten 
and  control  his  parents.  The  nurse  specialist 
taught  management  skills  coupled  with  an  under- 
standing of  normal  growth  and  development.  With 
close  home  and  nursery  school  contact  he  has  had 
only  one  scheduled  outpatient  clinic  appointment 
for  routine  reevaluation  since  August  1970. 

These  are  not  isolated  or  unusual  cases.  A 
number  of  such  individuals  have  been  followed 
here,  one  with  a history  of  124  hospital  admissions 
over  a ten-year  period.  However,  the  children 
illustrate  the  need  for  a nurse  specialist  to  care- 
fully assess,  instruct,  and  follow  through  with  the 
family’s  management  of  the  child  with  diabetes. 
We  have  found  it  essential  for  the  nurse  specialist 
to  be  available  to  families  24  hours  a day  for 
recommendations  on  management  regulation. 
Parents  feel  comfortable  in  consulting  the  nurse 
specialist  for  advice  regarding  ketonuria,  gly- 
cosuria and  hypoglycemia,  thus  avoiding  costly 
emergency  room,  clinic  or  hospital  care.  They  are 
frequently  reluctant  to  bother  an  overburdened 
physician  until  the  situation  has  developed  into  a 
crisis. 

As  a practitioner,  the  nurse  specialist  also  acts 
as  a consultant  in  the  hospital  and  community. 
Collaboration  with  the  nursing  staff  on  the  special- 
ized care  and  teaching  necessary  for  a child  with 
diabetes  and  periodic  nursing  inservice  programs 
about  diabetes  are  conducted.  Continual  written 
correspondence  is  maintained  with  community 
health  nurses  in  the  state  to  relate  the  exact  teach- 
ing and  management  recommendations  of  the 
nurse  specialist  to  particular  families.  Community 
health  nurses  use  the  nurse  specialist  in  diabetes 


as  a resource  person  and  call  into  the  center  for 
advice.  Each  schoolteacher  in  the  county  who  has 
a child  with  diabetes  is  contacted.  A form  is  being 
developed  to  evaluate  the  level  of  understanding 
a teacher  has  regarding  diabetes.  This  assessment 
will  then  allow  for  appropriate  information  to  be 
given  so  needless  anxiety  can  be  alleviated. 

The  second  role  of  the  nurse  specialist  is  that 
of  pediatric  instructor.  Selected  .senior  nursing 
students  receive  instruction  for  one  academic 
quarter  from  the  clinical  specialist.  The  students 
are  taught  interviewing,  assessment,  counseling, 
and  teaching  skills  in  the  clinical  setting.  Perhaps 
the  most  important  aspect  of  this  instruction  is 
the  demonstration  of  continuity  of  care  from  clinic 
to  home  setting.  We  have  frequently  observed  that 
the  stress  and  confusion  of  the  clinic  impairs  com- 
prehension of  instruction  given  to  the  families.  We 
see  evidence  of  the  stress  when  ketonuria  is  present 
only  during  the  clinic  visits.  Follow-up  teaching 
in  the  familiar  setting  of  the  home  environment 
allows  for  communication  with  the  entire  family 
under  minimal  stress  and  after  personal  experi- 
ence with  the  management  techniques.  The  stu- 
dents render  specialized  nursing  care  to  the  family 
and  child  with  diabetes  in  the  clinic,  home,  school, 
and  camp  setting. 

Finally,  it  is  essential  that  the  nurse  specialist 
engage  in  nursing  investigations  to  further  her 
own  knowledge,  to  act  as  a role  model  for  students 
and,  most  important,  to  improve  the  quality  of 
patient  care.  Several  studies  conducted  by  the 
nurse  specialist  are  being  analyzed  at  this  time. 
One  of  these  deals  with  how  families  cope  with 
diabetes.  The  study  seeks  to  determine  whether 
basic  patterns  of  daily  living  (sleep  schedules, 
meal  times,  diet  content,  leisure  activity,  family 
size,  etc.)  are  altered  when  a child  is  found  to 
have  diabetes.  If  these  basic  living  patterns  are 
changed,  then  some  degree  of  stress  is  inevitable. 
How  then  does  the  family  cope  with  this  stress? 
What  effect  does  the  stress  have  on  the  control  of 
the  diabetes?  Our  goal  is  to  develop  a coping 
index  enabling  the  nurse  to  assess  quickly  the  fam- 
ily’s present  ability  to  cope  with  the  diabetes  so 
she  may  instigate  appropriate  teaching  and  coim- 
seling.  Other  studies  dealing  with  the  technical 
aspects  of  diabetes  regulation,  retention  of  infor- 
mation taught  and  teaching  techniques  are  under 
way. 

References  may  be  obtained  upon  request  from  the  author. 

^ Mrs.  McFarlane,  University  of  Florida  College 
of  Medicine,  Gainesville  32601. 
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The  Hypoglycemias  of  Childhood 
and  Their  Evaluation 

Allan  Drash,  M.D. 


Hypoglycemia  is  a symptom,  not  a disease. 
It  may  result  from  very  diverse  pathological 
processes. 

The  glucose  concentration  in  the  circulation 
at  any  one  moment  is  obviously  a function  of 
supply  and  demand.  Hypoglycemia  may  occur  in 
three  broad  categories.  1.  There  may  be  increased 
peripheral  utilization  of  glucose  and  if  there  is  not 
an  increase  in  the  rate  of  supply,  via  either  oral 
intake  or  liver  release  from  glycogen,  then  the 
blood  sugar  is  going  to  fall.  2.  On  the  other  hand 
there  may  be  a constant  peripheral  rate  of  glucose 
utilization  but  a decrease  in  terms  of  hepatic 
supply.  The  liver  is  very  central  in  energy  metab- 
olism, specifically  controlling  glucose  supply.  The 
liver  releases  glucose  into  the  general  circulation, 
varying  the  rate  of  delivery  according  to  the  physi- 
ological situation  and  the  concentration  of  hor- 
monal agents  impinging  on  the  liver.  If  there  is 
interruption  of  glucose  supply  to  the  periphery, 
the  blood  sugar  will  soon  fall  to  zero  unless  there 
is  conversion  to  some  other  energy  source.  3.  The 
third  possibility  is  starvation  or  unavailability  of 
substrate.  This  occurs  in  the  premature  or  the 
newborn.  It  is  uncommon  to  see  hypoglycemia  as 
a consequence  of  starvation  in  the  normal  older 
child  or  adult.  Starvation,  except  under  unusual 
circumstances,  does  not  result  in  hypoglycemia 
because  of  the  control  mechanisms  which  switch 
the  body  over  to  free  fatty  acid  and  amino  acid 
utilization.  The  infant  does  not  have  a very  ef- 
ficient system  for  doing  this,  consequently  the 
small  premature  or  the  newborn  is  in  some  jeop- 
ardy when  calories  are  restricted. 

Chronic  diarrhea  in  infants  with  loss  of  nu- 
trients may  be  complicated  by  hypoglycemia.  In- 
deed, it  has  been  a major  factor  in  mortality  in 
these  infants.  Renal  losses  of  nutrients  need  to  be 
considered  just  for  completeness.  Hypoglycemia 
resulting  from  renal  glucosuria  may  occur  but  it 
must  be  extraordinarily  rare. 


Dr.  Drash  is  Associate  Professor  of  Pediatrics,  University 
of  .Pittsburgh;  Director,  The  Clinical  Study  Center,  The  Chil- 
dren’s Hospital  of  Pittsburgh. 

This  work  was  supported  in  part  by  the  Renziehausen  Trust 
and  United  States  Public  Health  Service  Grant  for  Clinical  Re- 
search Centers  (RR-84). 


A more  detailed  look  at  those  conditions  asso- 
ciated with  an  increased  peripheral  utilization  of 
glucose  is  in  order.  Logically,  we  would  start  with 
neoplastic  problems  in  which  there  is  an  increased 
production  of  insulin,  an  islet  cell  tumor.  This  is 
an  uncommon,  but  a curable,  cause  for  hypogly- 
cemia. It  must  be  considered  promptly  in  a child 
who  has  had  recurrent  hypoglycemia.  There  were, 
at  last  count,  something  under  40  cases  of  islet 
cell  adenoma  documented  in  the  pediatric  litera- 
ture. We  have  personally  seen  about  eight.  It 
does  occur  and  at  all  ages.  Most  of  the  cases  of 
islet  cell  tumors  in  childhood  have  been  reported 
in  the  older  child  but  we  and  Cornblath  have 
reports  on  neonates  with  hypoglycemia.  Islet  cell 
carcinoma  occurs  rarely,  if  ever,  in  the  pediatric 
age  group. 

Islet  cell  hyperplasia  is  an  interesting  disorder. 
It  occurs  regularly  in  the  infant  of  a diabetic 
mother.  The  infants  of  diabetic  mothers  have  a 
very  high  incidence  of  hypoglycemia,  either  symp- 
tomatic or  asymptomatic,  in  the  first  three  or  four 
days  of  life.  If  death  occurs  during  this  period, 
islet  cell  hyperplasia  is  present  to  a marked  degree. 
However,  hyperplasia  and  hypoglycemia  spon- 
taneously clear  by  7-10  days.  Congenital  leucine- 
sensitive  hypoglycemia  may  also  be  associated 
with  islet  cell  hyperplasia. 

Early  diabetes  mellitus  may  be  a cause  of 
hypoglycemia  in  which  there  is  excessive  insulin 
release.  This  is  seen  in  perhaps  8%  or  so  of  ma- 
turity-onset diabetes.  It  is  less  frequent  in  the 
juvenile  form  of  diabetes  but  does  occur.  Extra- 
pancreatic  neoplasia  may  be  a cause  for  hypogly- 
cemia. They  are  usually  fibrosarcomas  and  rare 
in  childhood.  Growth  hormone  deficiency  is  fre- 
quently associated  with  hypoglycemia.  About 
70%  of  the  children  with  growth  hormone  defi- 
ciency have  a tendency  toward  hypoglycemia,  as 
indicated  by  insulin  tolerance  testing.  About  15% 
of  children  with  this  deficiency  have  trouble  with 
hypoglycemia  from  a symptomatic  point  of  view. 
This  is  “cured”  when  they  are  treated  with  growth 
hormone.  Excessive  exercise  probably  is  not  a sig- 
nificant factor  in  hypoglycemia  unless  there  are 
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t other  pathological  processes  going  on.  However, 

•.  exercise  may  be  a useful  method  of  provoking 
. hypoglycemia  for  diagnostic  purposes  following 
a 24-36  hour  fast. 

There  are  two  aspects  of  liver  function  that 
are  important  to  consider  in  terms  of  energy 
homeostasis;  one  is  the  release  of  glucose  from 
glycogen  stores  and  the  other  is  production  of  new 
H glucose  from  amino  acids.  There  are  a number  of 
j glycogen  storage  diseases  but  only  three  which 
•1;  are  associated  with  hypoglycemia.  The  classical 
one  is  von  Gierke’s  disease,  Type  1 glycogen  dis- 
ease with  glucose-6-phosphatase  deficiency.  Ga- 
' lactosemia  is  an  enzymatic  defect  in  which  there 
is  an  inability  to  convert  galactose  into  the  glucose 
pool.  The  mechanism  for  hypoglycemia  is  not 
< well  understood.  There  may  be  a temporary  inhi- 
bition of  glycogen  mobilization  and,  in  addition, 
eventually  there  is  considerable  liver  destruction 
with  chemical  hepatitis  progressing  to  cirrhosis, 
t Hypoglycemia  is  not,  however,  related  to  excessive 
insulin  release.  In  hereditary  fructose  intoler- 
..  ance,  hypoglycemia  regularly  follows  fructose 
T ingestion.  The  mechanism  of  hypoglycemia  is  not 
;i  known. 

Glucagon  deficiency  probably  is  a significant 
! cause  of  hypoglycemia.  However,  it  is  very  diffi- 
cult  to  substantiate  this  diagnosis  because  of  the 
general  unavailability  of  a glucagon  assay.  The 
’ Zetterstrom  syndrome  is  an  interesting,  relatively 
■ new  syndrome.  These  patients  are,  for  the  most 
part,  prematurely  born  or  small-for-age  children, 
..  many  of  whom  are  moderately  retarded.  Recur- 
” rent  hypoglycemia  is  usually  diagnosed  between 
' a year  or  two  years  of  age.  On  testing  they  are 
found  to  have  low-normal  basal  urinary  catechola- 
mine excretion,  but  on  stimulation  do  not  appre- 
ciably increase  the  excretion  of  catecholamines. 
What  does  this  mean?  This  diagnostic  category 
has  come  under  major  attack,  for  good  reason. 
If  a child  is  chronically  hypoglycemic,  he  may 
well  be  constantly  depleting  catechol  stores.  On 
the  other  hand,  if  the  patient  is  sporadically  hypo- 
glycemic, he  should  be  able  to  respond  with  release 
of  catecholamines  following  insulin-induced  hypo- 
glycemia. I feel  that  this  is  a real  diagnostic 
entity,  but  do  not  know  whether  the  basic  path- 
ology resides  in  the  hypothalamus  or  adrenal 
medulla.  I am  not  going  to  discuss  ketotic  hypo- 
glycemia which  is  a separate  topic  in  this  sympo- 
sium. I am  not  sure  that  it  is  a pure  diagnostic 
category. 

Hyperinsulinism  is  not  inappropriately  discuss- 
ed again  in  relationship  to  hepatic  control  of 
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glucose  metabolism.  Hyperinsulinism  inhibits  glu- 
cose release  from  glycogen.  Indeed,  a number  of 
cases  of  children  and  adults  with  islet  cell  adeno- 
mas and  severe  hypoglycemia  have  not  had  ele- 
vated peripheral  levels  of  insulin.  The  mechanism 
probably  is  that  the  insulin  is  primarily  affecting 
release  of  glycogen  from  the  liver.  With  inhibition 
of  the  outflow  of  glucose  from  the  liver  there  will 
obviously  be  hypoglycemia.  Primary  liver  dis- 
ease, cirrhosis  and  hepatitis,  obviously  need  to  be 
considered  as  potential  causes  of  hypoglycemia. 

Causes  for  impaired  gluconeogenesis  include 
cortisol  deficiency  or  Addison’s  disease,  glucagon 
deficiency,  ketotic  hypoglycemia,  alcoholic  hypo- 
glycemia, and  salicylate  intoxication. 

What  about  the  neonate  with  hypoglycemia? 
This  is  a fairly  common  problem.  Diagnostically 
one  can  put  the  transitory  hypoglycemics  of  the 
neonatal  period  into  one  of  three  categories.  One 
situation,  which  we  have  already  referred  to,  is  the 
infant  of  the  diabetic  mother.  In  Cornblath’s  data 
about  50%  of  these  children  have  blood  glucose 
values  below  his  determined  norm.  They  don’t  all 
have  symptoms.  Most  people  now  feel  that  treat- 
ment of  asymptomatic  neonatal  hypoglycemia  is 
probably  indicated.  Infants  of  known  diabetic 
mothers  should  have  glucose  monitoring  routinely. 
In  addition,  the  neonate  who  weighs  in  excess  of 
9 lbs.  should  be  carefully  observed  for  hypogly- 
cemia during  the  first  two  or  three  days  of  life. 

The  next  neonatal  category  with  increased 
incidence  of  hypoglycemia  is  the  true  premature. 
The  true  premature  does  not  have  the  refined 
homeostatic  mechanisms  that  the  normal  term 
baby  has.  These  infants  are  in  jeopardy  from 
hypoglycemia  and  should  be  observed  carefully. 
Treatment  with  intravenous  glucose  should  be 
instituted  if  chemical  hypoglycemia  is  found. 

The  third  category,  the  so-called  Cornblath 
babies,  or  the  infants  who  are  small  for  dates  may 
have  quite  severe  neonatal  hypoglycemia  and  it 
may  persist  for  a number  of  days.  They  may 
require  vigorous  therapy  with  glucose  infusions, 
glucagon,  cortisol,  etc. 

We  do  not  extensively  work-up  neonatal  hypo- 
glycemias because  most  of  the  cases  are  transitory. 
In  addition,  it  is  frequently  very  difficult  to  inter- 
pret results  obtained  from  tolerance  testing  in  the 
neonate.  Our  approach  to  these  children  is  primar- 
ily therapeutic.  We  attempt  to  maintain  normo- 
glycemia  by  intravenous  glucose,  etc.  for  several 
days.  If  hypoglycemia  persists  or  recurs  after 
7-10  days,  it  is  then  necessary  to  carry  out  a more 
complete  evaluation.  It  is  usually  easy  to  rule  out 
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many  of  the  specific  diagnostic  categories  previ- 
ously discussed.  Glycogen  storage  diseases  are 
relatively  easy  to  diagnose.  Galactosemia  and 
fructose  intolerance  can  be  readily  detected  by 
study  of  urine  sugars. 

After  completing  an  extensive  diagnostic  eval- 
uation in  the  infant  and  young  child,  we  find  that 
about  80%  have  no  specifically  diagnostic  physical 
or  biochemical  findings.  These  are  the  patients 
generally  referred  to  as  idiopathic  hypoglycemics. 
For  classification  purposes,  these  patients  can  be 
further  subdivided  into  one  of  several  broad  cate- 
gories. These  would  include  functional  or  organic 
hyperinsulinism,  such  as  leucine  sensitivity;  dimin- 
ished gluconeogenic  activity,  an  illustration  of 
which  might  be  ketotic  hypoglycemia;  and  rever- 
sible, mild  endocrine  deficiency  problems.  As  an 
example  of  this  we  have  recently  studied  six 
hypoglycemic  children  who  had  unresponsive 
Metopirone  tests.  Metopirone  is  the  compound 


used  to  study  adrenal  cortical  function.  When 
these  children  were  hypoglycemic  they  were  unre- 
sponsive, suggesting  that  they  might  have  Addi- 
son’s disease.  Yet,  on  later  testing,  their  response 
returned  to  normal  and  they  were  no  longer  hypo- 
glycemic. Several  of  these  children  were  very  simi- 
lar to  children  with  maternal  deprivation  dwarf- 
ism. The  great  majority  of  children  with  “idio- 
pathic hjpoglycemia”  spontaneously  improve  with 
time.  It  is  most  unusual  to  see  persistence  of  this 
problem  with  the  school  years.  This  indicates  that, 
in  the  younger  child,  there  are  a number  of  en- 
vironmental factors,  both  internal  and  external, 
which  will  effect  changes  in  the  energy  homeostatic 
mechanisms,  resulting  in  an  increased  tendency 
toward  hypoglycemia. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  Drash,  University  of  Pittsburgh  School  of 
Medicine,  Pittsburgh,  Pa.  15213. 
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Management  of  Hypoglycemia 

Donough  O’Brien,  M.D. 


Hypoglycemia  is  a reasonably  common  meta- 
bolic problem,  which  is  consistently  unsatisfactory 
to  treat  because  of  the  difficulty  in  pinpointing  the 
block  in  the  intricate  lacework  of  homeostatic 
mechanisms  preserving  normal  sugar  levels  in  the 
blood. 

Aberrations  of  glucose  metabolism  may  occur 
in  many  diseases  such  as  galactosemia,  glycogen 
storage  diseases  or  in  newly  described  entities  like 
Leigh’s  encephalomyelopathy  or  fructose  1-6  di- 
phosphatase deficiency. 

In  these  situations  that  are  etiologically  well 
defined,  treatment  is  oriented  to  the  primary  dis- 
ease, as  in  salicylate  intoxication  causing  hypogly- 
cemia, fructose  intolerance,  glycogen  storage  dis- 
ease and  many  of  the  endocrinopathies.  In  the 
remaining  hypoglycemias,  one  cannot  define  the 
biochemical  defect  precisely  and  these  are  treated 
empirically,  albeit  rationally,  by  controlling  glu- 
cose sources  by  adsorption  or  from  glycogenolysis 
or  gluconeogenesis. 

It  has  been  my  impression  that  hypoglycemia 
in  the  undernourished  is  not  uncommon.  We  have 
become  occupied  in  the  last  few  years  with  the 
discovery  that  quite  severe  malnutrition  is  com- 
mon or  relatively  common  in  this  country.  Recent 
reports  have  indicated  that  hypoglycemia  is  co- 
existent with  malnutrition  in  those  cases  that  have 
associated  enteric  infection,  and  that  if  you  treat 
the  enteric  infection  and  the  malnutrition,  you 
restore  normal  enteric  absorption.  This  might  in- 
cidentally be  used  against  the  current  practice  of 
not  treating  enteric  infections  with  antibiotics. 

A number  of  factors  lead  to  hypoglycemia  in 
the  newborn.  Excessive  insulin  in  the  case  of  the 
infant  from  the  diabetic  mother  is  one  factor.  In 
other  cases  it  may  be  from  nonavailability  of  gly- 
cogen cmd  from  immaturity  of  the  enzymes  of 
gluconeogenesis  and,  perhaps,  the  enzymes  of 
glycogenolysis  as  well.  Because  of  this  polyetiol- 
ogy in  the  newborn,  one  is  justified  in  adopting  an 
approach  to  treatment  which  is  independent  of  the 
metabolic  definition.  Infants  who  are  hypogly- 
cemic, that  is  to  say,  have  blood  sugars  below  30 
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mg./lOO  ml.,  should  be  treated.  This  also  implies 
that  it  should  be  looked  for  in  children  with  mini- 
mal suggestive  symptoms  since  infants  who  had 
pronounced  symptoms  seemed  to  have  significant 
impairment  of  intellectual  performance  later. 
Most  of  these  children  can  be  treated  with  intra- 
venous infusions  of  dextrose,  provided  one  is 
careful  not  to  discontinue  the  infusions  suddenly 
after  24  to  48  hours  of  treatment.  It  can  be  given 
intravenously  in  association  with  small  volumes 
of  water,  perhaps  30  to  40  ml.  per  kilo/24  hr.  and 
in  high  concentrations,  10%  or  even  15%  dex- 
trose. Such  a regimen  will  sustain  relatively  high 
blood  sugars  and  may  occasionally  lead  to  glu- 
cosuria  because  the  renal  threshold  is  exceeded. 

The  therapeutic  objectives  in  neonatal  h}q)o- 
glycemia,  which  is  usually  evanescent  but  never- 
theless extremely  important,  are  intravenous  glu- 
cose administration,  supplemented  if  necessary  by 
both  steroids  and  glucagon. 

The  same  approach  applies  to  the  management 
of  the  idiopathic  hypoglycemias.  This  may  be 
related  to  a lack  of  catecholamines  as  reported  by 
Zetterstrom.  Some  of  the  others  may  be  due  to 
insufficient  glucagon,  and  some  to  insufficient  en- 
zymes for  gluconeogenesis.  The  important  thing  is 
to  perceive  the  diagnosis  insofar  as  you  possibly 
can.  The  initial  basis  of  therapy  is  again  the  uti- 
lization of  frequent  high  carbohydrate  feedings. 

In  some  instances  such  a simple  approach  is 
not  adequate  and  I would  then  recommend  the 
utilization  of  steroids.  In  the  great  majority  of 
these  cases,  treatment  with  small  doses  of  predni- 
sone (5  mg.  ffii-/24  hr.)  given  daily  is  a successful 
measure.  It  acts  both  by  mobilizing  glucose  from 
liver  glycogen  and  on  the  gluconeogenic  enzymes 
where  the  presence  of  increased  levels  of  steroids 
overcomes  the  inhibitory  action  of  insulin. 

In  new  cases  of  suspected  hyperinsulinism, 
steroid  therapy  may  be  useful  because  it  antag- 
onizes insulin  in  terms  of  the  ability  to  permit 
gluconeogenesis.  If  this  is  not  so,  the  alternative 
drug  to  be  used  is  Diazoxide,  4 mg./kg./24  hours. 

Another  drug  that  is  useful  is  ephedrine,  which 
inhibits  insulin  release  and  is  a very  potent  stimu- 
lator of  glycogenolysis.  If  all  these  agents  fail  to 
control  hypoglycemia,  subtotal  pancreatectomy  is 
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the  treatment  of  choice  because  the  effects  of  a 
nonfunctioning  pancreas  are  really  quite  small  in 
relation  to  the  risks  of  cerebral  damage  from 
hj’poglycemia. 

In  summary  then,  the  management  of  hypogly- 
cemia should  be  based  around  the  three  mech- 
anisms for  producing  glucose,  namely,  alimentary, 
including  intravenous  infusion  of  glucose  in  acute 


situations,  ephedrine  or  steroids  to  release  glucose 
from  glycogen,  or  steroids  to  release  glucose  by 
gluconeogenesis.  In  cases  of  hyperinsulinism  use 
Diazoxide  and,  in  a few  cases,  to  prevent  cerebral 
damage,  resort  to  pancreatectomy. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  O’Brien,  University  of  Colorado  School  of 
Medicine,  Denver  80202. 


Let  me  assume  that,  instead  of  succeeding  at  once  in  making  a rabbit  diabetic,  all  the  negative 
facts  had  first  appeared;  it  is  clear  that,  after  failing  after  two  or  three  times,  I should  have  con- 
cluded  that  the  theory  guiding  me  was  false.  . . .yet,  I should  have  been  wrong.  How  often 

must  man  have  been  and  still  must  be  wrong  in  this  way!  It  even  seems  impossible  absolutely  to 
avoid  this  kind  of  mistake.  We  wish  to  draw  from  this  experiment  another  general  conclusion  . . . 
that  negative  facts  when  considered  alone,  never  teach  us  anything. 

Claude  Bernard 
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Ketotic  Hypoglycemia 
New  Observations 

Arlan  L.  Rosenbloom,  M.D. 


Marfan  at  the  turn  of  the  century  described 
acetonuric  vomiting,  which  in  this  country  was 
referred  to  as  “cyclic”  or  “recurrent”  vomiting. 
In  1924  Ross  and  Josephs  made  the  association 
between  convulsions,  hypoglycemia  and  aceton- 
uria.  There  was  considerable  early  argument 
whether  these  children  were  more  susceptible  to 
fast  than  normals,  but  the  redoubtable  Darrow 
found  that  children  with  nondiabetic  ketosis  had 
normal  blood  sugars.  After  1935,  cyclic  vomiting 
as  an  entity  disappeared  from  the  literature  and 
the  term  was  used  to  describe  a psychological  con- 
dition or  an  epileptic  equivalent.  From  1937  to 
1959  there  were  a handful  of  reports  associating 
low  blood  sugar,  acetonuria  and  convulsions.  It 
was  not  until  1964  that  Colle  and  Ulstrom  de- 
scribed eight  children  with  what  they  called 
“ketotic  hypoglycemia.”  Since  then,  this  has  been 
recognized  as  the  most  common  variety  of  hypo- 
glycemia in  children. 

Ketotic  hypoglycemia  occurs  most  often  in  low 
birthweight  children,  frequently  with  perinatal  dif- 
ficulties. Twinning  seems  to  be  a common  phenom- 
enon. The  hypoglycemia  usually  begins  after  18 
months  of  age  in  contrast  to  the  more  severe 
leucine-sensitive  and  other  idiopathic  hypogly- 
cemias with  onset  typically  prior  to  18  months  of 
age. 

Children  with  ketotic  hypoglycemia  are  small 
and  lightweight.  Their  intelligence  generally  is 
normal.  There  is  no  hepatomegaly  in  these  chil- 
dren to  suggest  storage  disease.  The  hypoglycemic 
episodes  are  relatively  infrequent.  These  children 
are  well  between  episodes,  although  they  may  have 
mild  symptoms  of  hypoglycemia  in  the  early 
morning  before  breakfast.  One  is  struck  by  the 
consistency  of  the  timing  of  the  hypoglycemic 
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episodes.  They  vary  in  severity  from  weakness  to 
convulsion.  They  vary  from  patient  to  patient, 
and  they  vary  within  the  same  patient  from  time 
to  time.  The  association  of  vomiting  with  these 
seizures  is  a feature  that  is  not  present  in  other 
forms  of  hypoglycemia.  Immediate  relief  of  symp- 
toms by  glucose  infusion  or  oral  glucose  is  typical. 
The  affected  children  do  not  have  hypoglycemia 
after  a short  fast  or  in  response  to  a glucose  load. 
Children  with  leucine-sensitive  hypoglycemia  and 
other  forms  of  hypoglycemia  often  have  significant 
hypoglycemia  during  the  oral  glucose  tolerance 
test.  These  children  do  not.  When  subjected  to  a 
prolonged  fast,  they  tend  to  develop  acetonuria. 
Most  children  have  acetonuria  when  they  are  fast- 
ed, and  these  children  do  not  have  any  more 
acetonuria  than  other  hypoglycemic  patients  or 
than  normals  following  similar  duration  of  fasting. 

Eighteen  to  30  hours  following  the  start  of 
fasting,  these  patients  develop  hypoglycemic 
symptoms.  Though  responding  to  glucagon  with 
a rise  in  blood  glucose  after  a short  (8-12  hours) 
fast,  they  no  longer  respond  when  fasted  for  24 
hours  or  until  symptoms  develop. 

The  inability  to  respond  to  glucagon  in  the 
hypoglycemic  fasting  state  is  the  hallmark  of  this 
form  of  hypoglycemia.  Children  with  other  forms 
of  hypoglycemia  have  remarkable  responses  to 
glucagon.  This  is  very  important  in  the  acute 
management  of  these  children,  but  it  also  suggests 
that  we  are  dealing  with  a different  entity  in  terms 
of  the  liver’s  resources  for  glucose  production. 

I shall  cea.se  referring  to  this  as  “ketotic  hypo- 
glycemia” and  start  referring  to  it  as  “glucagon 
unresponsive  fasting  hypoglycemia”  because  I do 
not  feel  that  the  ketosis  is  a diagnostic  require- 
ment for  the  disorder,  whereas  glucagon  unrespon- 
siveness certainly  is. 

The  mechanism  is  not  at  all  clear.  Children 
with  dehydration,  vomiting  and  ketosis  have 
normal  blood  sugars  and  respond  to  glucagon  with 
a rise  in  their  blood  sugars  and  a fall  in  free  fatty 
acids.  This  is  not  so  with  the  glucagon  unrespon- 
sive hypoglycemia  patient  whose  general  condition 
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is  really  much  better  than  that  of  the  ill  children 
who  have  been  studied.  What  are  the  possible  rea- 
sons for  this? 

Failure  to  convert  to  a fat -burning  economy 
with  a continuation  of  glycogenolysis  until  the 
liver  is  exhausted  suggests  itself  by  this  failure 
to  mobilize  glucose  following  glucagon  injection. 
Several  years  ago  Sauls  reported  biopsy  results 
in  four  control  children  and  in  four  patients  with 
glucagon  unresponsive  hvpoglycemia.  The  control 
patients  had  considerable  glycogen  in  their  livers, 
while  the  unresponsive  patients  were  glycogen 
depleted  after  prolonged  fasting.  This  exhaustion 
could  be  due  to  rapid  utilization  of  liver  glycogen 
during  the  fast  or  due  to  a failure  to  replenish  the 
glycogen  through  gluconeogenesis. 

There  is  considerable  evidence  that  gluconeo- 
genesis occurs  during  fasting  and  a portion  of  this 
gluconeogenic  production  goes  into  replenishing 
liver  glycogen.  The  original  studies  by  Colle  and 
Ulstrom  included  a group  that  received  cortisol. 
With  cortisol  they  could  correct  the  defect  in  glu- 
cagon responsiveness  and  they  suggested  that  this 
observation  was  consistent  with  a defect  in  fasting 
gluconeogenesis.  Kogut  has  recently  suggested 
hypoinsulinemia  during  fasting  in  these  children 
which  would  result  in  inadequate  protection  of 
liver  glycogen  by  basal  insulin  levels  during  the 
fasting  state.  Insulin  is  responsible  for  reversing 
glycogenolysis  and  if  it  were  inadequate  during  the 
fasting  state,  exhaustion  of  liver  glycogen  might 
ensue.  We  have  found,  as  have  others,  normal 
insulin  responses  in  these  children. 

Further  metabolic  studies  have  been  done  to 
delineate  the  mechanism  of  hypoglycemia.  Fruc- 
tose infusion  was  found  to  increase  the  blood  sugar 
indicating  that  the  triose  phosphate  pathway  was 
intact.  Glycerol  infusion  was  shown  to  increase 
the  blood  sugar  indicating  that  gluconeogenesis 
from  that  source  was  appropriate.  Ketone  infusion 
does  lower  the  blood  sugar  in  these  children,  but 
no  more  than  in  normal  controls.  Ketones  inhibit 
glycogen  breakdown.  One  would  imagine  that  the 
ketotic  state  in  these  children  would  be  protecting 
them  against  hypoglycemia  rather  than  leading 
to  it. 

In  view  of  this  failure  to  elucidate  a mech- 
anism, we  looked  at  the  effects  of  a drug  that  is 
hyperglycemic  by  virtue  of  its  ability  to  suppress 
insulin  release  and  by  endogenous  sympathetic 
stimulation  with  a net  effect  of  increased  glycogen- 
olysis, increased  Ijpolysis  and  ketosis.  Such  an 
agent  should  make  glucagon  unresponsive  hypo- 


glycemia worse,  according  to  the  proposed  mech- 
anisms. By  increasing  glycogenolysis,  thereby 
emptying  the  liver  faster,  it  should  have  a dele- 
terious effect.  If  ketosis  is  a factor  in  producing 
whatever  inhibition  is  involved  in  the  glucagon 
unresponsiveness,  this  drug  should  make  it  worse 
also.  The  drug  is  Diazoxide,*  a nondiuretic  ben- 
zothidiazide. 

We  have  studied  nine  children  with  this  variety 
of  hypoglycemia  and  observed  restoration  of  glu- 
cagon responsiveness  in  the  fasting  state  with 
Diazoxide  treatment  in  six  patients.  Three  chil- 
dren had  no  improvement  despite  the  fact  that 
Diazo.xide  induced  diabetic  glucose  tolerance  in 
them. 

These  studies  may^  have  differentiated  two 
variants  of  glucagon  unresponsive  fasting  hypo- 
glyxemia.  The  group  not  responding  to  Diazoxide 
in  this  series  may^  have  the  same  variety  as  the 
four  patients  who  on  biopsy  were  found  to  be  ex- 
hausted of  glycogen  in  the  fasting  state.  The 
group  responding  to  Diazo.xide  with  the  restora- 
tion of  glucagon  response  in  the  fasting  state 
may  represent  a separate  entity  where  release  of 
glycogen  is  impaired  during  starvation.  Diazoxide 
would,  in  these  patients  with  stored  glycogen,  con- 
dition or  amplify  the  response  to  glucagon  via  its 
known  effects  on  inhibiting  the  enzyme  responsible 
for  breakdown  of  the  second  messenger,  cyclic 
.\i\IP.  The  formation  of  cyclic  .\MP  in  turn  acti- 
vates the  phosphorylase  reaction  that  mediates  the 
glycogen-to-glucose  conversion.  Thus,  one  could 
envision  Diazoxide  in  the  patients  responding  to 
it  as  a conditioner  or  amplifier  of  this  reaction 
restoring  glucagon  response.  This  effect  of  Diaz- 
oxide has  been  shown  experimentally  in  the  ab- 
sence of  the  pancreas. 

Two  of  the  children  who  responded  to  Diaz- 
oxide were  given  ephedrin,  and  this  e.xperiment 
repeated.  They  had  improved  response  to  glu- 
cagon in  the  fasting  state  on  ephedrine  as  well. 
This  indicates  that  the  extrapancreatic  (sympatho- 
mimetic) effects  of  Diazoxide  are  sufficient  to  re- 
store glucagon  responsiveness. 

.Although  our  frustration  is  hardly  reduced 
appreciably  by  these  observations,  our  questions 
may  be  slightly  more  precise  because  of  them. 

‘Kindly  supplied  by  Sobering  Corporation. 

References  may  be  obtained  from  the  author  upon  request. 

^ Dr.  Rosenbloom,  University'  of  Florida  College 
of  Aledicine,  Gainesville  32601. 
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"Around  the  World 
in  80  Days”.. . 


.An  expense-paid  trip  with  one  hitch  -- 
a 60-day  hitch  in  a South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 

American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 


Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medicai  Association 
535  North  Dearborn  Street 
Chicago,  liiinois  60610 
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Editorial 


Foundations 


In  the  medical  profession  the  individual  pro- 
viding primary  care  must  become  involved  in  pre- 
ventive medicine  and  must  change  the  patient’s 
attitudes  toward  health.  Since  a new  and  different 
kind  of  physician  is  needed,  his  present  role  must 
change.  Forced  by  burgeoning  demands  of  special 
interest  groups,  faced  with  inadequacies  of  the 
existing  delivery  system  and  its  painful  shortages 
of  manpower  and  facilities,  lacking  is  time  to  re- 
cruit and  train  this  new  breed  of  physician. 

Bored  with  a workload  of  trivial  illnesses,  huge 
demands  for  pastoral  and  supportive  psychother- 
apy— the  alarming  fact  that  an  increasing  amount 
of  chronic  disease  is  well  past  serious  treatment 
when  first  diagnosed — abetted  by  hankering  after 
a peculiar  intellectual  challenge  of  interesting  hos- 
pital medicine,  the  average  American  physician 
appears  ill-suited  to  care  for  the  changing  needs 
of  our  population  as  demanded  by  the  nation’s 
health  planners. 

Perhaps  needed  is  a system  to  divert  and  serve 
the  many  people  who  don’t  really  need  a physi- 
cian’s services. 

Under  the  health  planner’s  demands,  quality 
medical  care  cannot  be  achieved,  without  wasting 
physicians’  time,  unless  methods  are  established 
for  separating  the  well  from  the  sick.  Only 
by  separation  can  priorities  be  established  for 
entry  into  any  medical  care  system.  The  well, 
worried  well,  early  sick,  and  sick  patients  can  be 
funneled  into  three  or  four  distinct  divisions  of 
service,  such  as  health  care,  preventive  mainte- 
nance, and  sick  care.  Paramedical  personnel  could 
primarily  service  health  testing,  health  care,  and 
preventive  maintenance.  Physicians  would  super- 
vise in  varying  degrees  and  provide  care  for  the 


sick  needing  judgments  of  diagnosis  and  treatment. 
Sponsorship  of  such  a system  falls  to  the  local 
medical  societies. 

In  the  shadow  of  the  cloud  of  approaching 
national  health  insurance,  the  country  obviously 
cannot  afford  the  comprehensive  preventive  and 
therapeutic  medical  care  considered  a right  of 
every  citizen  in  the  United  States.  Until  the  short- 
age of  physicians  is  long  passed,  therefore,  our 
major  efforts  should  be  directed  toward  treating 
those  who  are  ill  while  gradually  developing  a 
concept  of  practicing  preventive  medicine.  This 
could  be  done  by  a prepaid  program  in  which 
everyone  seeks  the  medical  care  he  needs.  To  do 
this,  the  amount  of  medical  care  any  group  of 
patients  needs  in  one  year  must  be  determined 
and  services  defined  that  can  be  provided.  The 
care,  while  physician  oriented,  would  invite  direct 
control  of  the  amount  and  at  minimal  expense. 
With  the  present  shortage  and  maldistribution  of 
manpower  and  facilities  and  the  high  cost,  no  sys- 
tem can  guarantee  complete  range  of  possible 
services  to  everyone. 

A foundation  for  medical  care,  privately  or 
publicly  financed,  could  be  established  for  devel- 
opment and  delivery  of  medical  services  at  a 
reasonable  cost.  It  would  allow  the  patient  the 
American  tradition  of  free  choice  of  a personal 
physician  and  hospital,  offer  the  fee  for  service 
concept,  and  provide  local  control  of  over-utiliza- 
tion or  under-treatment  through  “peer  review” 
activities.  Thus,  the  foundation  would  establish 
minimum  standards  for  health  care  as  practiced 
in  the  community,  offer  broad  coverage  within  a 
reasonable  cost  level,  and  accept  the  service  prin- 
ciple of  insurance.  Participating  physicians  would 
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accept  a schedule  of  fees  based  upon  a relative 
value  study. 

A foundation  serves  the  purpose  of  allowing 
every  area,  through  a physician  controlled  orga- 
nization, to  influence  the  changes  taking  place 
rather  than  wait  for  them  to  be  foisted  on  the 
profession  by  third  parties. 

Medical  foundations  may  be  corporations  of 
state,  county  or  local  medical  societies  that  design, 
promote  and  monitor  prepaid  medical  care  pro- 
grams for  their  areas.  They  are  different  from 
health  maintenance  organizations  such  as  Kaiser- 
Permanente*  or  New  York’s  Health  Insurance 
Plan  as  sponsored  by  HEW  through  which  mem- 
bers of  county  medical  societies  or  any  other  orga- 
nizations agree  to  furnish  health  care  to  predeter- 
mined populations  for  a flat  annual  rate. 
Diminished  red  tape  and  avoidance  of  third  party 

‘First  foundation  organized  in  San  Joaquin  was  for  the 
purpose  of  counteracting  the  take  over  of  the  delivery  of 
medical  care  by  K-P. 


collection  delays  is  the  bait  hiding  the  hook  of 
comprehensive  prepaid  medical  care  on  a publicly 
funded  basis. 

While  proposing  a minimum  health  insurance 
through  expansion  of  so-called  Health  Mainte- 
nance Organization,  Washington  will  demand  na- 
tional standards  of  competency,  continuing  educa- 
tion and  recertification,  categorizing  the  profession 
as  either  primary  physician  (GP’s,  pediatrician 
and  internist)  or  specialist  and  will  inevitably 
secure  greater  control  of  methods  of  practice  and 
fees  for  service. 

Medical  Care  Foundations  calling  for  cooper- 
ation between  physicians,  the  public,  hospitals, 
insurors,  government,  labor  and  industry  would 
provide  the  private  practitioner  with  his  strongest 
bargaining  power.  In  other  words  a foundation  is 
really  nothing  more  than  a highly  organized  active 
committee  of  a medical  society. 

C.M.C. 


On  completing  twelve  issues  of  the  Journal,  the  Editor  is  grateful  for  the  indulgence  of  the  read- 
ers and  the  many  contributing  authors,  wishing  to  thank  all  those  who  submitted  scientific  manu- 
scripts and  those  who  wrote  on  request.  It  appears  almost  impossible  to  get  the  Journal  out  by 
the  first  of  every  month  but  there  have  been  few  complaints.  Maybe  a little  sleep  has  been  lost  but 
it’s  been  a lot  of  fun  fabricating  admiration  for  the  many  dedicated,  conscientious  people,  (practicing 
physicians,  allied  health  personnel  and  those  in  the  field  of  medical  education)  with  whom  we’ve  cor- 
responded. Most  issues  have  been  what  the  editorial  staff  likes,  yet  trying  to  anticipate  the  interest 
of  the  private  practitioners,  including  items  of  local  interest  and  local  physicians  of  prominence  as 
well  as  expounding  on  some  of  the  problems  of  organized  medicine  in  Florida.  .Ml  of  this  has  been 
accomplished  only  with  the  help  of  our  Managing  Editor,  who,  week  after  week,  month  after  month, 
has  been  on  the  job,  always  agreeable,  inspiring,  eager  and  anxious  to  publish  an  interesting  Journal. 
The  cover  on  last  month’s  Drug  .Abuse  issue  was  her  creation,  but  modestly,  she  did  not  include  a 
credit  line,  rightly  hers. 

C.  M.  C. 


On  April  20,  the  reimbursement  of  Medicaid  payments  to  doctors  was  cut  to  15  per  cent  of 
charges  due  to  insufficient  funds.  No  other  services  were  so  affected. 
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Editor’s  Note:  Beginning  with  this  issue  is  a feature  which  will  add  one  more  chore  to  the  already  overworked 

physician  heading  each  of  our  medical  schools.  This  will  be  a monthly  page  to  which  they  have  agreed  to  contribute 
at  quarterly  intervals  in  order  to  improve  communications  between  our  centers  of  learning  and  the  practicing  physicians. 
It  is  hoped  that  this  will  work  advantageously  to  all  concerned. 


New  View  of  the  Entrance  of  Scientists  With  Ph.D.  Degrees 
Into  an  M.D.  Program  at  the  University  of  Miami 


E.  M.  Papper,  M.D. 


There  are,  coincidentally,  two  important  na- 
tional needs  which  the  University  of  Miami  School 
of  Medicine  believes  can  be  coalesced  into  a single 
program  of  solving  both  dilemmas.  There  is  a 
shortage  of  physicians,  and  there  is  a superfluity 
of  scientists  in  the  biological,  physical,  and  engi- 
neering disciplines.  The  latter  group  are  increas- 
ingly unemployable  in  universities  and  industry, 
and,  yet,  they  have  a superb  background  in  sci- 
ence, which  could  lend  itself  to  the  study  of  medi- 
cine. Most  of  these  men  and  women,  with  a Ph.D. 
degree  in  one  or  another  of  the  scientific  fields, 
have  already  fulfilled  many,  if  not  most,  of  the 
requirements  currently  being  satisfied  in  the  first 
two  years  of  medical  school  education. 

At  the  University  of  Miami  we  are  planning 
to  bring  these  exceptionally  qualified  individuals, 
in  modest  numbers,  into  advanced  standing  in  the 
third  year  level  of  the  school  of  medicine.  A pre- 
clinical  program,  adjusted  to  individual  require- 
ments, should  enable  such  people,  who  are  highly 
motivated  and  intelligent,  to  satisfy  the  require- 
ment of  the  degree  of  doctor  of  medicine  in  a 
period  of  time  which  should  not  exceed  two  calen- 
dar years.  This  program  would  introduce  a new 
source  of  highly  qualified  manpower  into  medicine 
where  the  need  is  great.  This  phenomenon  is  oc- 
curring at  precisely  the  time  when  scientists  are 
unable  to  secure  positions  commensurate  with 


Dr.  Papper  is  Vice  President  for  Medical  Affairs  and  Dean, 
University  of  Miami  School  of  Medicine,  Miami. 


their  skills  because  of  reduction  in  financing  of 
various  federal  programs,  the  decreased  emphasis 
upon  science  as  a career  in  the  national  interest, 
and  the  economic  recession  which  has  almost  en- 
tirely closed  employability  in  industry  in  scientific 
research. 

These  facts,  coupled  with  the  increased  social 
consciousness  of  these  individuals,  has  led  them 
back  toward  the  medical  career  that  they  might 
have  chosen  had  there  not  been  the  inducement  of 
federal  emphasis  on  space  programs  and  the  pres- 
tige of  a career  in  “pure”  science.  These  individ- 
uals are  applying,  in  many  instances,  for  admission 
to  medical  school,  and  are  being  considered  for  the 
first  year  of  medical  education.  It  is  our  firm  con- 
viction at  the  University  of  Miami  that  advanced 
standing  is  not  only  justified,  but  would  reduce 
the  enormous  waste  of  exceptional  national  talent 
which  is  already  taking  place.  It  is  our  plan  to  ac- 
cept not  fewer  than  10  nor  more  than  20  qualified 
individuals  in  the  biological,  physician  or  engineer- 
ing sciences  into  advanced  standing  in  the  special 
two-year  program,  which  we  expect  to  begin  in 
July  of  1971.  The  students  will  be  carefully 
selected  by  a special  Admissions  Committee  of 
three  clinicians  and  three  basic  scientists.  Each 
student  accepted  will  be  required  to  take  Part  I 
of  the  National  Board  of  Medical  Examiners  ex- 
amination. This  examination  will  serve  as  a 
screening  process  to  determine  the  validity-  of 
waivers  of  courses  in  the  basic  science  depart- 
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ments,  depending  on  individual  proficiencies.  The 
examination  should  also  aid  in  the  design  of  a 
curriculum,  which  is  adjusted  to  the  individual 
needs  of  the  student.  In  those  Instances  where 
deficiencies  exist,  remedial  course-work  will  take 
place  in  the  months  of  July  and  .\ugu,st  to  the 
degree  that  is  possible  by  the  time  available. 

These  individuals  will  have  a course  in  basic 
science,  of  the  sort  they  have  not  had,  which  will 
be  emphasized  in  the  period  from  July  to  Novem- 
ber.  This  interval  will  be  divided  into  a ten-week 
period  for  remedial  courses  and  an  eleven-week 
period  of  the  basic  medical  science  course-work 
that  many  of  these  individuals  will  not  have  had. 
On  the  completion  of  this  period  of  twenty  one 
weeks.  Part  I of  the  National  Board  of  Medical 
Examiners  will  be  taken  once  again  to  measure 
accomplishments  in  the  subject  for  which  a waiver 
of  course-work  had  not  been  provided.  The  student 
will  then  be  admitted  directly  into  the  clinical 
training  program  or  will  be  required  to  take  addi- 
tional work  in  the  basic  sciences,  depending  on 
the  results  of  the  examination,  and  of  the  evalua- 
tion of  the  faculty. 

The  basic  clinical  training  program  will  be 
identical  to  the  third  year  course-work  for  all  stu- 
dents. .A,t  the  end  of  the  overall  clinical  program 
of  forty  eight  weeks.  Part  II  of  the  National  Board 
examination  will  be  required.  On  the  completion 
of  this  part  of  the  program  which  will  include  the 
basic  science  and  clinical  requirements,  the  student 
may  elect  any  one  of  several  paths.  It  is  conceiv- 
able that  he  might  have  deficiencies  which  bar  him 
from  licensing  in  certain  states.  These  can  be 
remedied  in  this  interval.  He  may,  if  he  wishes, 
enter  the  regular  elective  program  of  the  fourth 
year  in  the  school,  or  he  may  proceed  to  an  intern- 
ship in  this,  or  other  medical  centers,  where  affilia- 
tions recognizing  the  special  course-work,  will  be 
set  up.  This  last  option  has  the  added  advantage 
of  suggesting  to  hospitals  that  interns  be  admitted 
at  varying  times  through  the  year,  as  students 
complete  their  course-work  for  the  M.D.  degree. 

Our  faculty  are  enthusiastic  about  this  pro- 
gram, but,  obviously,  consider  it  an  important 
experiment,  rather  than  a proven  fact.  It  does 
put  a new  twist  on  an  old  program.  The  program 
could  best  be  defined  as  a Ph.D.  to  M.D.,  rather 
than  an  M.D. /Ph.D.  combined  program.  It  is 
hoped  that  experience  will  be  gained  quickly,  and 
reported  to  others  in  the  reasonably  near  future. 

► Dr.  Papper,  Box  875,  Biscayne  Annex,  Miami 
33152. 


Definition  of  a Foundation 
For  Medical  Care 

A Foundation  for  Medical  Care  is  an  orga- 
nization of  doctors  of  medicine,  sponsored  by 
a local  county  medical  society.  It  is  a separate 
and  autonomous  corporation  with  its  own  board 
of  directors.  Every  physician  member  of  the 
medical  society  may  apply  for  membership  in  the 
Foundation  for  Medical  Care,  which  is  renewed 
annually,  and  upon  being  accepted,  may  partici- 
pate in  all  programs  and  activities. 

A Foundation  for  Medical  Care  is  concerned 
with  the  development  and  delivery  of  medical 
services  and  the  reasonable  cost  of  health  care, 
whether  privately  or  publicly  financed.  A Foun- 
dation also  believes  in  the  American  tradition  of 
free  choice  of  a personal  physician  and  hospital 
by  the  patient,  the  fee  for  service  concept,  and 
the  local  control  of  over  and  under-utilization 
through  "peer  review.” 

A Foundation  for  Medical  Care  establishes 
.minimum  standards  for  health  care  as  practiced 
in  the  community  which  offer  broad  coverage 
within  a reasonable  cost  level.  The  Foundation 
accepts  the  service  principle  of  insurance,  thereby 
making  certainty  of  coverage  available  to  all 
consumer  groups  covered  by  a sponsored  pro- 
gram. 

Quality  of  medical  care  is  emphasized  through 
utilization  review  techniques — both  over-utiliza- 
tion and  under-utilization,  by  both  physician  and 
the  patient. 


J.  FLORIDA  M.A./MAY  1971 


63 
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Please  see  facing  column  for 
sum'mary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company.  Kalamazoo,  Michigan  49001 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  1 0 mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure... and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin^ 


[fluoxymesterone 

Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Ulotestin® 

(ijoxymesterone,  Upjohn) 

iplly  active  androgen  about  5 times  as  potent 
i?nabolic  and  androgenic  activity  as  methyltes- 
trerone.  Halotestin  (fluoxymesterone)  induces 
siiificant  retention  of  calcium  and  potassium, 
b retention  of  sodium  not  marked.  Doses  below 

2 mg.  daily  have  little  effect  in  producing 
catinuria. 

I icalions  Male:  Replacement  therapy  in  tes- 
t lar  hormone  deficiency  states.  Prevents  atro- 
f of  the  accessory  male  sex  organs  following 
ctration  for  as  long  as  therapy  is  continued. 
||)Otence  and  male  climacteric  symptoms  when 
C!  to  androgen  deficiency.  Primary  eunuchoid- 
i and  eunuchism.  Delayed  puberty  when  es- 
tllished  as  not  a simple  familial  trait.  Indicated 
f those  symptoms  of  panhypopituitarism  re- 
I 'd  to  hypogonadism,  however,  appropriate 
cenal  cortical  and  thyroid  hormone  replace- 
rnt  therapy  remain  of  primary  importance. 
\lpale:  Palliation  of  androgen-responsive,  ad- 
K ced,  inoperable  breast  cancer  in  women  be- 
ll en  1 and  5 years  postmenopausal  or  women 
li  vhom  castration  has  shown  the  tumor  to  be 
It  mone  dependent.  Prevention  of  postpartum 
It  ast  manifestations  of  pain  and  engorgement; 
It  re  IS  no  satisfactory  evidence  that  this  drug 
^ vents  or  suppresses  lactation  per  se.  In  os- 
[1  porosis  androgens  may  be  of  adjunctive 

I ue  to  adequate  considerations  of  diet,  cal- 
u m balance,  physiotherapy  and  general  health 

II  imoting  measures.  Males  and  Females:  In  the 
II  atment  of  protein  depletion  states  which  oc- 
|i  ■ in  geriatric  patients,  in  debilitation  states,  in 
li  onic  corticoid  therapy,  resistant  fractures; 
|i  ptorchidism;  creating  a positive  nitrogen  bal- 
I :e,  tissue  repair  and  other  anabolic  effects. 

! drogenic  steroids  may  produce  a response  in 
I astic  anemias,  myelofibrosis,  myelosclerosis, 
liogenic  myeloid  metaplasia  and  hypoplastic 
Bernias  due  to  malignancy  or  myelotoxic  drugs, 
lldrogens  are  not  of  value  in  other  anemias. 
i|>ntraindications  Pregnancy  (may  virilize  fe- 
Iile  fetus),  mammary  carcinoma  in  the  male, 
jstatic  carcinoma,  severe  liver  disease,  severe 
rdiorenal  disease  and  severe  persistent  hy- 
rcalcemia. 

ecautions  Employ  with  caution  in  young  boys 
avoid  precocious  sexual  development  and 
smature  epiphyseal  closure.  Androgens  tend 
promote  retention  of  sodium  and  water,  there- 
e,  watch  for  edema— particularly  in  the  elderly. 
:idence  and  severity  of  edema  have  been 
nimal  and  have  been  associated  only  with 
3h  doses  used  for  palliation  of  breast  cancer, 
■percalcemia  may  occur,  particularly  in  patients 
th  metastatic  breast  carcinoma;  if  this  occurs 

3 drug  should  be  discontinued.  Changes  in 
er  function  tests,  such  as  increased  BSP  re- 
ition  and  SCOT  levels,  can  occur  during  ther- 
ly.  Jaundice  has  been  rarely  reported.  If  liver 
iction  tests  are  altered,  discontinue  medica- 
in  or  reduce  dose.  Priapism  is  indicative  of 
cessive  dosage  and  is  indication  for  tempo- 
ry  withdrawal  of  drug.  When  treating  protein 
ipletion  states  or  osteoporosis,  an  adequate 
et  should  be  provided  and  prolonged  immobili- 
tion  avoided  whenever  possible.  When  treating 
ilastic  or  hypoplastic  anemias,  androgen  ther- 
)y  should  not  replace  other  measure  such  as 
ansfusion,  correction  of  iron  deficiency,  anti- 
icterial  therapy,  and  the  use  of  corticosteroids, 
dverse  reactions  Nausea,  dyspepsia,  men- 
rual  irregularities,  hepatic  dysfunction,  pria- 
sm,  edema,  precocious  sexual  development, 
ad  premature  epiphyseal  closure  in  young 
atients  have  been  reported.  Ma/e  — Prolonged 
Jministration  or  excessive  dose  may  cause 
.hibition  of  testicular  function  with  oligospermia 
ad  decreased  ejaculation  volume.  Female  — 
arge  doses  or  prolonged  administration  may 
reduce  masculinization  with  signs  such  as  hir- 
Jtism,  deepening  of  the  voice,  enlargement  of 
te  clitoris,  acne,  and  sometimes,  increased 
bido. 

applied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
mg.,  scored  — bottles  of  50. /70  mg.,  scored 
-bottles  of  50. 

or  additional  product  inlormation,  see  your 
'pjohn  representative  or  consult  the  package 
hreutar. 


llpjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


MED  8>S-S  ILQXi 


The  Medical  Foundation 
Concept  in  the  Delivery  of 
Health  Care 


There  are  various  definitions  concerning  the 
concept  of  a medical  foundation,  though  basical- 
ly this  is  formed  to  promote,  develop  and  en- 
courage the  distribution  of  medical  services  by 
its  members  to  the  people  of  a given  area  at  a 
cost  reasonable  to  both  the  patient  and  the  phy- 
sician; to  preserve  the  right  of  freedom  of  choice; 
to  protect  the  public  health  and  to  preserve  the 
physician-patient  relationship  and  the  innumer- 
able benefits  derived  from  this  relationship;  and 
to  promote  peer  review  accountability  to  delimit 
utilization,  improve  quality  and  control  costs. 

The  physicians  in  the  Foundation  would 
agree  to  a fee  for  a particular  procedure  and 
then  ask  the  industry  or  employers  to  write  con- 
tracts which  would  provide  inclusive  care  for 
the  terms  of  the  agreed  upon  fee  for  medical 
services.  The  Foundation  would  then  endorse 
this  contract,  the  patient  would  have  protection 
provided  by  this  insurance  and  the  doctor  could 
furnish  a wide  scope  of  comprehensive  services 
at  a reasonable  charge. 

This  system  is  viable  when  the  physician 
members  of  the  Foundation  agree  on  the  set  fees 
and  when  insurance  and  industry  agree  to  permit 
such  comprehensive  coverage  in  the  health 
contracts. 

This  system  also  works  when  the  quality  of 
medical  care  and  the  control  of  costs  are  over- 
seen by  a Peer  Review  Committee  thus  protecting 
the  patient  and  the  physician. 


Reprinted  from  tlie  Westchester  Medical  Bulletin,  Vol.  39. 
March  1971. 
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Letters 


Dear  Clyde: 

Thank  you  for  letter  just  received.  So  glad 
you  two  could  come.  Have  heard  lots  of  compli- 
mentary things  about  the  two  Clydes.  Hope  that 
Clyde  Jr.  can  speak  to  our  young  people  sometime. 

Just  saw  something  that  makes  my  blood  boil, 
newspaper  article  by  one  of  our  movie  critics 
who  is  not  usually  stirred  by  nudity  or  obscenity 
in  the  movies  that  we  get  these  days,  but  seems 
to  think  that  “Doctors  Wives”  is  “just  plumb 
ridiculous.”  You  know  a large  number  of  doctors, 
interns  and  residents,  and  some  of  their  wives  and 
nurses  and  you  know  that  we  have  some  bad  eggs 
(not  as  many,  I am  sure,  as  some  authors  seem 
to  think)  but  to  brand  the  whole  profession,  as 
a group,  as  playboys  and  prostitutes!  This  is  cer- 
tainly a case  for  libel  and  defamation  of  character. 
As  you  know,  after  your  mother  died,  I married 
a doctor’s  widow,  and  her  son  Joe,  also  a doctor, 
and  Betsy,  her  daughter-in-law,  are  as  devout 
Christians  as  I have  ever  known. 

As  an  active  individual  in  the  state  medical 
association,  is  there  any  use  in  your  organization 
giving  this  the  lie,  or  is  it  best  to  just  take  it? 
Somehow,  I believe,  degraded  as  the  movies  have 
become,  I have  never  known  them  to  dare  to 
attack  a whole  class  or  even  a race  before. 

I know  that  any  sane  person  knows  how  damn- 
ably untrue  this  is,  but  should  we  let  them  get 
away  with  it  as  if  the  reputation  of  a whole  noble 
profession  meant  nothing? 

You  see,  I am  weak  in  the  knees  but  my  mind 
won’t  stop  working!  What  do  the  doctors  think? 
They  will  see  the  ads  in  the  papers.  “Doctors 
Wives”  is  showing  there  now  likely  as  it  is  here 
and  with  that  kind  of  scandal  will  undoubtedly 
have  a long  run. 

Perhaps  the  best  thing  is  to  let  it  go — it  might 
just  advertise  it  more.  I don’t  always  get  agitated 
over  these  things — I’ve  seen  everything,  but  some- 
times it  is  too  much  and  I’m  a born  crusader. 

As  ever.  Dad 


Dear  Dr.  Collins: 

Both  personally  and  on  behalf  of  the  staff  and 
all  of  the  others  associated  with  the  Florida  Re- 
gional Medical  Program,  we  should  like  to  express 
our  thanks  for  the  editorial  on  FRMP  which  ap- 
peared in  the  February,  1971  issue  of  the  Journal. 
We  thought  the  editorial  was  a fair,  objective  ap- 
praisal not  only  of  the  problems  but  also  of  the 
progress  that  the  program  has  made. 

There  is  certainly  no  question  about  the  prob- 
lems we  have  had  and  no  one  knows  them  better 
than  you  since  you  have  had  an  opportunity  to 
view  them  firsthand  as  a member  of  the  Board. 
We  feel  that  we  have  made  considerable  progress 
in  solving  these  problems  and  with  the  continued 
cooperation  of  the  physicians  of  Florida  we  look 
forward  to  even  greater  contributions  from  FRMP 
in  the  future. 

Again,  many  thanks  for  the  editorial  and  with 
kindest  personal  regards  and  best  wishes. 

Granville  W.  Larimore,  M.D. 

State  Director,  FRMP,  Inc. 

Tampa 


DEADLINE.  . . . 

Deadline  for  all  copy  to  be  published  in  the 
Journal  is  one  month  prior  (preferably  six 
weeks)  to  date  of  publication. 
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t least  in  these  numbers.  For  they  represent  the  vast 
inical  experience  with  BUTISOtSodium  (sodium 
utabarbital).  For  more  than  30  years,  doctors  have 
.^ijiilied  on  its  relaxing  sedative  effect. . . have,  in  fact, 
...kiade  it  one  of  their  50  most  frequently  prescribed 
^Ijiedications.  (Prescribing  it  over6!/2  million  times 
)jbst  year  alone). 


his  solid  vote  of  confidence  is  based,  of  course, 
1 n a number  of  distinct  benefts.  Among  them; 


^ . BUTISOL  Sodium  is  highly  predictable:  minor 
osage  adjustments  are  usually  all  that’s  needed 
j D produce  the  desired  degree  of  relaxation. 

Its  action  is  prompt,  smooth,  relatively 
on-cumulative:  BUTISOL  Sodium  begins  to  work 
vithin  30  minutes. . .yet  because  of  its  intermediate 
ate  of  metabolism,  there  is  generally  neither  a 
roller-coaster"  nor  a "hangover"  effect. 


i.  It  is  remarkably  well  tolerated. 


4.  It  saves  your  patients  money:  costs  less  than 
half  as  much  as  they  would  pay  for  most  commonly 
used  sedative  tranquilizers.  * 

Such  extensive  experience  is  your  assurance  that  with 
ButiSOL  Sodium  you  face  no  surprises.  And  there’s 
convenience  in  numbers,  too.  BUTISOL  Sodium  offers 
you  3 dosage  forms  and  4 strengths  to  make  dosage 
adjustment  easy. 

‘Based  on  surveys  of  overage  doily  prescription  costs. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.,- 
Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

ButicaPS®  [Capsules  ButisOL  SODIUM  (sodium  butabarbital)] 
15  mg.,  30  mg.,  50  mg.,  100  mg. 


Buliisol  SODIUM’ 

(SODIUM  BUTABARBITAL) 

THE  I^THAT  SAYS  "RELAX" 

( McNEIl  I 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Po.  19034 


In  the  treatment  of 
solar/actinic  keratoses 


(fluorouracil) 

cream /solution 


An  alternative 
to  cold,  fire  and  steel 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complet 
Residual  mild  erythema  remains  in  soi 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  no 
reacted.  There  is  no  evidence  of  residu 
lesions  or  recurrences. 


alternative 
conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
c.cal  alternative  to  cryosurgery,  electrodesiccation 
II  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
;iatoses.  It  is  effective,  comparatively  inexpensive  and 
•sscially  well  suited  for  treatment  of  these  multiple 
eons.  Important,  too,  is  the  highly  desirable  cosmetic 
■(  jlt.  Clinical  experience  demonstrates  that  treatment 
\h  Efudex  results  in  an  extremely  low  incidence  of 
icrring.  * 


Highly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
i [ strength  used,  complete  involution  occurred  in 
jto  88  per  cent  of  lesions  following  treatment.  The 
of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
t up  to  a year  after  completion  of  therapy.  When 
lesions  appeared,  repeated  courses  of  Efudex 
rapy  proved  effective.* 

■edictable 
lerapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
t^Efudex  therapy.  The  response  is  usually  characteris- 
tiand  predictable.  After  three  or  four  days  of  treat- 
r,nt,  erythema  begins  to  appear  in  the  area  of  keratoses, 
lis  is  followed  by  an  intense  inflammatory  response, 
aling  and  occasionally  moderate  tenderness  or  pain. 

'*  e height  of  the  inflammatory  reaction  generally  occurs 
1 0 weeks  after  the  start  of  therapy,  and  then  begins 
I subside  as  treatment  is  stopped.  Within  two  weeks  of 
f :continuing  medication,  the  inflammation  is  usually 
1 ne.  A mild  erythema  may  remain  for  two  or  three 
iSnths  before  gradually  receding.  Since  this  response 
po  predictable,  lesions  which  do  not  respond 
ould  be  biopsied. 

%o  strengths— two 
osage  forms 

1 Efudex  is  available  as  a 2%  or  5%  solution  or 
' a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
1 th  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
irtant  considerations:  First,  please  consult  the  com- 
ete  prescribing  information  for  precautions,  warnings 

'•ata  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Hudex: 

(fluorouracil) 

cream/solution 
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Need  an 
office  wing? 


Need  an 
extension? 


Call  the 

phone  company! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Specialized  services  demand  specialized 
knowledge.  That’s  why  an  architect  is  con- 
sulted when  you  want  the  construction  you 
contemplate  to  he  properly  planned.  It’s 
why  you  call  the  phone  company  when  you 
want  your  telephone  service  extended  or 
revised  . . . and  it’s  why  you  should  call  on 
your  Guild  Optician  for  optical  services  of 
any  kind. 

It’s  not  just  hy  accident  that  the  Guild 
Optician  is  an  expert.  His  qualifications  are 
based  on  knowledge  and  experience,  his 
will  to  serve  the  doctor,  his  ability  to 


handle  not  only  the  routine  problems  of 
aftci  -scrvicc  for  your  patients,  hut  also  the 
unusual. 

When  you  write  a prescription,  above  all 
you  exjtect  to  have  that  Rx  properly  filled 
so  the  patient  obtains  the  full  benefit  of 
your  professional  services.  You  also  expect 
to  have  your  patient  receive  after-service 
for  the  life  of  his  glasses.  That’s  why  it’s 
wise  to  call  on  an  expert  — your  Guild 
Optician.  Guild  of  Prescription  Opticians 
of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETOSERVE YOUR  PATIENTS' 
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C/iest 

HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  Is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  ond 
is  also  approved  for  Medicare  patients. 


C/t6St 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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ORGANIZATION 


Jim  Cook  — Our  Outgoing  President 


Joseph  P.  Hendrix,  M.D. 


W'e,  in  Florida  medicine,  should  take  a few 
moments  to  pay  tribute  and  say  thanks  to  our 
outgoing  President,  Jim  Cook.  As  we  all  knew  he 
would,  watching  him  in  other  positions  of  respon- 
sibility in  the  Florida  Medical  Association,  he  has 
given  our  organization  outstanding  leadership  and 
guidance,  .\nyone  watching  him  perform  in  such 
trying  situations  as  arose  during  his  terms  as 
speaker  of  house,  knew  this  would  be  true.  He 
has  had  many  new,  refreshing  and  progressive 
ideas  to  contribute  to  the  growth  of  Florida  medi- 
cine during  this  year.  Here  are  a few  of  these 
highlights.  The  Membership  and  Discipline  Com- 
rhittee  hcis  been  enlarged  and  developed  as  a 
valuable  investigating  resource  for  both  the 
Judicial  Council  and  the  Florida  Board  of  Medi- 
cal Examiners.  Since  the  last  annual  Florida 
Medical  .Association  meeting  there  have  been  two 
public  hearings  in  an  effort  to  have  a fair  fee 
.-'Chedule  adopted  under  the  Florida  Workmen’s 
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Compensation  program.  Jim  Cook  has  always 
been  outspoken  in  behalf  of  Florida  physicians  on 
this  matter,  as  well  as  being  instrumental  in  more 
wide  spread  utilization  of  Florida  physicians  in 
this  and  other  state  programs.  As  a result  of  the 
latest  meeting,  January  4,  1971  a new  fee  sched- 
ule was  announced,  but,  in  the  opinion  of  the 
Board  of  Governors,  it  is  still  inadequate.  .And 
so,  a petition  for  still  another  hearing  was  filed 
on  behalf  of  Florida  Medical  .Association  in 
Alarch,  and  a hearing  was  set  for  .April  21. 

Dr.  Cook  should  be  given  a major  share  of 
credit  for  a successful  campaign  for  .American 
Aledical  .Association  members  which  netted  Florida 
another  seat  in  their  House  of  Delegates,  making 
a total  of  six.  Jim  has  always  been  a tremendous 
ambassador  for  Florida  medicine  in  the  .American 
Medical  .Association  as  well  as  other  national 
organizations. 

Better  lines  of  communication  were  established 
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between  Florida  Medical  Association  headquarters 
in  Jacksonville  and  the  officers  and  members 
throughout  the  state  and  their  component  medical 
societies.  The  organizational  news  section  in  the 
Journal  was  expanded  and  a new  publication, 
“Gray  Paper,”  made  its  debut.  This  newsletter  is 
distributed,  as  developments  warrant,  to  officers 
of  the  association  and  component  medical  socie- 
ties, chairmen  of  councils  and  committees  and 
others. 

Jim  has  always  been  able  to  use  his  happy-go- 
lucky,  low  pressure  approach  to  keep  things  mov- 
ing forward  in  all  segments  of  Florida  medicine. 
The  Committee  on  Hospitals  and  Extended  Care 
Facilities  completed  work  on  a model  constitution 
and  by-laws  and  rules  and  regulations  for  hospital 
medical  staffs. 

Florida  Medical  Association  continues  its  poli- 
cy of  keeping  in  touch  with  the  Florida  legisla- 
ture and  Florida’s  congressional  delegation  through 
the  key  contact  program.  In  March  of  this  year, 
the  annual  congressional  visit  was  held  in  con- 
junction with  the  AMA-AMPAC  Public  Affairs 
Workshop  in  Washington.  Jim  learned  his  way 
around  Tallahassee  and  Washington  and  has  been 
active  in  the  Public  Affairs  Committee  move- 
ments. 

On  the  national  scene  in  Florida  medicine,  we 
have  seen  the  Peer  Medical  Utilization  Review 
Committee  and  the  local  peer  review  committee 
assume  roles  of  ever  increasing  importance  with 
respect  to  the  Medicare  program.  On  February  18, 
President  Cook  and  other  Florida  Medical  Asso- 
ciation officers  met  with  Governor  Askew  in  Tal- 
lahassee. Results  of  this  meeting  included  the 
Governor’s  agreement  to  appoint  a Governor’s 
Steering  Committee  on  Health,  and  to  consult  the 
Florida  Medical  Association’s  gubernatorial  ap- 
pointments that  touch  on  the  health  care  field. 
Florida  Medical  Association’s  ad  hoc  Committee 
on  Drug  Abuse  was  born  and  mounted  an  ongoing 
program  during  Dr.  Cook’s  presidency.  In  addi- 
tion to  Florida  Medical  Association,  this  hard- 
working committee  has  input  from  the  fields  of 
law,  pharmacy,  law  enforcement  and  education. 
Dr.  Cook  has  always  been  instrumental  in  estab- 
lishing better  channels  of  communications  between 
Florida  medicine,  students  and  educators  in  our 
medical  schools.  He  has  been  a strong  proponent 
of  the  preceptor  program.  Activation  of  the  Flor- 
ida Joint  Commission  on  Medical  Education  and 
the  ad  hoc  Committee  on  Liaison  with  Medical 
Students  will  improve  communications  between 


students  and  teachers  in  our  three  existing  medical 
schools. 

Dr.  Cook’s  presidency  saw  the  first  full  year 
of  operation  of  Florida  Medical  Association’s 
Capitol  office  in  Tallahassee.  Two  fulltime  mem- 
bers of  the  P’lorida  Medical  Association  staff  are 
assigned  to  this  office,  which  provides  the  Associa- 
tion with  a direct  day-to-day  liaison  with  the 
legislative  and  executive  branches  of  state  govern- 
ment. In  addition  to  communicating  the  program 
of  Florida  Medical  Association  to  the  legislature, 
the  Capitol  office  is  always  prepared  to  assist  the 
legislature  and  other  agencies  of  government  with 
information  on  medical  matters  when  called  upon 
to  do  so. 

The  ad  hoc  Committee  to  Study  the  Structure 
of  the  Florida  Medical  Association  was  established 
during  the  1970  session  of  the  House  of  Delegates. 
This  Committee  has  been  diligent  in  its  study  of 
the  Florida  Medical  Association  organization  and 
the  structures  of  other  state  medical  associations 
during  the  past  year. 

These  are  just  a few  of  the  things  involved 
in  Jim  Cook’s  year  at  our  helm.  Things  that  you 
will  see  and  feel  and  will  continue  to  influence 
Florida  medicine  for  years  to  come. 

There  will  be  Jim,  picking  at  his  sideburn, 
lending  that  little  element  of  levity  when  needed, 
but  always  giving  that  stabilizing  effect  that  lends 
harmony  and  enables  Florida  medicine  to  move 
ever  forward  and  upward.  Jim,  you  may  think 
you  harmonize  best  with  a banjo  and  “Birming- 
ham Jail,”  but  we  know  you  harmonize  best  in 
Florida  medicine. 

► Dr.  Hendrix,  324  Williams  Avenue,  Port  St.  Joe 
32456. 


We  search  the  world  for  truth;  we  cull 
The  good,  the  pure,  the  beautiful. 

From  graven  stone  and  written  scroll. 

And  all  old  flower-fields  of  the  soul; 

And,  weary  seekers  of  the  best. 

We  come  back  laden  from  the  quest. 

To  find  that  all  the  sages  said 
Is  in  the  Book  our  mothers  read. 

John  Greenleaf  Whittier 
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Many  Thanks 


During  the  past  year,  our  Association  has  ac- 
complished much  because  of  the  unceasing  hard 
work  of  many  dedicated  physicians,  all  of  whom 
were  led  and  inspired  by  Jim  Cook.  If  you  were 
to  poll  the  group  individually,  each  would  recount 
a different  but  exemplary  event  that  personifies 
Jim’s  leadership.  Looking  back  beyond  this  year, 
I was  impressed  as  Jim’s  capabilities  grew  under 
our  eyes  when  he  moved  from  \’ice-Speaker  to 
Speaker  of  the  House  and  where,  with  experience 
and  study,  his  command  of  each  situation  became 
polished  and  sure.  No  longer  getting  mixed-up  or 
mad,  he  was  able  to  guide  the  many  emotional  and 
heated  debates  on  controversial  issues  with  which 
the  delegates  ’ tried  his  metal.  This  last  year,  I 
continued  to  admire  his  leadership,  but  there  was 
one  time  wh'ch  made  me  more  than  ever  aware  of 
his  capabilities  and  his  grasp  of  medical  problems. 
This  was  at  the  first  Board  of  Governors  meeting 
I ever  attended  in  sultry  Jamaica  late  on  a hot 
afternoon  at  the  end  of  the  second  day  of  discus- 


sion. Some  long  report,  of  which  I could  make 
neither  heads  nor  tails,  was  being  read;  Jim  was 
sitting  at  the  head  of  a horseshoe  shaped  table 
with  his  eyes  closed,  leaning  back  in  his  chair,  ap- 
parently taking  three  winks.  Suddenly  the  report 
was  interrupted  by  Warren  Quillian,  who  said  we 
might  as  well  convene  the  meeting  for  the  presi- 
dent was  asleep.  At  this,  Jim,  without  opening  his 
eyes  retorted  that  he  had  not  missed  a word  and 
repeated  verbatum  the  last  two  sentences  of  the 
report  in  progress.  That  let  us  know  that  Jim  was 
very  much  in  command. 

At  the  end  of  his  tenure  in  office.  I’m  sure  that 
this  conscientious  and  hardworking  president  will 
find  much  to  do  to  stay  involved  in,  and,  to  aid 
organized  medicine  to  do  our  best  to  provide  effi- 
cient care  for  all  the  people  of  Florida. 

Jim,  you  deserve  a well  earned  rest,  but  know- 
ing you,  that  is  one  word  not  in  your  vocabulary. 
Many,  many  thanks  from  all  of  us. 

C.  M.  C. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 

SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA.  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St..  South 
ST.  PETERSBURG.  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO.  FLORIDA 
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Socioeconomic  Panel  at  Annual  Meeting 


A panel  program  of  socioeconomic  topics  will  be  a feature  of  the  97th  Annual  Meeting  of  the 
Florida  Medical  Association  this  month. 

Dr.  James  T.  Cook  of  Marianna,  President  of  FM.-\,  will  preside  at  the  general  session  beginning 
at  11:00  a.m.  on  Friday,  May  7,  at  the  Americana  Hotel  in  Bal  Harbour.  The  program  will  take 
the  place  of  the  annual  Baldwin  Lecture. 

The  program  for  the  general  session  will  be  as  follows: 

“Peer  Medical  Utilization  Review,”  James  B.  Byrne,  M.D.,  Chairman  of  the  FM.A.  Committee 
on  Peer  Medical  Utilization  Review. 

“Foundations  for  Medical  Care,”  James  L.  Borland  Jr.,  M.D.,  Chairman  of  the  Board  of  Trustees, 
Foundation  for  Medical  Care  in  Duval  County,  Inc. 

“Medicredit — National  Health  Insurance  and  Health  Maintenance  Organizations,”  Joseph  C. 
\’on  Thron,  M.D.,  Chairman  of  the  FMA  Counc’l  on  Legislation  and  Public  Agencies. 

“Workmen’s  Compensation,”  Joseph  G.  Matthews,  M.D.,  Chairman,  FM.\  ,\d  Hoc  Committee 
on  Workmen’s  Compensation. 

.\dditional  information  about  the  Annual  Meeting  was  contained  in  an  issue  of  Briefs,  mailed  to 
the  entire  FM.\  membership  early  last  month. 


Committee  on  Public  Health 

.\  meeting  of  the  Committee  on  Public  Health  was  held  in  Jacksonville  on  February  14,  with 
the  chairman,  C.  L.  Brumback,  M.D.,  of  West  Palm  Beach,  presiding. 

The  Committee  went  on  record  that  all  possible  support  should  be  lent  to  state  legislation  provid- 
ing for  fluoridation  of  public  water  supplies. 

Considered  and  approved  were  recommendations  from  the  Committee  on  State  Legislature:  that 
1)  the  Committee  on  Public  Health  make  its  members  available  to  work  closely  with  committees  of 
the  Legislature;  2)  a follow-up  conference  on  PKU  and  other  metabolic  disease  testing  be  held;  3) 
FMA  consider  the  possibility  of  holding  a conference  on  environmental  quality;  and  4)  FM.A.  partic- 
ipate in  an  organization  known  as  “Conservation-70’s.” 

Approved  by  the  Committee  was  a plan  of  the  U.S.  Public  Health  Service  to  assign  two  officers 
to  the  Collier  County  Health  Department  to  assist  in  the  rendering  of  medical  care  to  migrant  farm 
workers,  made  contingent  on  similar  written  approval  from  the  Collier  County  Medical  Society. 

Among  other  actions,  the  Committee  suggested  that  FMA  support  full  implementation  of  Flor- 
ida’s implied  consent  law,  including  adequate  fund'ng. 


The  Leukemia  Society  of  America,  Florida  Chapter 

The  Florida  Medical  Association’s  Council  on  Voluntary  Health  Agencies  gave  official  recogni- 
tion for  the  first  time  to  the  Florida  Chapter  of  the  Leukemia  Society  of  America. 

The  Council  met  in  Jacksonville  to  review  the  activities  of  the  Leukemia  Society  and  several 
other  voluntary  health  agencies  which  operate  in  Florida.  The  chairman,  Frank  L.  Creel,  M.D.,  of 
Pensacola,  presided  at  the  meeting. 

The  Council  recommended  that  FM.^’s  41  component  medical  societies  be  surveyed  to  determine 
what  relationship  each  has  established  with  the  voluntary  health  agencies  in  its  area;  and  to  deter- 
mine how  physician  liaison  representatives  are  selected. 

In  other  action,  the  Council  endorsed  Senate  Bill  168  (compulsory  immunization)  and  directed 
that  its  endorsement  be  communicated  to  the  FMA  Council  on  Legislation  and  Public  .Agencies. 
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MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 

MAY 

3-  8 Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.,  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

7-  8 Clinical  Genetics — Cytogenetics  Seminar, 
Sacred  Heart  Children’s  Hospital,  Pensa- 
cola. 

12-13  Greater  Miami  Pediatric  Seminar,  Audi- 
torium, Mailman  Child  Development  Cen- 
ter, Miami.  For  information:  Jack  Eff, 

M.D.,  2040  N.E.  163  St.,  N.  Miami  Beach 
33162. 

15  “Physiological  Approach  to  Management  of 
Peptic  Ulcer  Disease,”  by  M.  Michael 
Eisenberg,  M.D.,  Minneapolis,  sponsored 
by  Lakeland  Graduate  Medical  Assembly, 
Lakeland  General  Hospital,  Lakeland. 


JUNE 

14-18  Fifth  Annual  Workshop  in  Electrocardiog- 
raphy, Redington  Beach,  St.  Petersburg. 
For  information:  Henry  J.  L.  Marriott, 

M.D.,  St.  Anthony’s  Hospital,  St.  Peters- 
burg 33705. 


NOVEMBER 

19-20  Tenth  Annual  Physicians’  Seminar  on  Re- 
spiratory Diseases  and  Workshop  for  Allied 
Health,  Perdido  Bay  Inn  & Golf  Club,  Pen- 
sacola. For  information:  Jay  D.  Williams 
Jr.,  M.D.,  Box  8127,  Jacksonville  32211. 


National  and  Regional 
Meetings  Held  in  Florida 

JULY 

2-  5 Tenth  Anniversary  Meeting,  Cuban  Medi- 
cal Association  in  Exile,  Four  Ambassadors 
Hotel,  Miami.  Pres.:  Dr.  Enrique  Huertas, 
Box  1016,  Coral  Gables,  Fla.  33132. 

AUGUST 

26-29  United  Ostomy  Association,  Diplomat 
Hotel,  Miami  Beach.  Exec.  Dir.:  Donald 
P.  Binder,  1111  Wilshire  Blvd.,  Los  Angeles 
90017. 

30-Sept.  2 Western  Hemisphere  Nutrition  Con- 
gress, Americana  Hotel,  Miami  Beach. 
Info.:  AMA  Council  on  Foods  and  Nutri- 
tion, 353  N.  Dearborn  St.,  Chicago  60610. 


OCTOBER 

4-  7 American  Academy  of  Family  Physicians, 
Miami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112. 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 
cana Hotel,  Bal  Harbour.  Sec.:  Bernard  S. 
Patrick,  M.D.,  University  Medical  Center, 
2500  N.  State  St.,  Jackson,  Miss.  39216. 

NOVEMBER 

1-4  Southern  Medical  Association,  Miami 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts, 
2601  Highland  Ave.,  Birmingham,  Ala. 
35205. 

2 George  Papanicolaou  Memorial  Seminar  in 
Gynecologic  Pathology,  Fontainebleau 
Hotel,  Miami  Beach.  Dir.:  George  loan- 
nides,  M.D.,  1830  S.W.  99th  Ave.,  Miami 
33165. 

4-  6 Southern  Thoracic  Surgical  Association, 
Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  ' Va. 
23219. 
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when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  caf  feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

V Phenaphen  with  Codeine 

Willi  iiltzlMC:  Nos.  2,  3,  or  4 contains: 

It'll  VIVtII  IW  Phenobarbital  (14  gr.), 

16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2Vi  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate.  0.03 1 mg. : Codeine 
phosphate,  Vi  gr-  (No.  2),  Vi  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications;  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — I capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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'head  clear  upon  arising’ 


j:  For  upper  respiratory  allergies  and  infections  including 

the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
N the  stuffiness,  drip  and  congestion  all  night  and  all  day 
1|  long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
i drowsiness  or  overstimulation  is  unlikely.  /I'H'f^OBINS 

, ..  , A. H.  Robins  Company 

I prescribing  information  appears  on  next  page  Richmond,  Va.  23220 


Dimetapp 

Extentabs 

Oimetane'^^  (brompheniramine  maleate),  12  mg.;  phei^yi- 
ephrine  HCI.  15  mg.;  phenylpropanolamine  HCI.  15  mg. 


A COMPLETE  BUSINESS  SERVICE 


• FOR  THE  MEDICAL 

I AND  DENTAL 

5 PROFESSIONS 

0 

a PM  Florida  OflSces 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  In  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr©ss 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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Affiliates  of  Black 
Battle  Cre 


St.  Petersburg 
Phone;  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone;  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 

! Skaggs  Associates 
.,  Michigan 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


J.  FLORIDA  M.A./MAY  1971 
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Book  Reviews 


Current  Dermatologic  Management  edited  by  Stuart 
Maddin,  M.D.  Illustrated.  Pp.  330.  Price  $38.75.  St. 
Louis,  The  C.  V.  Mosby  Company,  1970. 

This  book  is  an  up  to  the  minute  compendium 
of  skin  diseases  with  individual  topics  written  by 
one  hundred  seventy-six  co-authors.  What  sets 
it  apart  from  other  dermatologic  texts  is  the  break- 
down into  three  sections — dermatologic  procedure, 
therapeutic  management  and  drug  index,  as  well 
as  an  innovative  alphabetical  listing  of  the  skin 
diseases  in  the  middle  section. 

The  first  section  contains  outstanding  descrip- 
tions of  hair  transplant  surgery,  dermabrasion, 
chemosurgery,  Mohs’  technique  and  x-ray  therapy. 
These  different  modes  of  dermatologic  surgery  are 
well  detailed,  having  been  so  often  ignored  in  the 
past. 

The  second  section  of  therapeutic  management 
has  succintly  written  material  with  up-to-date  ref- 
erences at  the  end  of  each  topic.  There  are  seven- 
ty large  colored  plates.  However,  in  future  edi- 
tions, more  care  should  be  taken  in  their  selection 
as  many  are  not  clear  examples.  Plates  of  the 
more  common  entities  such  as  contact  dermatitis, 
etc.,  could  be  pictured  in  smaller  view,  allowing 
more  space  for  more  unusual  dermatoses. 

The  last  section  contains  an  excellent  drug 
index  describing  the  chemistry,  mode  of  action, 
absorption,  distribution  and  excretion,  dermatolog- 
ic indication,  side  effects  and  references  for  each 
of  the  drugs  listed.  Unlike  many  other  textbooks, 
the  treatment  is  emphasized. 

This  is  an  excellent  dermatologic  text  with  a 
well  documented  section  on  dermatologic  surgery, 
a dictionary  type  outline  for  dermatologic  diseases 
and  a useful  drug  index.  The  index  at  the  end  of 
the  book  is  completely  detailed.  Editorial  com- 
rnents  are  interspersed  throughout  the  text  which 
are  helpful  in  presenting  most  recent  references 
since  the- book  was  published.  This  book  is  highly 
recommended  for  the  dermatologist  as  well  as  the 
interested  physician. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969.  I 

“Introduction  to  Medical  Science”  is  written 
not  for  the  physician,  but  for  paramedical  workers,  j 
It  combines  conventional  narrative  textbook  style  ' 
with  programmed  instruction,  most  chapters  start- 
ing with  a few  pages  of  text  and  ending  with  pro- 
gram type  instructional  paragraphs  and  questions. 
The  book  condenses  most  of  clinical  medicine  into 
24  chapters  in  only  295  pages.  The  first  few  : 
chapters  are  devoted  to  basic  principles  of  patho- 
physiology. The  rest  of  the  book  takes  you  on  a 
whirl-wind  tour  of  all  bodily  ills  and  injuries.  In 
general,  the  material  is  well  distributed  with  major 
chapters  covering  neoplasia,  circulation,  infectious 
diseases  and  trauma.  An  unduly  large  amount  of  ' 
space  is  devoted  to  congenital  anomalies,  particu- 
larly cardiac  anomalies.  These  comprise  the  only 
illustrations  in  the  book.  An  appendix  in  the  back  . 
of  the  book  contains  answers  to  the  programmed  I 
text  questions  and  a thorough  table  of  information  ' 
on  infectious  diseases.  For  a book  this  short  to  be  ; 
as  comprehensive  as  it  is,  it  must  necessarily  be 
somewhat  superficial  and  over-simplified,  if  not  ■ \ 
dogmatic  in  its  approach.  This  book  passed  the  1 1 
crucial  test  with  my  secretary  and  technician,  who  ' I 
thought  the  book  was  written  in  an  interesting  ' : 
manner,  was  easy  to  read  and  contained  useful 
information. 

L.  H.  Jacobson,  M.D. 

Stockton,  Calif,  i 


True  friendship  is  a plant  of  slow  growth. 

George  Washington 
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Sorrel  S.  Resnik,  M.D. 

Miami 
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Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
i lowing  acceptance  of  a written  review  for  publication,  a 
1 reviewer  may  then  retain  the  book  reviewed  for  his  per- 
; sonal  or  favorite  library. — Ed. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Urological  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


The  Low  Fat  Low  Cholesterol  Diet  by  Clara-Beth 
Young  Bond,  R.D.;  E.  Virginia  Dobbin,  R.D.,  and  Helen 
F.  Gofman,  M.D.  Pp.  512.  Price  $7.95.  New  York, 
Doubleday  Company,  Inc.  1971. 


lency 

Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


A ARCH  LABORATORIES 

y 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Infection  Control  in  the  Hospital  by  the  American 
Hospital  Association.  Pp.  154.  Price  $4.  Chicago,  Illinois 
1970. 


Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Techniques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


Portrait  of  Aphasia  by  David  R.  Knox.  Pp.  120.  Price 
$5.95.  Detroit,  Wayne  State  University  Press,  1971. 


Selective  Bibliography  of  Orthopaedic  Surgery. 

2nd  Ed.  By  the  American  Academy  of  Orthopaedic  Sur- 
gery. Price  $7.25.  St.  Louis,  The  C.  V.  Mosby  Company, 
1970. 


Biological  Rhythms  in  Psychiatry  and  Medicine 

by  Gay  Gaer  Luce.  Pp.  183.  Price  $1.75.  Washington, 
D.  C.,  U.S.  Government  Printing  Office,  1970. 


Convention 
Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 

QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 

WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


J.  FLORIDA  M.A./MAY  1971 
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TUCKER  HOSPITAL  INC 

212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Clinical  Extension 
of  a pure 

^ Smooth  Muscle 


Relaxant 


/ . 


/ 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  efect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND.  VIRGINI.'^  23217 


® 


IN  ASTHMA 
IN  EMPHYSEMA 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylUne;  21  mg.  phenobarbital  (Warning;  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications;  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  rng. 
potassium  iodide;  130mg.aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCf.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
Xveight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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“\WbIc<miic  back,  Ann 


Indkatioiit:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edenna,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitivity  to  trypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  rer^al  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERREU  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19U4 


TtADCMAtK:  SITABS  US.  fATCNT  NO  3.OO4.09S  */70 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


I'nCtive  therapy 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 


Orenzymei 
Bitabs 


One  tablet  q.i.d. 


TtiriHin:  100  000  N.r  Units. Chrmotnrpsio  8.000  N.F.  Ululi; 
«tu..«iol  in  tfyiJlic  Ktml>  to  40  ol  N F liypsin 

Reduces  swelling 
H Hastens  healing 
Speeds  recovery 


OrtG  AcrJblef  cf.i.d. 


The  causes  of  vaginitis 
ore  multiple 


■ indications;  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precoutions  for  topicol 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  obsorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nolly  once  or  twice  doily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-tOA  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1 .05  Gm.,  allantoin  0.14  Gm.) 


AVC 

11ie  treatment  is  singular 


NO  CAMPING  ^ 
NO  SWIMMING  I 
NO  HIKING 
NO  RELAXING 
NO  FISHING 
NO  HUNTING  ' 
NO  RIDING 

NO  sightseeing 


>7' 


Only  you  can  prevent  forest  fires. 


Classified 


physicians  wanted 


General  Practitioners 


URGENTLY  NEEDED:  GP  to  join  well  estab- 

lished physician.  Newly  constructed  office  including 
laboratory  and  x-ray.  Town  close  to  Miami  and 
Palm  Beaches,  with  all  sports  available.  Contact  E.  B. 
McConville,  .M.D.,  Box  668,  Clewiston,  Florida  33440. 
Phone  983-8S31. 


.\P.^LACHICOLA,  GENERAL  PRACTITIONERS 
urgently  needed.  Open  staff  hospital.  No  investment 
necessary.  Located  on  Gulf  coast  with  good  beaches, 
good  hunting  and  good  fishing.  One  hour  away  from 
nearby  Panama  City.  Contact  Photis  Nichols,  M.D., 
P.  O.  Box  219,  Apalachicola,  Florida  32320.  Telephone: 
(904)  653-8819. 


Specialists 


PSYCHL\TRIST  as  associate  to  well  established 
psychiatrist,  Broward  County.  Handsome  new  medical 
building  adjacent  major  area  hospital.  Excellent  oppor- 
tunity. Contact  M.  M.  Sylvan,  M.D.  (303)  525-6044. 


LNTERNIST,  UROLOGIST,  GP’s.:  Outstanding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perry,  Florida  32347. 


OPPORTUNITY  FOR  INTERNIST:  Board  cer- 
tified or  eligible,  interested  in  cardiology.  Town  11,000, 
service  area  40,000  in  south  Alabama.  Modem  86-bed 
(JCAH)  general  hospital  with  8-bed  combination 
intensive  and  coronary  care  unit  under  construction. 
Seven  G.P.s,  certified  surgeon,  radiologist,  excellent 
school  system.  Contact  B.  J.  Griffin,  Adm.,  D.  W.  Mc- 
Millan Memorial  Hospital,  Brewton,  Ala.  36426. 


ANESTHESIOLOGIST  WANTED  in  North  Palm 
Beach,  Florida,  a 90-bed  progressive  community  hos- 
pital. Must  be  board  certified  or  board  eligible.  Con- 
tact Chief,  Division  of  Surgery,  Palm  Beach  Gardens 
Community  Hospital,  3360  Bums  Road,  Palm  Beach 
Gardens,  Florida  33403. 


RADIOLOGIST  W.ANTED  in  North  Palm  Beac 
Florida,  a 90-bed  progressive  community  hospits 
Must  be  board  certified  or  board  eligible.  New  vaKi 
lar  room.  Contact,  Chief  of  Staff,  Palm  Beach  Gardei 
Community  Hospital,  3360  Burns  Road,  Palm  Beac 
Gardens,  Florida  33403. 


OBSTETRICIAN-GYNECOLOGIST:  Board  ce 
tiffed  or  ehgible  with  mihtary  obligation  completed, 
wanted  to  join  3-man  partnership  in  Miami,  Florid 
Guaranteed  income  first  year,  leading  to  partnershi)' 
Send  curriculum  vitae.  Contact  P.O.  Box  552,  Mian 
Shores,  Florida  33153. 


WANTED:  INTERNIST-PEDIATRICIAN-GEh 
ERAL  PRACTITIONER  for  association  with  mixe 
group  in  Central  Florida.  Salary  plus  percentage;  a 
expenses  paid;  share  coverage.  Contact  W.  T.  Steel 
M.D.,  Bond  Clinic,  Winter  Haven,  Florida  3388i 
Phone  (813)  293-1191. 


PEDIATRICIAN:  Broward  General  Medical  Cer 
ter.  Fort  Lauderdale,  Florida,  needs  staff  pediatrida 
for  active  service  caring  for  charity  and  unassigne 
private  patients  along  with  two  other  staff  pediatrician 
Florida  license  desirable.  Write:  Eugene  C.  Chambei 
lain,  M.D.,  Director  of  Medical  Education. 


LNTERNIST  WANTED:  Preferably  under  3' 
for  addition  to  established  corporate,  4 man  famil 
practice  group  in  Cape  Canaveral  area.  Retiremen 
and  profit-sharing  programs.  Salary  first  year,  part 
nership  thereafter.  Attractive  complete  fadlities,  in 
eluding  newer  laboratory  equipment,  consulting  radiol 
ogist  who  does  fluoroscopic  work  on  the  premises,  an 
pharmacy.  Space  and  equipment  adequate  fof  expan 
sion  with  no  initial  investment  Contact  A.  F.  Strat 
ton  Jr.,  M.D.,  Brevard  Medical  Group,  P.O.  Box  74( 
Cocoa,  Florida  32922.  Phone:  (305)  636-2621. 
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iiscellaneous 


situations  wanted 


GENERAL  PRACTITIONERS  OR  INTERNISTS: 
me  or  two  to  join  established  GP  in  forming  a group 
1 rapidly  growing  area  in  central  Florida.  Semi-rural 
ommunity,  suburb  of  large  city,  good  schools  with 
alanced  trouble  free  integration  already  accomplished. 
Vrite  C-972,  Post  Office  Box  2411,  Jacksonville, 
’lorida  32203. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
ion  on  the  Gulf  of  Mexico  for  the  following  practi- 
ioners:  General  practitioner,  pediatrician,  ENT,  der- 
natologist  and  ophthalmologist.  Write  C-901,  P.O.  Box 
!411,  Jacksonville,  Fla.  32203. 


EMERGENCY  ROOM:  Attractive  openings  for 

lospital  commencing  its  own  emergency  room  service. 
Located  in  North  Florida  near  Jacksonville  area. 
Reply  to  C-961,  P.O.  Box  2411,  Jacksonville,  Fla. 
32203. 


WANTED  IMMEDIATELY:  Private  emergency 
;room  physician.  Corporate  group  needs  fifth  physician 
'in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
■M.D.  (30S)  647-S728  or  Robert  Gay,  M.D.  (30S) 
422-01S9. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
. tricians  in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
i Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
I Phone  (904)  877-1145. 

I 


30  PHYSICIAN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
, addition.  Long  range  plans  to  650  beds  and  75  phy- 
i sician  clinic.  No  investment  required.  Progressive, 
, rapidly  growing  community  with  abundance  of  recrea- 
I tion  and  cultural  opportunities.  Contact  D.  M.  Schro- 
I der.  Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


WEST  FLORIDA  RESORT  COMMUNITY 
NEEDS  PHYSICIANS:  Family  practice  and  all  spe- 
cialties. Excellent  hospital  facilities  and  the  world’s 
most  beautiful  beaches.  A wonderful  place  to  raise 
your  family.  John  F.  Mason,  M.D.,  Secretary,  Bay 
County  Medical  Society,  518  North  Cove  Blvd.,  Pan- 
ama City,  Fla.  32401. 


I EMERGENCY  ROOM  M.D.’S  WANTED.  Cen- 
I tral  East  Coast  Florida.  Florida  license  required.  Part 
I time  or  full  time  available.  Write  Physician’s  Emer- 
1 gency  Service,  1350  South  Hickory  Street,  Melbourne, 
Florida  32901. 


ORTHOPEDIC  SURGEON,  Florida  licensed,  U.S. 
citizen,  age  32.  Veteran,  desires  coastal  location  in 
Florida,  in  association  or  group  practice,  after  Septem- 
ber, 1971.  Write  C-975,  P.O.  Box  2411,  Jacksonville 
32203. 

EMERGENCY  PHYSICIAN:  Three  years  experi- 

ence after  28  years  general  surgery.  Available  Oct.  1. 
Prefer  hospital  with  specialties  represented.  Florida 
license  1971.  Curriculum  vitae  on  request.  Write 
C-992,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

INTERNIST-CARDIOLOGIST:  Board  eligible, 

trained  in  clinical  cardiology,  Cath.,  and  coronary 
arteriography,  seeks  position  with  group  or  individual 
in  Florida.  Available  in  July.  Write  S.  DiGiorgi, 
M.D.,  1610  North  River  Drive,  Apt.  106,  Miami,  Flor- 
ida 33125. 

LOCATION  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  Write  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 

GENER.\L  INTERNIST:  31  years  old,  university 

trained,  with  military  obligation  and  written  boards 
completed,  seeks  association  with  group  of  internists 
or  internist.  Write  Box  987,  P.O.  Box  2411,  Jackson- 
ville, Florida  32203. 

PATHOLOGIST:  40  years  old,  native  U.S.,  ex- 
perienced director  with  both  C.P.  and  A.P.  boards. 
Florida  license,  highest  qualifications  and  motivation. 
Write  C-982,  P.  O.  Box  2411,  Jacksonville,  Florida 
32203. 

PEDL\TRICIAN:  Age  42,  recently  completed 

Florida  State  Board  examination,  currently  in  pharma- 
ceutical industry,  desires  association,  group  or  solo 
practice  with  coverage.  Write  C-988,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 

SITUATION  WANTED:  40  year  old  General 

Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  group  association.  Write 
C-983,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

ANESTHESIOLOGIST:  31  years  old.  Board  cer- 

tified. Florida  license,  desires  association.  Three  year 
major  university  training,  military  service  completed. 
Full  details  first  letter.  Write  C-986,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 

GENERAL  SURGEON:  Board  certified,  Florida 

license,  university  trained,  age  32,  married.  Desires 
practice  opportunity  or  association  in  Miami  area. 
Write  Box  C-989,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 

SITUATION  WANTED:  General  practice,  indus- 

trial or  emergency  room.  Healthy,  active,  57,  leav- 
ing state  service.  Have  Florida  license.  Experienced  in 
general  medicine,  familiar  with  Workmen’s  Compensa- 
tion and  hospital  administration.  Available  after  July 
15,  lower  East  Coast.  Reply  to  Box  C-990,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 

INTERESTED  IN  BUYING  RADIOLOGICAL 
PRACTICE,  with  or  without  affiliated  hospital  posi- 
tion. Have  Florida  license.  Please  give  full  particulars 
in  reply.  Write  Box  C-991,  P.O.  Box  2411,  Jackson- 
ville, Florida  32203. 
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real  estate 

EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S1S0. 

FOR  LEASE:  Corner  600  to  1,600  sq.  ft.  Newly 

established  medical  building,  walking  distance  on  main 
exit  of  Tampa  General  Teaching  hospital.  Will  cus- 
tomize, reasonable.  Call  253-0021. 


practices  available 

GP  OR  INTERNIST:  practice  available,  Miami 
Beach.  Over  $100,000  gross.  Must  leave  for  residency. 
Flexible  terms.  Contact  Marc  Silbret,  M.D.,  725  W. 
50th  St.,  Miami  Beach  33140.  (305)  532-3412. 

FOR  SALE:  Five  room,  red  brick,  medical  office 

building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 


equipment 

FOR  SALE:  Like  new.  Ritter  table,  comple 

with  knee  crutches.  Four  model  8 floor  lights  wi 
casters.  Four  examining  tables,  convertible  with  sti 
rups.  Mayo,  I-V  and  utility  stands.  Wheel  cha 
Fibre  optic  cystoscope.  Sacrifice.  Phone  Tampa  (81. 
872-1845. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 


Reminder 

Send  in  your  favorite  photographs  (black  and  white  or  color)  or  color  slides  which  might  be  af 
propriate  for  the  cover  of  the  Journal.  They  will  be  handled  with  care  and  returned  to  you. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  M.D.,  Marianna,  President 

Floyd  K.  Hurt,  M.D.,  Jacksonville,  President-Elect 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 

Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illn ; 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  ancj 
interfere  with  recovery. 


The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjuncti  | 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medicci  ’ 
practice  where  anxiety  complicates  the  patient's  condition. 


/97/ 


mi 


/ 

antianxiety 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

- Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 


chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 

lactions  (e.g., 
acute  rage) 
atric  patients 
children.  Em- 
Ireatment  of 
; of  impend- 
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ing  depression;  suicidal  tendencies  ry 
be  present  and  protective  measures 
essary.  Variable  effects  on  blood  coag 
tion  have  been  reported  very  rarel'  n 
patients  receiving  the  drug  and  oral  ri- 
coagulants;  causal  relationship  has  3t 
been  established  clinically. 

Adverse  Reactions:  Drowsin 

ataxia  and  confusion  may  occur,  e 
cially  in  the  elderly  and  debilitated.  TIse 
are  reversible  in  most  instances  by  pner 
dosage  adjustment,  but  are  also  occa;  n- 
ally  observed  at  the  lower  dosage  rar:s 
In  a few  instances,  syncope  has  beei  e- 
ported.  Also  encountered  are  isolate' n- 
stances  of  skin  eruptions,  edema,  rr  or 
menstrual  irregularities,  nausea  and  'fi- 
stipation,  extrapyramidal  symptoms  n- 
creased  and  decreased  libido— all  i 'e 
quent  and  generally  controlled  with  3S- 
age  reduction;  changes  in  EEG  pat  ns 
(low-voltage  fast  activity)  may  ap  or 
during  and  after  treatment;  blood  dyrO- 
sias  (including  agranulocytosis),  jauiice 
and  hepatic  dysfunction  hove  beerire- 
ported  occasionally,  making  perijlic 
blood  counts  and  liver  function  testiid- 
visable  during  protracted  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roc|lnc 

Nutley.  N.J.  07110 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  ” 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using 
paired-night,  double-blind  crossov, 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  timt 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  t; 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  cerM 
hypnotics  in  two  separate  preferenc  I 
studies.  In  each  of  two  double-blinc' ' 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of  ' 
seven  consecutive  treatment  nights 
according  to  subjective/objective  i | 
evaluations.  ' I 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  orpoorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a!.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol,,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
elal.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331, 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  proionged 
administration  is  generaily  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohoi  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  compiete  mental 
aiertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Empioy  usual 
precautions  in  patients  who  are  severeiy 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  eiderly 
or  debilitated  patients.  Severe  sedation, 
iethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  taikativeness,  appre- 
hension, irritability,  weakness,  paipitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  siurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


Mew'll  1 

Dalmane 

Cflurazepam  hydrochloride) 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


We  all  are.  But  Dulcolaxisthecureforenemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!..it’s  predictable 

bisacodyl 

VnM  GEIGV  PHARMACEUTICALS,  DIVISION  OF  GElGY  CHEMICAL  CORPORATION,  ARDSLEV,  NEWYORK  10502  UNDER  LICENSE  FROM  BOEHRiNGER  INGELHElM  G.  M.  6 M. 


Who’s  afraid  of  the 
big  bad  enema? 
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Still  prescribing  oral  iron  in  salt  form- 

(with  a stool  softener)? 


raRROLIP* 

(ferrocholmate) 

—the  chelated  iron— gentler  and 
safer  for  the  iron-sensitive  patient 
who  cannot  tolerate  other  forms 
of  orcil  iron. 

FEIRROLIP  is  ferrocholinate.  The  iron  is 
held  as  a chelate  complex,  similar  to  the 
way  in  which  iron  is  held  in  the  hemo- 
globin molecule.  As  a result,  unlike  freely 
dissociated  iron  salts  (such  as  ferrous  sul- 
fate and  ferrous  gluconate),  FEIRROLIP 


does  not  release  high  concentrations  of 
free  ionic  iron,  which  have  been  reported 
to  cause  G.l.  distress. 

FERROLIP  provides  iron  supplement 
for  anemia.  It  stays  in  solution  through- 
out the  entire  pH  range  of  the  gastro- 
intestinal tract.  And  FEIRROLIP,  pos- 
sesses a higher  factor  of  safety,  in  terms  of 
prevention  of  accidental  poisoning,  than 
iron  salts  do. 


FERROLIP  PLUS*FERROUf 
FERROLIP  T LIQUID 


FERROLIP  is  available  in  several  forms 

1 

1 

Name 

to  suit  your  patients’  needs:  as  tablets  or 

Address 

syrup,  and  in  combinations  with  vita- 

mins.  Get  full  information  from  your 

City 

Suic 

Zip'  1 

Flint  man,  or  send  the  coupon  today. 


FUNT  LABORAl 

DIVISION  OF  TBAVENOt  l.iBO«*TO«45 
Morton  Grove.  Nlmois  600S3 


Please  send  me  free  samples  and  literature  c 
the  FEIRROLIP  (ferrocholinate)  line  of  i 
supplements. 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

Alow  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theragrair-M 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

The  I’riteli'ss  Itmredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'^“ 


tp)  £.R.  Squibb  & Sons,  Inc.  1970 


The  get-up-and-gc 
summer  cold 
and  allergy  pill. 


I 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  thennselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with 
severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi- 


ness may  result. 


Novahistine" 
LP 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

‘NEOSPORIIf’ 

brand 


POLYMYXIN 


B-BACiTRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


I 
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President's  Page 


It  Will  Be  a Busy  Year 

I will  have  been  in  office  as  President  of  the  FMA  for  approximately  one  month  by  the  time 
you  read  this;  however,  it  is  being  written  a month  before  the  Annual  Meeting. 

In  this  first  statement  I wish  to  pay  tribute  to  Jim  Cook,  our  immediate  past  president,  as  a man 
who,  by  dealing  with  many  knotty  problems  before  they  could  be  passed  on  to  me,  has  made  my 
task  easier.  I also  learned  that  as  the  Speaker  of  our  House  of  Delegates  he  kept  the  Board  of  Gov- 
ernors’ meetings  orderly  and  efficient.  I am  quite  fortunate  that  he  will  be  on  the  Board  to  help 
me  in  this  respect. 

I have  completed  my  appointments  and  we  have  an  outstanding  group  of  Council  and  Commit- 
tee members.  These  are  the  men  and  women  who  will  be  doing  most  of  the  real  work  of  our  orga- 
nization. As  you  know,  the  House  sets  our  policies  and  directions,  and  the  Board  and  Councils  carry 
out  these  directives.  They  will  be  busy.  I’m  quite  proud  of  our  Florida  physicians  as  men  who  are 
extremely  knowledgeable,  clear  thinking  and  willing  to  assume  the  tasks  which  I have  asked  them  to 
perform. 

In  thinking  of  the  problems  that  may  arise  during  the  coming  year,  it  seems  to  me  that  the  con- 
tinued expansion  of  government-related  comprehensive  medical  care  may  very  well  take  precedence 
over  all  others.  There  are  those  in  places  of  influence  who  view  medicine  as  a social  science  to  be 
used  as  a vehicle  for  social  change.  With  this  in  mind,  I commend  to  you  the  following  passage  from 
Plato: 

“Did  you  ever  observe  that  there  are  two  classes  of  patients  in  states,  slaves  and  free  men;  and 
the  slave  doctors  run  about  and  cure  the  slaves  or  wait  for  them  in  the  dispensaries — -practitioners 
of  this  sort  never  talk  to  their  patients  individually,  or  let  them  talk  about  their  own  individual 
complaints?  The  slave  doctor  prescribes  what  mere  experience  suggests,  as  if  he  had  exact  knowledge; 
and  when  he  has  given  his  orders,  like  a tyrant,  he  rushes  off  with  equal  assurance  to  some  other 
servant  who  is  ill;  and  so  he  relieves  the  master  of  the  house  of  the  care  of  his  invalid  slaves.  But 
the  other  doctor,  who  is  a free  man,  attends  and  practices  upon  free  men;  and  he  carries  his  enquiries 
far  back,  and  goes  into  the  nature  of  the  disorder;  he  enters  into  discourse  with  the  patient  and 
with  his  friends,  and  is  at  once  getting  information  from  the  sick  man,  and  also  instructing  him  as 
far  as  he  is  able,  and  he  will  not  prescribe  for  him  until  he  has  first  convinced  him;  at  last,  when 
he  has  brought  the  patient  more  and  more  under  his  persuasive  influences  and  set  him  on  the  road 
to  health,  he  attempts  to  effect  a cure.  Now  which  is  the  better  way  of  proceeding  in  a physician ?”i 

1.  The  Dialogues  of  Plato  Laws  translated  by  Jowett,  New  York,  Random  House  2:491,  1937. 
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when  manhood  ebbS; 

So  due  to  testicular  | 

V/l  Iw  VJ  wlCiy  WVJ  hormonal  insufficiency 


Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

HalotestinVbS 

(fluoxymesterone 
Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


•eotestin® 

luKymesterone,  Upjohn) 


^active  androgen  about  5 times  as  potent 
atjoollc  and  androgenic  activity  as  methyltes- 
ne.  Halotestin  (fluoxymesterone)  induces 
in;ant  retention  of  calcium  and  potassium, 
I r'ention  of  sodium  not  marked.  Doses  below 
b.  daily  have  little  effect  in  producing 
f suria. 

jitions  Male:  Replacement  therapy  in  tes- 
til  hormone  deficiency  states.  Prevents  atro- 
the  accessory  male  sex  organs  following 


*t.ion  for  as  long  as  therapy  is  continued. 


nee  and  male  climacteric  symptoms  when 
e androgen  deficiency.  Primary  eunuchoid- 
n|id  eunuchism.  Delayed  puberty  when  es- 
Sl  ed  as  not  a simple  familial  trait.  Indicated 
)se  symptoms  of  panhypopituitarism  re- 
elto  hypogonadism,  however,  appropriate 
|lr(Sl  cortical  and  thyroid  hormone  replace- 
therapy  remain  of  primary  importance, 
p ?:  Palliation  of  androgen-responsive,  ad- 
inoperable  breast  cancer  in  women  be- 
1 and  5 years  postmenopausal  or  women 
m castration  has  shown  the  tumor  to  be 
ne  dependent.  Prevention  of  postpartum 
manifestations  of  pain  and  engorgement; 
s no  satisfactory  evidence  that  this  drug 
ts  or  suppresses  lactation  per  se.  In  os- 
osis  androgens  may  be  of  adjunctive 
to  adequate  considerations  of  diet,  cal- 
alance,  physiotherapy  and  general  health 
ting  measures.  Males  and  Females:  In  the 
ent  of  protein  depletion  states  which  oc- 
geriatric  patients,  in  debilitation  states.  In 
c corticoid  therapy,  resistant  fractures; 
rchidism;  creating  a positive  nitrogen  bal- 
— tissue  repair  and  other  anabolic  effects, 
genic  steroids  may  produce  a response  in 
ic  anemias,  myelofibrosis,  myelosclerosis, 
enic  myeloid  metaplasia  and  hypoplastic 
ntias  due  to  malignancy  or  myelotoxic  drugs. 
TTigens  are  not  of  value  in  other  anemias, 
oiaindications  Pregnancy  (may  virilize  fe- 
alfetus),  mammary  carcinoma  in  the  male, 
X)|.tic  carcinoma,  severe  liver  disease,  severe 
ir'irenal  disease  and  severe  persistent  hy- 
jnicemia. 

reutions  Employ  with  caution  in  young  boys 
■ 'Did  precocious  sexual  development  and 
Wture  epiphyseal  closure.  Androgens  tend 
pmote  retention  of  sodium  and  water,  there- 
ratch  for  edema— particularly  in  the  elderly, 
icjmce  and  severity  of  edema  have  been 
lirjal  and  have  been  associated  only  with 
foses  used  for  palliation  of  breast  cancer, 
calcemia  may  occur,  particularly  in  patients 
etastatic  breast  carcinoma;  if  fhis  occurs 
rug  should  be  discontinued.  Changes  in 
unction  tests,  such  as  increased  BSP  re- 
in and  SCOT  levels,  can  occur  during  ther- 
b'/iaundice  has  been  rarely  reported.  If  liver 
tdon  tests  are  altered,  discontinue  medica- 
oi|)r  reduce  dose.  Priapism  is  indicative  of 
ilsive  dosage  and  is  indication  for  tempo- 
irjvithdrawal  of  drug.  When  treating  protein 
tion  states  or  osteoporosis,  an  adequate 
Ihould  be  provided  and  prolonged  immobili- 
1 avoided  whenever  possible.  When  treating 
jtic  or  hypoplastic  anemias,  androgen  ther- 
hould  not  replace  other  measure  such  as 
usion,  correction  of  iron  deficiency,  anti- 
_rial  therapy,  and  the  use  of  corticosteroids. 
Blrse  reactions  Nausea,  dyspepsia,  men- 
irregularities,  hepatic  dysfunction,  pria- 
w edema,  precocious  sexual  development, 
■(premature  epiphyseal  closure  in  young 
e.Dts  have  been  reported.  Ma/e  — Prolonged 
d Distration  or  excessive  dose  may  cause 
ittition  of  testicular  function  with  oligospermia 
:nidecreased  ejaculation  volume.  Female  — 
.a  > doses  or  prolonged  administration  may 
injjce  masculinization  with  signs  such  as  hir- 
■ii'e,  deepening  of  the  voice,  enlargement  of 
hi'Dlitoris,  acne,  and  sometimes,  increased 
It ). 

•1  lied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
• T,  scored  — bottles  of  50. /fO  mg.,  scored 
7 ;tles  of  50. 

■eaddillonal  product  Inlormatlon,  see  your 
Idbn  representative  or  consult  the  package 
W tar. 


427-R 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Information  for  Authors 

Manuscripts  submitted  for  publication  in  the 
Journal  of  the  Florida  Medical  Association  should 
be  typed,  doublespaced  on  white  bond,  including 
title  page,  illustration  legends,  footnotes  and  refer- 
ences, and  should  consist  of  the  original  and  one 
copy.  Only  original  papers  not  previously  pub- 
lished are  considered  and  are  subject  to  review, 
approval  and  editing.  Glossy  prints  are  preferred 
for  illustrations;  each  numbered  lightly  on  back, 
indicating  top.  Drawings  and  charts  should  al- 
ways be  done  in  black  ink  on  white  paper.  Au- 
thors are  responsible  for  cost  of  cuts.  References 
should  conform  to  style  of  Index  Medicus:  author, 
title  of  paper,  publication,  page  numbers,  month 
and  year.  Authors  are  responsible  for  accuracy  of 
references  and  we  reserve  the  right  to  pass  upon 
publication.  Unusually  lengthy  references  may  be 
referred  to  at  end  of  text  with  statement  “Refer- 
ences available  from  the  author  upon  request.”  An 
order  form  for  reprints  is  attached  to  the  galleys 
returned  to  authors  for  correction  and  approval.  If 
reprints  are  desired,  these  forms  must  be  returned 
with  the  galley  proof. 

Other  Information 

Subscription  Price:  $7.00  per  year;  single  copy, 
70  cents.  Volumes  begin  with  the  January  issue. 
Subscriptions  may  begin  at  any  time.  Back  issues, 
when  available,  may  be  obtained  at  a slightly 
increased  cost  based  on  age  and  availability.  Ad- 
dress the  Journal  of  the  Florida  Medical  .Associa- 
tion, P.O.  Box  2411,  735  Riverside  .Avenue,  Jack- 
sonville, Florida  32203.  Telephone  (904)356- 
1571. 

Microfilm  Editions:  .Available  beginning  with  the 
1967  volume.  .Address  inquiries  to  University 
Microfilm,  300  North  Zeeb  Road,  .Ann  .Arbor, 
Michigan  48106. 

Display  Advertising:  Rates  are  published  by  the 

State  Medical  Journal  .Advertising  Bureau,  Inc., 
Oak  Park,  Illinois  of  which  we  are  a member  and 
are  available  upon  request. 

Classified  Advertising:  Rates  are  $5.00  for  the 
first  25  words  or  less  and  20  cents  for  each  addi- 
tional word. 

Deadline  for  Advertising:  Deadline  for  all  mate- 
rial is  six  weeks  prior  to  publication  and  is  subject 
to  review  and  approval  by  the  .Advertising  Com- 
mittee. 

The  Journal,  its  editors  or  the  Florida  Medi- 
cal Association  are  not  responsible  for  the  opinions 
and  statements  of  its  contributors. 
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Hot  spots  on  her  bikini  are  one  thing. 


Tinea  versicolor  spots  on  her  body  are 
something  else.  The  specific  solution  is 
TINVER*— the  likeable  lotion  that 
provides  a 25%  sodium  thiosulphate 
solution  without  the  unpleasant  odor. 
With  TINVER,  a colloidal  alumina 
suspension  allows  controlled,  gradual 
release  of  nascent  sulphur  so  there’s  never 
any  unpleasant  odor— just  pleasant 
acceptance  by  your  patients. 
Cleansing,  keratolytic  salicylic  acid  has 
also  been  added  to  enhance  the 
penetration  of  the  fungicide  and  assure 
more  dependable  results. 


Tinver 

(9odium  thiosulphate  25%. 
sahcylk-acid  1%) 

The  pleasant 
solution  to 
tinea  versicolor. 


Description:  Sodium  thiosulfate  25%; 
salicylic  acid  1%;  isopropyl  aldohol 
10%;  propylene  glycol;  menthol; 
disodium  edetate;  colloidal  alumina; 
pmified  water.  Indications:  Yor 
topical  use  in  the  treatment  of  tinea 
versicolor  (Malassezia  furfur  infection ). 
Administration:  Thoroughly  wash,  rinse 
and  dry  the  affected  areas  before 
application  of  medication.  Apply  a thin 
film  of  lotion  twice  a day  or  as  directed. 
Although  diagnostic  evidence  of  the  disease 
may  disappear  in  a few  days,  it  is  advisable 
to  continue  the  treatment  for  a much 
longer  period.  Clothing  should  be  boiled  to 
prevent  reinfection.  Precautions:  If  signs  of 
uritation  or  sensitivity  develop, 
discontinue  use.  Do  not  use  on  or  about  the 
eyes.  Supply:  5-fl.  oz.  and  new  economy 
12-fl.  oz.  plastic  squeeze  bottles. 

Bames-Hind  Laboratories 
Subsidiaiy  of  Bames-Hind 
Phamiaceuticals,  Inc. 

Sunnyvale,  California  94086. 

Makers  of  the  fine  line  of  deraiatological 
products . . . Komed  HC,  Barseb*  HC, 

Tinver,  and  Heb'-Cort  MC. 


J 


"Around  the  World 
in  80  Days”. . . 


An  expense-paid  trip  with  one  hitch  -- 
a 60-day  hitch  in  a South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 


American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 

Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DBI-TD 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  / 


Lowers  elevated  blood  sugarwithout  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


EfflTO 

(phenformin  HCl) 

' timed-disintegration  capsules  50  mg. 

lowers  elevated 
blood  sugar 


prescribe  DBI®-TD  (phenformin  HCl) 
s rt  with  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBl-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


ic  ions:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
s|rimary  and  secondary.  Contraindications:  Diabetes  mel- 
s !at  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
inmplicated  and  well  regulated  on  insulin;  acute  compli- 
te  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
n ; surgery;  severe  hepatic  disease;  renal  disease  with 
P i;  cardiovascular  collapse,  after  disease  states  associated 
h 'poxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided, 
ti  dequate  data  on  the  effects  of  DBIon  the  human  fetus 
ailable,  such  use  can  be  considered  experimental.  Pre- 
itns:  Starvation  Ketosis,  which  must  be  differentiated 
Tjinsulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
of  relatively  normal  blood  and  urine  sugar,  may  result 
SlJxcessive  DBI  therapy,  excessive  insulin  reduction  or 
ucient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
Li':  dosage,  or  supplying  carbohydrates,  alleviates  this 
t^  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
rjnded  in  the  presence  of  azotemia  or  in  any  clinical  situa- 
L_at  predisposes  to  sustained  hypotension  that  could  lead 
l^ic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
sis recommended  that  periodic  determinations  of  ketones 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare,  / 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 

Of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


THE  FLORIDA  MEDICAL 
ASSOCIATION 

IS  PLEASED  TO  ANNOUNCE 
THE  ENDORSEMENT  OF  A 


Indications;  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action- 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNEB-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-1 1 


PENSION  AND 

PROFIT  SHARING  PROGRAM 
FOR  ASSOCIATION  MEMBERS 
WHO  HAVE  FORMED 
PROFESSIONAL  CORPORATIONS 


Pre-Approved  Prototype  Trusts 
Life  Insurance 

Fixed  and  Variable  Annuities 
Through 

New  England  Mutual 
Life  Insurance  Company 

Nel  Mutual  Funds  Managed  by 
Loomis,  Sayles  & Company 


Serviced  by  Experienced 
Local  Representatives  of 
Nel  Equity  Services  Corp 


For  information,  write  to: 


FMA  Investment  Plan 

Committee 

P.  O.  Box  2411 
Jacksonville,  Florida  32203 
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DADE  COUNTY  MEDICAL  ASSOCIATION 

Travel  Medical  Seminar  for  all  Members  and  Families  of 

FLORIDA  MEDICAL  ASSOCIATION 

MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE  j 

DEPARTING  MIAMI  — SEPTEMBER  1.  1971 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


Send  To:  Dade  County  Medical  Association 
2 S.  E.  13th  Street 

Miami,  Florida  33131 

Enclosed  is  my  check  for  $ 

($100  per  personas  deposit.) 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  Cunard 
cruise  liner  CARMAN  I A. 

• Total  passengers  limited  to  much  loss  than 
ship  capacity 

• All  meals  of  the  finest  international  cuisine 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation— do  as  you  please. 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French 
Riviera,  Naples,  Sicily,  Malta,  Turkey,  the  Greek 
Isles  and  Athens.  Prices  start  from  $895.  Space 
IS  strictly  limited.  We  urge  you  to  complete 
the  reservation  form  below  and  mail  it  to  us 
today' 


Name 


City  State  Zip  Code 

□ Please  send  full  color  brochure 


Phone 


Home  Address 
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Create  a 


What  to  do 
until ..  . 

suppositon^ 
work: 


nemal 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  \workJ-3  Some- 
times two.'*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO..  INC. 
Lynchburg,  Va.  24505 


I pharmaceulicals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependenoe.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  ohildren  under  two  years  of  age  unless  direoted  by  a physioian. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B ■ 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gaslroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 


Efud^ 

(fluorouracil) 

cream /solution 


In  the  treatment  of 
solar/actinic  keratose*- 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  compi  ^ 
Residual  mild  erythema  remains  in  s)w 
areas.  This  patient  also  had  seborrhe 
keratoses  which,  as  expected,  have  n' 
reacted.  There  is  no  evidence  of  resici 
lesions  or  recurrences.  ' 


!£!■ 

r alternative 
conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 

id  alternative  to  cryosurgery,  electrodesiccation 

Id-knife  surgery  in  the  treatment  of  solar/ actinic 

a ses.  It  is  effective,  comparatively  inexpensive  and 

eally  well  suited  for  treatment  of  these  multiple 

qs.  Important,  too,  is  the  highly  desirable  cosmetic 

j Clinical  experience  demonstrates  that  treatment 

h.fudex  results  in  an  extremely  low  incidence  of 

* 

rig- 

I'^hly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
jiirength  used,  complete  involution  occurred  in 
It'  38  per  cent  of  lesions  following  treatment.  The 
lEjf  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
tU  p to  a year  after  completion  of  therapy.  When 
LA  jsions  appeared,  repeated  courses  of  Efudex 
ai  ?y  proved  effective.* 


i;dictable 
rapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
?idex  therapy.  The  response  is  usually  characteris- 
'^d  predictable.  After  three  or  four  days  of  treat- 
!i/[  erythema  begins  to  appear  in  the  area  of  keratoses, 
tils  followed  by  an  intense  inflammatory  response, 
tiig  and  occasionally  moderate  tenderness  or  pain, 
eight  of  the  inflammatory  reaction  generally  occurs 
eeks  after  the  start  of  therapy,  and  then  begins 
side  as  treatment  is  stopped.  Within  two  weeks  of 
Si^ntinuing  medication,  the  inflammation  is  usually 
A mild  erythema  may  remain  for  two  or  three 

»hs  before  gradually  receding.  Since  this  response 
)redictable,  lesions  which  do  not  respond 
fid  be  biopsied. 

t'o  strengths— two 
I sage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
• '%  cream.  It  is  applied  twice  daily  by  the  patient 
it|a  nonmetal  applicator  or  suitable  glove. 

I Before  prescribing  Efudex,  however,  two  im- 
)!|int  considerations:  First,  please  consult  the  com- 
||  prescribing  information  for  precautions,  warnings 


on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J,  07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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When  other  builders 
start  building  boats  our  way 
there  may  be  other  boats 
just  as  good 


i; . The  new  V-2 1 ApoHo 
Single  or  twin  outboard 
or  sterndrive  'powered 


STAIS/I  AS  , V ...  Fleet  of  Quality 


For  brochures  and  nearest  dealers  w+ii'e  Stamas  Boats,  Inc.,  Tarpon  Springs,  Florida  32 


gesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


I 

I 

I 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glauooma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstruotions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established.  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Riker  Laboratories,  Inc. 

NOfiTHRlOGE.  CALIFORNIA  91324 


3ii  NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin.  225  mg.,  phenacetin,  160  mg., caffeine,  30  mg.) 


the  versatile  analgesic 


SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  ^nJitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


The  actions  of  the  official 
Tinctixre  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt^  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 
Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
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Smooth 
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Relaxant 
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TROCINATE 


Brand  THIPHENAMIL  HCl 

400  mg. /1 00  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 

...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  ...  the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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Cordran^  1ape 

FlurandrenolideTape  ,4  .eg  per  s,  c. , 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Pneumocystis  Carinii  Pneumonitis 
Associated  With 

Idiopathic  Immunocyte  Depletion  Syndrome 

Ronald  R.  Willey,  M.D.  and  David  T.  Overbey,  M.D. 


Pneumocystis  carinii  is  an  opportunistic  pro- 
tozoan which  apparently  causes  clinical  infection 
only  in  individuals  with  lowered  defense  mecha- 
nisms, especially  altered  immune  systems. ^ The 
first  cases  were  reported  in  premature  and/or  de- 
bilitated infants  two  to  four  months  of  age.^  More 
recently  both  primary  and  secondary  immuno- 
globulin deficiencies  have  been  recognized  in  chil- 
dren as  well  as  adults.^-^  The  secondary  t5T^s 
are  related  to  neoplastic  diseases  of  the  immune 
system  such  as  acute  leukemia,  Hodgkin’s  disease, 
lymphosarcoma,  reticulum  cell  sarcoma,  multiple 
myeloma,  and  chronic  lymphatic  leukemia  or  are 
secondary  to  immunosuppressive  drugs  or  radia- 
tion. 

This  paper  presents  a case  of  pneumocystis 
carinii  pneumonitis  in  an  adult  without  obvious 
significant  underlying  disease,  discusses  diagnostic 
methods  and  reviews  treatment. 

Report  of  Case 

The  S7-year-old  white  man  was  seen  in  January  1969 
because  of  fatigue,  loss  of  weight  and  a cough  which  pro- 
duced a small  amount  of  phlegm.  The  symptoms  persisted 
following  what  appeared  to  be  a “cold”  in  October  1968. 
He  reported  a transient  episode  of  weakness  of  the  left 
side  almost  two  years  previously  which  had  not  recurred 
and  while  he  had  smoked  heavily,  the  history  revealed  no 
previously  known  lung  diseases. 

The  patient  was  six  feet  tall,  of  sthenic  build,  and 
weighed  194  pounds.  The  temperature  was  97  F,  pulse 
rate  88,  respirations  20  and  blood  pressure  120/60.  Ex- 
amination revealed  no  cyanosis,  abnormalities  of  skin  or 


evidence  of  lymphadenopathy.  There  was  some  copper 
wiring  of  the  retinal  arteries  but  they  did  not  appear  tor- 
tuous. The  nasal  turbinates  were  slighty  reddened  and  had 
a small  amount  of  mucoid  discharge.  A number  of  teeth 
were  missing  and  those  remaining  showed  evidence  of 
pyorrhea  and  an  association  with  gum  retraction.  The 
pharynx  was  slightly  injected.  A systolic  bruit  could  be 
heard  over  the  right  carotid  artery  at  the  bifurcation.  The 
chest  showed  some  increase  in  AP  diameter  and  the  per- 
cussion note  was  slightly  hyperresonant.  The  lungs  were 
clear.  Cardiac  examination  revealed  the  apex  to  be  in  the 
4th  inte>-costal  space  at  the  midclavicular  line.  No  mur- 
murs were  noted.  No  abnormalities  could  be  detected  in 
the  abdomen,  rectal  area  and  in  the  genitalia.  Dorsalis 
pedis  and  posterior  tibial  pulsations  were  absent  in  the  ex- 
tremities and  femoral  and  popliteal  pulses  were  weak 
bilaterally.  Neurologic  examination  was  within  normal 
limits. 

A chest  x-ray  showed  heavy  bilateral  hilar  markings, 
more  pronounced  on  the  left  side.  The  complete  blood 
count  revealed  hemoglobin  14.7  Gm.%,  red  blood  cells  5.5 
million  and  white  blood  cells  4,000  with  66%  segmented 
neutrophiles,  16%  eosinophiles,  1%  basophiles  and  17% 
lymphocytes.  Vital  capacity  was  2.7  liters  or  S9%  of 
predicted  vital  capacity,  1 second  capacity  1.6  liters  or 
59.6%,  and  3 second  capacity  2.3  liters  or  85%  of  total 
capacity.  After  Isuprel  by  nebulization,  total  vital  capac- 
ity was  2.8  liters  or  61%  of  predicted  vital  capacity,  1 
second  capacity  1.2  liters  or  42.8%,  and  3 second  capacity 
2.5  liters  or  89.3%.  Urinalysis  revealed  10-15  white  blood 
cells  per  high  power  field  but  otherwise  gave  negative 
results. 

The  clinical  diagnosis  was  obstructive  pulmonary 
emphysema,  plaque  in  the  right  carotid  artery  and  arterio- 
sclerosis obliterans  in  both  lower  extremities.  He  was 
placed  on  Phenergan  expectorant,  Dimetapp  Extentabs  1 
tablet  BID,  Arlidin  1 tablet  TID,  and  Vasodilan  1 tablet 
TID. 

The  patient  was  not  seen  again  until  February  18, 
1969.  The  cough  had  become  more  severe,  now  produced 
white  phlegm  and  he  complained  of  loss  of  appetite  and 
strength  and  stated  he  had  “to  push  himself  to  go.”  Eight 
days  previously  he  had  donated  a pint  of  blood  for  a 
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friend.  Dyspnea  increased  upon  exertion,  cyanosis  was 
noted  as  well  as  moist  rales  and  rhonchi  in  both  lungs, 
more  on  the  left  side.  The  liver  had  enlarged  slightly. 
He  was  hospitalized. 

Cyanosis  continued  with  the  patient  at  rest.  The  pulse 
rate  was  104,  temperature  97.4  F and  blood  pressure 
100/60.  One  plus  pedal  edema  was  present.  A repeat 
x-ray  showed  diffuse  infiltration  of  both  lung  fields,  worse 
in  the  left  lower,  in  a honeycomb  pattern  (Figs.  1-3). 
The  chest  x-ray  suggested  a lymphangitic  type  of  carci- 
nomatous spread  but  x-ray  examination  of  the  colon, 
kidneys,  gallbladder  and  upper  gastrointestinal  tract  show- 
ed no  abnormalities.  Urinalysis  revealed  a few  leukocytes, 
erythrocytes  and  bacteria. 

A complete  blood  count  showed  red  blood  cells  4.7 
million,  hemoglobin  13  Gm.%,  hematocrit  41%,  leukocytes 
5,400  with  7%  band  forms,  74%  segmented  neutrophiles, 
5%  eosinophiles,  S%  lymphocytes  and  9%  monocytes. 
Erythrocyte  indices  were  within  normal  limits  and  plate- 
lets were  estimated  to  be  normal.  Blood  sugar,  BSP,  bili- 
rubin, prothrombin  time,  serology,  BUN,  and  electrolytes 
were  either  within  normal  limits  or  gave  negative  results. 
Oxygen  saturation  was  84%  with  PO2  44  mm.  Hg.  His- 
toplasmin  and  PPD  #2  skin  tests  also  proved  negative. 
Sputum  was  negative  for  acid-fast,  fungus  and  malignant 
cells.  Serum  electrophoresis  showed  albumin  2.4  Gm./lOO 
ml.  (44%),  alpha  1 globulin  0.6  Gm./lOO  ml.  (10%), 
alpha  2 globulin  0.8  Gm./lOO  ml.  (15%),  beta  globulin 
0.9  Gm./lOO  ml.  (16%)  and  gamma  globulin  0.8  Gm./lOO 
ml.  (15%).  No  “M”  component  was  identified  on  the 
tracing  and  the  gamma  globulin  formed  a low  diffuse 
curve. 

The  patient  did  poorly  in  spite  of  IPPB  treatments, 
oxygen  and  supportive  care.  Since  a Hamman-Rich  type 
syndrome  or  some  other  alveolar  capillary  block  was 
suspected,  a lung  biopsy  was  performed  on  March  5 using 
local  anesthesia  and  the  tip  of  the  lingula  removed.  Spe- 
cial stains  on  this  tissue  showed  what  appeared  to  be 
organisms  consistent  with  Histoplasma  capsulatum.  He 
was  placed  on  actinomycin  D and  steroids.  His  condition 
continued  to  deteriorate  and  he  died  two  days  later. 

Autopsy  showed  some  increase  in  AP  diameter  of  the 
chest,  but  no  lymph  nodes  were  palpable.  Each  pleural 
cavity  contained  fluid  estimated  at  50  to  100  cc.  The 
lungs  were  large,  solidified,  nearly  airless,  dark  gray  with 
abundant  carbon  deposition;  the  right  one  weighed  2,000 
Gm.,  the  left  1,700  Gm.  Sections  showed  granularity  of 
the  surface  interspersed  with  small  cysts  measuring  up 
to  2-3  mm.  in  diameter.  Sectioned  surfaces  were  wet  with 
large  amounts  of  fluids  being  exuded  with  pressure.  One 
lung  contained  a granuloma  1.5  cm.  in  diameter  (Fig.  4). 

The  pulmonary  arteries  were  dilated  and  showed  mild 
atherosclerosis  but  no  emboli.  A layer  of  red-brown 
mucus  covered  the  bronchi.  Several  hilar  lymph  nodes 
measured  1.5  cm.  to  2 cm.  in  diameter  and  contained  a 
large  amount  of  anthracotic  pigment.  Thrombi  complete- 
ly occluded  the  left  iliac  artery.  The  alimentary  tract 


Fig.  1.  — Chest  film,  two  years  before  illness  (1966). 


Fig.  2.  — Chest  film,  at  time  of  terminal  admission  in 
February  1969. 


Fig.  3.  — Chest  film,  two  days  before  death,  March  196Sh 
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showed  thrombosed  veins  in  the  esophagus  but  no  other 
abnormalities.  The  liver  weighed  2,350  Gm.  and  presented 
a smooth  glistening  surface.  Sectioning  showed  a nutmeg- 
type  congestion.  The  spleen  weighed  610  Gm.  and  con- 
tained an  infarct  4 cm.  in  diameter.  The  remaining  organs 
were  grossly  unremarkable. 

Microscopic  sections  of  the  lungs  showed  the  typical 
picture  of  pneumonia  due  to  pneumocystis  carinii  with 
the  exception  of  very  few  lymphocytes  and  plasma  cells 
within  the  alveolar  walls.  The  granuloma  had  a central 
core  of  necrotic  tissue  with  organisms  at  the  periphery. 
On  hematoxylin-eosin  stain,  a foamy  eosinophilic  material 
filled  the  alveoli  (Fig.  S).  With  Grocott  silver  methena- 
mine  stain,  cystic  organisms  were  identified  as  pneumo- 
cystis carinii  (Figs.  6-7).  The  number  of  lymphocytes 
and  plasma  cells  were  severely  decreased  in  sections  from 
lymph  nodes,  spleen  and  bone  marrow.  The  peripheral 
smear  showed  an  absolute  lymphopenia  (270  lympho- 
cytes/cubic millimeter). 

Discussion 

In  almost  all  reported  cases  of  pneumocystis 
carinii  pneumonia,  the  diagnosis  was  made  post- 
mortem. Probably  the  most  important  clinical  aid 
in  arriving  at  a diagnosis  antemortem  is  a high 
index  of  suspicion  especially  in  the  patient  with 
a dry  cough,  lethargy,  anorexia  and  chest  findings 
suggesting  either  Hamman-Rich  syndrome  or 
alveolar  proteinosis.  Alveolar  capillary  block  fre- 
quently is  noted  and  also  a few  rales  or  rhonchi 
and  labored  respirations.  X-rays  usually  show 
a diffuse  infiltrative  process  more  prominent  at  the 
hilar  areas  with  spreading  to  the  peripheries.  The 
index  of  suspicion  should  be  heightened  in  patients 
who  have  received  immunosuppressive  drugs  and 
those  in  which  there  is  evidence  of  suppression  of 
immunoglobulins.  Rarely  have  the  organisms  been 
found  in  hypopharyngeal  secretion  and  bronchial 
washings. 

Needle  biopsy  specimens  of  lung  tissue  have 
given  an  accurate  diagnosis  but  fatalities  have 
been  reported. Open  lung  biopsy  provides  the 
best  opportunity  for  diagnosis.®  Routine  hema- 
toxylin and  eosin  stained  sections  usually  show 
intra-alveolar  foamy  eosinophilic  material.  Orga- 
nizing pneumonia  and  giant  cells  may  be  present. 
The  alveolar  septa  contain  mononuclear  cells; 
histiocytes,  plasma  cells  and  lymphocytes  (Fig.  8). 
A Grocott  silver  methenamine  stain  should  be 
done  on  all  material  in  addition  to  hematoxylin 
and  eosin  stains.  Giemsa  stain  is  excellent  for 
imprint  smears.  Oval,  wrinkled  and  crescent- 
shaped cystic  organisms  are  seen  which  measure 
from  4-8  micra,  smaller  than  red  cells  in  the  same 
field.  Some  cystis  are  uninuclear  while  others  con- 
tain up  to  eight  nuclei.  The  organisms  must  be 
differentiated  from  Histoplasma  capsulatum.n 

Once  the  diagnosis  is  made,  the  drug  of  choice 
appears  to  be  pentamidine  isethionate  at  a dose 
4 mg./Kg./day.®-’’ 


Fig.  4. — Lung  with  granuloma  caused  by  pneumocystis 
carinii. 


Fig.  5. — Lung  section  showing  an  alveolus  containing 
foam-like  material.  Note  the  small  number  of  inflam- 
matory cells  in  the  alveolar  septa.  Hematoxylin-eosin 
stain. 


Fig.  6.  — Lung  section  showing  large  number  of  orga- 
nisms within  the  intra-alveolar  material.  Grocott  stain. 
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Fig.  7. — High  power  view  of  pneumocystis  carinii. 
Note  terminal  "plugs.”  Grocott  stain. 


This  patient  appeared  to  have  a deficiency  in 
his  immunologic  system,  demonstrated  by  a severe 
reduction  of  lymphocytes  and  plasma  cells  asso- 
ciated with  some  decrease  in  gamma  globulin. 
Etiology  of  this  reduction  in  cells  is  unknown. 
The  presence  of  pneumocystis  carinii  organisms  in 
a granuloma  of  the  lung  suggests  the  possibility 
that  he  had  a chronic  infection  at  some  time  in 
the  past  with  formation  of  a granuloma.  This  ill- 
ness was  not  clinically  manifest  to  any  extent 
when  he  was  seen  in  January;  however,  evidence 
was  present  of  lymphocyte  depletion  in  the  pe- 
ripheral blood.  The  stress  of  donating  a unit  of 
blood  apparently  lowered  his  resistance  enough 
to  allow  widespread  dissemination  of  the  pneumo- 
cystis carinii  infection  to  both  lungs.  When  the 
organisms  and  exudate  were  sufficient  to  obstruct 
the  alveoli,  anoxia  occurred  causing  death. 

Summary 

A case  in  an  adult  is  presented  of  pneumo- 
cystis carinii  pneumonitis  associated  with  idio- 
pathic immunocyte  depletion  syndrome.  Clinical 
indications  of  the  infection  are  discussed  and 
methods  of  diagnosis  reviewed.  A high  index  of 


suspicion  on  the  part  of  the  examiner  is  recom- 
mended as  the  most  important  clinical  aid  in 
arriving  at  the  diagnosis. 
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Vesicovaginal  Fistula  After  Radiation  Therapy 

James  W.  Daly,  M.D. 


Radiation  for  carcinoma  of  the  cervix  is  a 
widely  accepted  therapeutic  modality  in  the  Unit- 
ed States.  This  form  of  treatment  is  associated 
with  a small  but  definite  morbidity,  and  the  com- 
plications arising  from  radiation  therapy  may  be 
far  removed  in  time  from  the  initial  therapy.  At 
no  time  is  there  an  absence  of  radiation-induced 
changes  in  irradiated  tissue;  that  is,  there  is  never 
complete  healing.  Furthermore,  the  addition  of 
further  stress  or  trauma — be  it  local  or  systemic — 
may  precipitate  significant  acceleration  of  the 
basic  process  of  chronic  radiation  injury  (oblitera- 
tion of  the  fine  vasculature).  This  combination 
of  events  may  lead  to  significant  complications. 

The  purpose  of  this  report  is  to  present  two 
patients  who  developed  spontaneous  vesicovaginal 
fistulae  ten  years  after  radiotherapy  for  carcinoma 
of  the  cervix.  Both  of  these  individuals  had  cer- 
tain features  in  common  which  may  shed  some 
light  on  an  aspect  of  radiation  damage  that  is  not 
generally  appreciated  and  not  well  understood. 

Case  1.  — A 44-year-old,  para  7027,  white  woman  was 
first  seen  in  the  tumor  clinic  in  November,  1968.  She  was 
refe'-'-ed  because  of  total  urinary  incontinence  of  app.'oxi- 
mately  four  weeks’  duration.  At  the  age  of  34  years  she 
had  been  treated  for  Stage  I squamous  carcinoma  of  the 
cervix.  The  therapy  consisted  of  transvaginal  and  external 
x-ray  irradiation  via  a 250  kv.  machine.  The  exact  details 
of  treatment  were  not  available  initially;  however,  it  was 
ascertained  later  that  5,000  rads  transvaginally  in  ten 
application  and  3,000  rads  to  the  parametrial  area  through 
six  ports  had  been  employed.  Further  history  revealed 
that  two  weeks  prior  to  the  incontinence  a fracture  of 
her  right  lower  leg  was  sustained  in  a fall.  Further,  for 
the  past  several  years  she  had  incurred  several  significant 
family  problems,  including  a divorce,  and  stated  that  she 
had  been  depressed.  Her  appetite  had  been  poor  and  in 
a period  of  ten  years  she  had  lost  22  pounds. 

Examination  revealed  a thin,  (98  lbs.)  poorly  nourish- 
ed female  wearing  a cast  on  her  right  leg.  General  phys- 
ical examination  was  otherwise  normal.  Pelvic  examina- 
tion revealed  a 3x4  centimeter  opening  in  the  anterior 
upper  one  third  of  the  vagina.  The  bladder  mucosa  was 
clearly  visible  through  the  fistula.  The  edges  were  necrotic 
and  there  was  induration  and  thickening  of  the  floor  of 
the  bladder  with  a moderate  induration  extending  to  the 
paracolpal  areas  bilaterally.  The  uterus  was  small  and 
in  midposition;  the  cervix  was  flush  with  the  vaginal 
vault.  barium  enema,  sigmoidoscopy  and  IVP  were 
normal.  Cystoscopy  revealed  the  fistula  to  be  in  the 
midline  of  the  bladder  with  the  anterior  margin  one  centi- 
meie'  behind  the  interureteric  ridge.  There  was  edema 
around  the  edge  of  the  fistula.  Biopsies  were  obtained  of 
the  cervix  and  the  edges  of  the  fistula.  Pathologic  analysis 
revealed  no  tumor. 

Initial  treatment  consisted  of  a well-balanced  diet,  500 
mg.  of  ascorbic  acid  and  multivitamins  (twice  a day) 
and  conjugated  estrogens  1.25  mg.  daily.  She  was  in- 
structed to  use  estrogen  cream  in  the  vagina  each  night. 


By  March,  1969  the  patient’s  weight  had  increased  to 
105  pounds.  The  leg  fracture  had  completely  healed.  The 
edges  of  the  fistula  were  now  healed,  and  there  was  much 
less  induration  in  the  anterior  vagina  and  bladder  floor. 
The  urine  was  sterile  on  culture.  The  patient  was  admitted 
to  the  hospital  in  March,  1969,  and  the  vesicovaginal 
fistula  was  repaired  by  a combination  abdominal-vaginal 
approach.  Recovery  was  uneventful,  and  she  has  remain- 
ed dry. 

Case  2.— A 50-year-old  nulliparous  white  woman  was 
first  admitted  to  the  hospital  in  February  1969  because  of 
an  acute  alcoholic  episode.  Once  coherent,  she  gave  a his- 
tory of  urinary  incontinence  for  approximately  one  month. 
In  1958,  she  had  been  treated  for  Stage  I epidermoid  car- 
cinoma of  the  cervix.  Therapy  consisted  of  radium  to 
the  cervix  and  vagina  plus  external  irradiation.  No  fur- 
ther details  are  available.  One  year  later  she  developed 
a rectovaginal  fistula  and  had  a diverting  colostomy. 
Further  history  revealed  chronic  alcoholism  which  predat- 
ed the  diagnosis  of  cervical  cancer.  On  admission  to  this 
institution  the  patient’s  weight  was  95  pounds;  usual 
weight  was  stated  to  be  120. 

Examination  revealed  a thin,  poorly  nourished  indi- 
vidual. There  was  a colostomy  stoma  in  the  left  mid- 
abdomen. The  vulva  was  excoriated.  The  vaginal  mucous 
memb-ane  was  ulcerated  and  there  was  a 6x5  centimeter 
fistula  in  the  bladder  base,  as  well  as  a large  chronic 
rectovaginal  opening.  IVP  was  normal.  X-rays  of  the 
chest  and  spine  revealed  severe  osteoporosis.  Examination 
under  anesthesia  revealed  marked  pelvic  fibrosis.  Biopsies 
of  the  vagina  and  the  edges  of  the  fistula  were  negative 
for  tumor.  The  cervix  could  not  be  identified.  Cysto- 
scopy revealed  edema  and  ulceration  around  the  edge  of 
the  bladder  fistula.  The  anterio-  ma-gin  of  the  fistula  was 
immediately  behind  the  interureteric  ridge.  Treatment 
consisted  of  a well-balanced  diet,  ascorbic  add,  multi- 
vitamins and  estrogen.  She  was  kept  in  the  hospital  pri- 
manly  for  dietetic  therapy.  The  vagina  was  irrigated 
daily  with  peroxide  and  saline,  and  the  necrotic  material 
was  debrided.  Sulfa  cream  was  instilled  into  the  vaginal 
canal  daily.  Over  a period  of  a month  the  patient’s  gen- 
eral condition  improved.  She  gained  ten  pounds.  The 
vaginal  ulcer  healed  despite  the  constant  loss  of  u-ine 
through  the  vagina.  In  Ma'ch,  1969  an  ileal-conduit  was 
constructed.  The  patient  made  an  uneventful  recovery  and 
has  remained  well. 

Vesicovaginal  fistulae  associated  with  radia- 
tion for  cervical  cancer  are  not  common.  The 
incidence  in  major  centers  is  usually  reported  as 
less  than  2.0%. Our  own  experience  is  2.6%. 

The  basic  cause  of  severe  bladder  injury  is  an 
excessive  dose  to  the  base  of  the  bladder  by  the 
central  source  of  radiation.  In  most  subjects  this 
is  radium,  but  transvaginal  x-rays  (as  in  one  of 
our  patients)  may  be  implicated.  Peckham^  in 
a recent  review  of  material  at  the  University  of 
Wisconsin  indicated  that  when  the  emphasis  of 
a therapeutic  regime  is  based  upon  a central 
source  of  radiation  (radium),  the  incidence  of 
bladder  and  rectal  injuries  rises. 

Bladder  hemorrhage,  ulceration,  and  fistula 
formation  are  seen  most  commonly  1-3  years 
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after  treatment  we  share  this  experience.  Gra- 
ham^ reports,  however,  a vesicovaginal  fistula 
which  occurred  19  years  after  therapy,  and  Soren- 
son5  tells  of  a case  of  intraperitoneal  vesical 
rupture  25  years  after  radiotherapy.  Kottmeier^ 
mentions  a patient  with  severe  radiation  damage 
to  the  bladder  28  years  following  primary  ther- 
apy; he  states  that  18%  of  the  radiation-induced 
bladder  injuries  in  his  experience  occurred  five 
years  or  more  after  treatment. 

According  to  Rubin  and  Casarett®  the  his- 
topathologic sequence  of  events  after  a brief  radia- 
tion exposure  is  divided  into  several  phases. 
Initially,  there  is  acute  damage  to  sensitive 
parenchymal  cells  which  is  followed  by  a process 
of  recovery.  The  extent  of  recovery  after  the 
acute  episode  depends  upon  the  dose  absorbed 
and  the  relative  radiosensitivity  of  the  tissue. 
The  stroma  is  also  damaged,  but  evidence  of  in- 
jury appears  later,  for  excess  scar  formation  and 
degeneration  of  the  fine  vasculature  with  arteriolar 
and  capillary  fibrosis  occurs.  If  the  dose  of  radia- 
tion is  moderate,  the  acute  and  subacute  phases 
are  followed  by  an  intermediate  period  of  little 
or  no  tissue  change  except  that  associated  with 
aging.  Delayed  or  late  parenchymal  and  stromal 
degeneration  may  occur  with  continued  oblitera- 
tion of  the  stromal  vasculature.  At  this  point  the 
patient  may  present  with  an  ulcerated  or  con- 
tracted bladder  or  a bladder  fistula. 

The  two  fistula  we  report  occurred  long  after 
the  initial  treatment.  Both  women  are  presumably 
cured  of  their  cancer.  In  both  the  outstanding  fea- 
ture was  trauma  and  malnutrition,  later  followed 
by  fistula  formation,  i.e.,  the  trauma  of  chronic 
and  acute  ethanol  “poisoning”  coupled  with  mal- 
nutrition in  the  one  patient  and  a fractured  leg 
coupled  with  chronic  anxiety,  depression  and  mal- 
nutrition in  the  other.  The  importance  of  trauma 
is  stressed  by  Fletcher^  who  states,  for  example, 
that  alcoholism  in  the  patient  with  cancer  of  the 
head  and  neck  is  a contraindication  to  radiothera- 
py because  of  poor  healing  and  increased  incidence 
of  complications.  Thus,  it  can  be  assumed  that 
the  local  effect  of  stress  plus  poor  nutrition 
magnified  and  accelerated  the  changes  brought 
about  by  radiation  in  our  patients,  thereby  result- 
ing in  local  necrosis  and  fistula  formation. 

The  point  to  be  made  is  that  in  the  care  of 
patients  who  are  treated  with  radiation  for  genital 
malignancy,  it  is  important  to  consider  the  indi- 
vidual’s well  being  as  well  as  her  cancer.  General 
nutrition  is  important  and  should  be  stressed. 
Weight  loss  often  indicates  recurrent  cancer.  Once 


recurrence  has  been  excluded,  the  cause  for  the 
weight  loss  should  be  ascertained  and  corrected. 

In  addition,  bladder  s3mptoms  should  be  as- 
certained and  investigated  with  cystoscopy.  The 
liberal  use  of  cystoscopy  often  leads  to  the  diag- 
nosis of  imsuspected  pathology  in  the  bladder, 
(ulcers,  stones,  contracture)  Our  practice  is  to 
avoid  biopsy  in  radiation-induced  bladder  ulcers 
initially;  we  treat  the  patient  with  a well-balanced 
diet,  ascorbic  acid,  a multivitamin  preparation, 
estrogen,  and  an  appropriate  agent  to  render  the 
urine  sterile.  The  patients  are  seen  frequently 
and  hospitalized  if  necessary.  Using  this  regime 
we  have  treated  15  patients  for  radiation-induced 
bladder  ulceration  and  have  noted  only  one  fistula 
to  develop.  The  patient  became  asymptomatic, 
and  failed  to  return  for  further  therapy,  and  be- 
came totally  incontinent  of  urine. 

■\\Tien  vaginal  vault  necrosis  and  ulceration  are 
seen  postradiotherapy,  it  ought  to  serve  as  a warn- 
ing that  there  is  an  increased  chance  of  develop- 
ment of  a vesicovaginal  fistula.  We  consider  vault 
necrosis  to  be  a very  serious  complication  and  hos- 
pitalize the  patient  for  biopsies  and  examination 
under  anesthesia,  curettage  of  the  slough,  nutri- 
tional support,  and  intense  local  therapy.  The 
local  treatment  consists  of  diluted  peroxide 
douches  twice  daily,  instillation  of  sulfa  cream 
after  each  douche,  rest  and  systemic  estrogen. 
Once  the  ulcer  is  controlled  the  patient  is  fol- 
lowed in  the  clinic  frequently,  and  nutrition  in- 
cluding vitamin  supplements  is  stressed. 

Finally,  when  one  radiation  complication  de- 
velops it  is  not  uncommon  to  have  others,  a find- 
ing noted  in  case  2.  This  patient  developed  a 
rectovaginal  fistula  several,  years  prior  to  the  ap- 
pearance of  bladder  damage.  This  observation  is 
also  noted  by  Burns  et  al.i  Accordingly,  a period 
of  watchful  surveillance  is  worthwhile  after  a ra- 
diation injury  and  prior  to  any  definitive  local 
restorative  surgery. 
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Otorhinologic  Aspects  of  Leprosy 

Robert  E.  Pickard,  M.D.  and  J.  A.  Rurnam,  M.D. 


In  recent  years  increased  immigration  to  the 
United  States  from  countries  which  are  endemic 
reservoirs  of  leprosy  has  increased  the  likelihood 
of  cases  of  leprosy  presenting  to  ENT  clinics. 
This  appears  to  be  particularly  true  in  south  Elor- 
ida  with  the  influx  of  Cuban  refugees.  In  the  past 
five  years  16  patients  with  leprosy,  14  from  Cuba, 
have  presented  themselves  to  the  ENT  clinic  at 
i Jackson  Memorial  Hospital,  University  of  Miami 
School  of  Medicine.  These  patients  were  referred 
from  the  Dermatology  Service  for  confirmation 
of  the  diagnosis  and  to  determine  the  state  of 
activity  of  the  disease. 

The  purpose  of  this  paper  is  to  make  otorhino- 
: laryngologists  and  other  physicians  in  Elorida 
mindful  of  the  diagnosis  of  leprosy,  especially  in 
emigres  from  Cuba  or  other  parts  of  the  world 
in  which  leprosy  is  endemic.  Early  confirmation 
' of  the  diagnosis  and,  therefore,  early  treatment 
I may  save  the  patient  much  later  disability. 

Since  1966,  at  the  University  of  Miami  School 
of  Medicine  Department  of  Otorhinolaryngology, 

I we  have  had  occasion  to  see  16  leprous  patients 
on  the  Dermatology  Service  (see  table).  All  were 
from  Cuba  except  one  from  Colombia  and  one 
from  Louisiana.  Two  of  the  Cubans  were  of  orien- 
tal heritage.  Eight  patients  had  active  leprosy, 
one  tuberculoid  and  seven  lepromatous.  Eight  pa- 
tients had  inactive  leprosy  as  judged  by  skin  and 
I nasal  mucous  membrane  samples  negative  for 
Mycobacterium  leprae.  All  patients  with  skin 
samples  positive  for  M.  leprae  also  had  nasal 
mucous  membrane  smears  positive  for  M.  leprae. 

All  patients  with  skin  scrapings  positive  for  M. 
leprae  were  judged  to  have  active  lepromatous 
leprosy,  although  positive  nasal  samples  were  used 
as  confirmatory  evidence  of  active  disease.  Except 
for  the  one  case  of  tuberculoid  leprosy  all  patients 
with  nasal  smears  and  skin  scrapings  negative  for 
M.  leprae  were  judged  to  have  inactive  leproma- 
tous leprosy. 

Of  particular  interest  was  the  fact  that  the 
findings  on  physical  examination  of  the  ears, 
nose  and  throat  did  not  correlate  with  result  of 
the  nasal  and  skin  bacteriologic  samples  nor  with 
state  of  activity  of  the  leprosy.  Of  two  patients 
with  saddle  nose  deformity,  one  had  nasal  and 


skin  samples  positive  for  M.  leprae;  one  had  skin 
and  nasal  samples  negative  for  M.  leprae.  Two 
patients  with  atrophic  rhinitis  had  nasal  and  skin 
smears  negative  for  M.  leprae;  two  others  had 
nasal  and  skin  smears  positive  for  M.  leprae. 
Examination  of  the  ears,  nose,  and  throat  of  four 
patients  with  nasal  and  skin  samples  positive  for 
M.  leprae  was  completely  within  normal  limits. 

All  patients  with  active  leprosy  were  transfer- 
red to  the  Leprosarium  in  Carville,  Louisiana. 
Those  patients  with  inactive  leprosy  were  dis- 
charged from  the  hospital  and  followed  in  the 
public  health  outpatient  clinic. 

Discussion 

There  are  basically  two  varieties  of  leprosy, 
tuberculoid  and  lepromatous. 

The  tuberculoid  type  is  the  localized  form  of 
the  disease  and  usually  involves  circumscribed 
areas  of  skin  or  peripheral  nerves.  The  leproma- 
tous variety  is  the  generalized  form  of  the  disease 
affecting  the  peripheral  nerves,  reticuloendothelial 
system,  a large  portion  of  the  body  including  the 
testes,  the  .skin  especially  of  the  extremities  and 
external  ear  lobes,  mucous  membrane  of  the  res- 
piratory tract,  and  the  anterior  portion  of  the  eye. 

The  nasal  mucous  membrane  and  acral  parts 
of  the  body  are  peculiarly  prone  to  harbor  M. 
leprae.  The  fact  that  these  areas  are  cooler  than 
normal  body  temperature  (the  temperature  of  the 
nasal  mucous  membrane  is  30.4  C to  32  C)  may 
explain  why  they  seem  to  be  ideal  tissues  in  which 
M.  leprae  can  multiply.^ 

The  scraping  and/or  biopsy  of  the  nasal  mu- 
cous membrane  for  bacteriologic  study  in  leprosy 
has  been  popular  since  Arning  in  1886  discovered 
acid-fast  bacilli  in  the  nasal  passages  of  leprosy 
patients.--^  Goldschmidt  in  1891  and  Robert 
Koch  in  1897  also  noted  acid-fast  bacilli  in  nasal 
secretions  of  leprosy  patients.^ 

Some  authors  believe  that  the  nose  is  involved 
early  in  leprosy,  especially  the  lepromatous  vari- 
ety.These  authors  believe  the  nose  to  be  the 
portal  of  entry  into  the  body  of  M.  leprae  and 
that  contamination  of  fingers  with  nasal  secre- 
tions full  of  M.  leprae  is  important  in  transmis- 
sion of  the  disease. 


J.  FLORIDA  M.A./JUNE,  1971 


27 


Results  of  Survey 
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The  exact  place  of  nasal  smears  in  the  diag- 
nosis of  leprosy  has  enjoyed  a storm  of  controver- 
sy over  the  years  and  is  of  particular  interest  to 
the  otorhinologist.  The  consensus  of  opinion  is 
that  M.  leprae  can  be  found  in  the  skin  whenever 
they  are  found  in  the  nasal  mucous  membrane  and 
in  many  patients  when  M.  leprae  are  found  in  the 
skin,  they  cannot  be  found  in  the  nose.  The  find- 
ing of  acid-fast  bacilli  in  the  nose  alone  is  of 
doubtful  significance  insofar  as  the  diagnosis  of 
leprosy  is  concerned.-’^ 

In  none  of  Browne’s  100  patients  with  leprosy 
was  the  nasal  mucous  membrane  sample  positive 
for  M.  leprae  alone,  i.e.,  all  patients  with  nasal 
smears  positive  for  M.  leprae  had  skin  smears 
positive  for  leprosy  bacilli.^ 

All  six  of  our  patients  with  nasal  smears  posi- 
tive for  M.  leprae  had  skin  scrapings  which  were 
also  positive  for  M.  leprae.  The  clinical  evalua- 
tion of  the  ears,  nose,  and  throat  could  not  be 
correlated  with  the  presence  or  absence  of  M. 
leprae  in  the  nasal  samples.  In  none  of  our  pa- 
■ tients  with  nasal  smears  positive  for  M.  leprae  was 
the  nose  the  only  site  at  which  M.  leprae  were 
found.  While  the  skin  sample  was  diagnostic  of 
leprosy  and  its  activity,  the  nasal  scraping  con- 
firmed the  diagnosis  and  the  state  of  activity  of 
' the  disease. 

Most  authorities  recommend  the  sampling  of 
I the  nasal  mucous  membrane  as  well  as  the  skin 
for  bacteriological  confirmation  of  the  diagnosis 
I and  the  state  of  activity  of  leprosy,  and  the  assess- 
I ment  of  response  to  chemotherapy. 

It  was  on  the  basis  of  activity  of  the  disease, 
i assessed  primarily  with  skin  and  nasal  mucous 
membrane  biopsy  and/or  other  samplings,  which 
determined  the  follow-up  care  of  our  16  patients. 
Since  leprosy  is  a contagious  disease  all  eight  of 
our  patients  with  active  leprosy  were  transferred 
to  the  Leprosarium  at  Carville.  Here  persons  with 
active  leprosy  are  segregated  from  the  rest  of 
society  until  their  disease  is  judged  inactive. 
Those  eight  patients  with  inactive  leprosy  have 
been  followed  in  the  public  health  outpatient 
clinic. 

Treatment 

The  sulfones  have  been  employed  in  the  treat- 
ment of  leprosy  since  Paget’s  historic  trial  of 
Promin  in  1941  at  Carville,  and  the  first  use  of 
dapsone  by  Cochrane  in  1946."  Generally  dap- 
sone  is  administered  orally  in  doses  of  300-600  mg. 
per  week.  The  duration  of  treatment  and  segrega- 


tion of  active  cases  is  continued  at  least  until 
the  skin  and  nasal  mucosa  are  devoid  of  M.  leprae. 
Maintenance  therapy  for  prevention  of  relapse  is 
still  an  unsettled  question.  Side  effects  and  reac- 
tions to  the  sulfones  include  headache,  anorexia, 
nausea,  dizziness,  insomnia,  tachycardia,  anemia, 
toxic  psychosis,  agranulocytosis,  hematuria  and 
erythema  nodosum. 

Summary 

Leprosy  is  a disease  which  is  endemic  in  some 
parts  of  the  world  from  which  emigres  are  taking 
refuge  in  the  United  States.  For  this  reason,  pa- 
tients with  leprosy  are  being  seen  more  frequently 
at  the  ENT  Outpatient  Clinic,  University  of 
Miami  School  of  Medicine  in  consultation  from 
the  Dermatology  Service. 

The  clinical  examination  of  the  ears,  nose 
and  throat  of  these  patients  with  leprosy  could 
not  be  correlated  with  the  results  of  bacteriologic 
examination  of  specimens  from  the  nasal  mucous 
membrane.  Mycobacterium  leprae  was  found  in 
all  patients  with  skin  samples  positive  for  M. 
leprae.  The  nasal  samples  helped  determine  the 
diagnosis  of  leprosy,  state  of  activity  of  the  dis- 
ease, and  follow-up  care  of  each  patient. 
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EDITORIAL  COMMENT 


Thomas  M.  Irwin,  M.D. 


Dr.  Pickard  presents  a well-written,  concise 
discussion  which  should  be  of  interest  to  the  gen- 
eral practitioner,  dermatologist  and  otolaryngolo- 
gist. This  is  a gentle  reminder  that  leprosy  is  still 
a disease  to  contend  with  and  it  must  not  become 
“out  of  sight,  out  of  mind.” 

Only  one  of  Dr.  Pickard’s  16  patients  is  a na- 
tive of  the  United  States  indicating  that  as  a 
nation  we  are  relatively  free  of  contagion.  It  must 
be  remembered,  how'ever,  that  nations  and  people 
no  longer  are  confined  by  seas  and  lands  and 
that  the  areas  of  the  world  through  which  people 
do  not  pass  freely  have  become  fewer  and  fewer. 
Thus  diseases  endemic  in  other  countries  are  im- 
portant. Boundaries  of  medical  practice  extend 
beyond  the  usual  community,  and  we  must  be 
alert  to  signs  and  symptoms  of  disease  entities 
whose  descriptions  have  almost  disappeared  from 
the  standard  texts. 


It  is  appropriate  that  this  presentation  on 
leprosy  has  been  prepared  by  a young  physician. 
At  the  time  it  wcis  written  Dr.  Pickard  was  a 
resident  in  otolaryngology  at  Jackson  Memorial 
Hospital  in  Miami.  The  thoroughness  of  his  in- 
vestigation, coupled  with  the  ability  to  express 
his  thoughts  clearly  yet  concisely,  increases  the 
interest  and  the  value  of  his  contribution.  The 
paper  should  remind  all  of  us  to  seek  out  and  en- 
courage other  young  physicians-in-training  to  lift 
up  their  eyes  to  the  responsibility  which  they 
have.  It  is  to  share  their  knowledge  at  the  appro- 
priate meeting  of  colleagues  and  to  record  their 
experiences  in  the  literature  so  that  the  entire  pro- 
fession may  be  better  prepared  to  serve  those  who 
need  its  help. 

^ Dr.  Irwin,  2064  Park  Street,  Jacksonville  32204. 


The  term  “schizophrenia”  in  medical  circles  carries  almost  as  much  of  a ring  of 
authenticity  as  “diabetic”  or  “tubercular.”  Yet,  it  is  actually  nearly  as  much  a fiction 
as  that  lovely  legal  appellation  a “reasonable  man.” 

Don  D.  Jackson 
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Comparison  of 

Two  Antimicrobial -Corticoid  Preparations  in 
the  Management  of  Acute  Otitis  Externa 

Albert  J.  D.wis,  P.I.D. 


The  clinical  evaluation  of  topical  agents’  effi- 
cacies in  otitis  externa  is  difficult  because  the  ma- 
jority of  patients  respond  to  careful  cleansing  and 
drying.  The  residuum  of  “difficult”  infections,  in 
which  benefit  from  antibacterial  agents  is  readily 
apparent,  is  so  small  as  not  to  be  amenable  to 
valid  statistical  treatment. 

In  the  present  report  a study  is  described  in 
which  an  effort  was  made  to  compare  two  widely 
used  otic  preparations.  The  findings  support  the 
thesis  that  a difference  is  not  demonstrable,  even 
in  a series  of  100  cases. 

Methods 

The  study  group  consisted  of  100  patients  with 
otitis  externa,  nearly  equal  in  sex  distribution  in 
the  overall  group  and  in  the  two  comparison 
groups.  On  admission  to  the  study  patients  were 
assigned  alternately  to  the  two  treatment  groups 
and  history,  suspected  etiology,  symptoms,  and 
physical  findings  were  recorded.  Cultures  were 
taken  from  the  external  auditory  canal,  but  treat- 
ment was  instituted  before  culture  results  were 
available. 

■After  thorough  cleansing  and  drying  of  the 
external  canal  a wick  was  inserted  moistened  with 
either  Furacin®-HC  Otic  solution*  or  Cortisporin® 
Otic  Drops.**  One  to  two  weeks  later  and  (in  two 
cases)  again  after  a further  period  of  two  or  three 
weeks,  cultures  from  the  ear  were  repeated  unless 
the  condition  had  cleared  completely,  clinical 
progress  recorded,  and  cleansing  and  antimicrobial 
treatment  carried  out  as  indicated. 

Organisms  were  identified  by  colony  morphol- 
ogy and  Gram  staining,  and  tested***  for  suscep- 
tibility to  nitrofurazone  and  to  polymyxin  B. 

* Furacin  (nitrofurazone)  0.2%  and  hydrocortisone  acetate 
1.0%  in  a glycerin  and  polyethylene  glycol  base.  Eaton 
Laboratories,  Division  of  The  Norwich  Pharmacal  Company. 

**  Per  ml:  Polmyxin  B sulfate  10  000  units,  neomycin  sulfate 
equivalent  to  neomycin  3.5  mg.,  and  hydrocortisone  10  mg., 
in  an  aqueous  base  containing  cetyl  alcohol,  propylene  giy- 
col  and  polysorbate  80.  Burroughs  Wellcome  & Co. 

***  Sensi-Discs,®  Baltimore  Biological  Laboratories,  a 100  uS 
disc  was  used  for  nitrofurazone  and  a 30  /xg  disc  for  poL* 
myxin  B. 


Clinical  progress  was  rated  as  cured,  improved, 
or  failure  on  the  basis  of  changes  in  symptoms 
(pain,  itching,  hearing  deficit)  and  signs  (ery- 
thema, swelling,  discharge,  vesiculation)  and  of 
the  results  of  bacteriologic  cultures. 

In  each  group  the  etiology  of  the  condition 
was  ascribed  to  swimming  in  27  cases,  to  trauma 
(usually  scratching)  in  15  to  20  instances,  and  to 
unknown  causes  in  the  remainder  of  the  patients. 
Typically,  increasing  itching  and  pain  in  the  ear 
had  caused  the  patient  to  seek  treatment  after 
periods  ranging  from  three  to  28  (median  7 to  10) 
days.  Both  ears  were  affected  in  49  patients,  the 
right  ear  only  in  22  and  the  left  ear  only  in  the 
remaining  29.  Hearing  loss  was  reported  by  99  of 
the  100  patients. 

Physical  findings  were  classic  for  otitis  externa. 
Vesiculation  was  present  in  two  patients  in  each 
group,  and  no  foreign  body  was  found  in  any 
patient’s  ear. 

Organisms  identified  at  the  pretreatment  cul- 
ture are  shown  in  Table  1. 


Table  1. — Results  of  Initial  Microbial 
Identification. 


Organism 

Numbers  of  Times  Found 
Furacin  Cortisporin 

Patients  Patients  Total 

Pseudomonas 

14 

IS 

29 

Proteus 

IS 

13 

28 

E.  coli 

9 

8 

17 

Staph,  albus 
Staph,  aureus, 

6 

9 

IS 

coag.  -|- 

0 

2 

2 

.Aspergillus 

7 

3 

10 

Streptococcus 

1 

5 

6 

Candida  albicans 

1 

0 

1 

In  nearly  all 

cases  only  a 

single  organism 

was 

isolated;  two 

were  cultured  initially  from 

each 

of  three  Furacin  and  five 

Cortisporin  patients. 

Microbial  isolates  sensitive  to  one  or  both  of 
the  antimicrobials  were  66  in  number  (Table  2). 
In  nearly  all  cases  (Table  2)  the  microbial  isolate 
was  sensitive  to  one  or  another  of  the  drugs,  not 
to  both. 
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Table  2. — Results  of  Microbial  Susceptibility  Testing 
(Initial  Cultures). 


Numbers  of  Microbial  Isolates  Sensitive  to 

Nitrofurazone  Polymyxin  B 


Organism 

Fully 

Slightly 

Fully 

Slightly 

Total 

Pseudomonas 

S 

1 

12 

0 

18 

Proteus 

7 

2 

5 

1 

IS 

Staph,  albus 

7 

1 

3 

1 

12 

Staph,  aureus 

2 

0 

0 

0 

2 

“Staph.” 

2 

0 

0 

0 

2 

E.  coli 

3 

2 

3 

2 

10 

Strep,  viridans 

1 

0 

0 

0 

1 

“Strep.” 

1 

0 

1 

1 

3 

■Aspergillus 

2 

0 

0 

1 

3 

Candida  albicans 

0 

0 

0 

0 

0 

Total 

30 

6 

24 

6 

66 

% of  overall  total 

45 

9 

36 

9 

100 

Table  3.- 


-Results  of  Microbial  Susceptibility  Testing 
(x\ll  Isolates). 


Organism 


Total  No. 
Isolates 


Fully  Sensitive 
TO  Nitrofurazone 
No.  % 


Fully  Sensitive  to 
Polymyxin  B 
No.  % 


Proteus 

33 

7 

21 

5 

15 

Pseudomonas 

29 

5 

17 

29 

41 

E.  coli 

20 

3 

IS 

3 

IS 

Staph,  albus 

14 

7 

SO 

3 

22 

Staph,  aureus 

2 

2 

100 

0 

0 

“Staph.” 

6 

2 

33 

0 

0 

.Aspergillus 

10 

2 

20 

0 

0 

Candida  albicans 

1 

0 

0 

0 

0 

Strep,  viridans 

1 

1 

100 

0 

0 

“Strep.” 

6 

1 

17 

1 

17 

Total 

122 

30 

25 

24 

20 

Totaling  second  (and  two  third)  cultures  as 
well  as  those  taken  at  the  start  of  therapy,  122 
isolates  of  organisms  were  obtained.  As  shown 
in  Table  3,  only  54  (44%)  of  these  were  fully 
susceptible  to  nitrofurazone  or  polymyxin  B or 
both,  with  another  12  (10%)  showing  slight  sen- 
sitivity. If  findings  of  slight  in  vitro  susceptibility 
are  disregarded  as  being  of  little  clinical  signifi- 
cance, the  overall  results  of  testing  of  microbial 
organisms  for  susceptibility  to  the  two  antimicro- 
bial agents  may  be  summarized  as  shown  in 
Table  3. 

Most  microbiologic  cultures  were  negative 
(“no  growth”  reported)  at  the  second  visit,  after 
seven  to  ten  days  of  therapy,  and  of  the  few  posi- 
tive cultures  (eight  for  Furacin,  six  for  Corti- 
sporin)  several  were  reports  of  “normal  flora.” 
Only  one  of  the  third  cultures  (in  a Furacin  pa- 
tient) was  positive,  and  this  was  reported  as 
Staphylococcus  albus,  a normal  resident  of  the 
external  ear. 

Because  of  hypersensitivity  to  Cortisporin  Otic 
Drops,  two  patients  were  changed  to  Synalar®* 
Solution  0.01%  and  another  patient  to  Kenalog® 


Lotion.**  A fourth  patient  originally  designed  for 
inclusion  in  the  Cortisporin  group  was  treated 
with  Lidosporin®  Otic  Solution***  in  order  to 
obtain  local  anesthetic  action.  One  patient  who 
failed  to  improve  after  one  week  of  Cortisporin 
therapy  was  changed  to  Furacin  with  marked 
improvement. 

One  patient  of  the  Furacin  group  showed 
signs  of  hypersensitivity  to  the  preparation  (after 
the  otic  condition  was  recorded  as  cured)  and 
was  changed  to  Kenalog  Lotion  with  marked 
improvement.  .Another  Furacin  patient  was 
changed  to  Cortisporin  on  the  tenth  day,  although 
the  culture  result  had  become  negative,  because 
the  Pseudomonas  organism  originally  cultured 
from  the  ear  was  sensitive  to  polymyxin  B and  a 
greenish  exudate  was  still  visible  in  the  ear  (an 
exudate  had  been  present  initially). 

.All  final  evaluation  classifications  in  both 
groups  were  “cure”  except  for  five  of  the  Corti- 
sporin patients,  four  of  whom  were  classified  “im- 


* Fluocinolone  acetonide.  Syntex  Laboratories.  Inc. 

**  Triamcinolone  acetonide  0.1%.  E.  R.  Squibb  & Sons. 

**  Per  ml:  Polymyxin  B sulfate  10,000  units  and  lidocaine 
hydrochloride  50  mg.  in  water,  and  propylene  glycol.  Bur- 
roughs Wellcome  & Co. 
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proved”  and  one  was  lost  to  follow-up.  Of  the 
four  “improved”  patients,  one  still  showed  a large 
E.  coli  population  after  14  days  of  treatment;  the 
others  showed  no  growth  on  culture. 

The  patients  whose  condition  was  treated  with 
agents  other  than  those  originally  intended  also 
were  classified  as  “cured”  at  final  evaluation.  Of 
the  total  of  six  such  patients,  two  were  treated 
with  other  antimicrobial  agents  (Lidosporin  or 
Furacin) ; the  other  four  were  treated  with  corti- 
coid  preparations  (fluocinolone  acetonide  or  tri- 
amcinolone acetonide)  and  thus  may  be  said  to 
constitute  a small  control  group. 

It  seems  clear  that  the  attempt  in  this  study 
failed  to  find  a difference  in  clinical  usefulness 
between  the  two  antimicrobial-corticoid  prepara- 
tions. Both  were  equally  effective  and  safe,  within 
the  limitations  of  the  study  design  and  methods. 
.Although  there  was  no  “cleansing  only”  control 
group,  the  data  indicate  that  thorough  cleansing 
and  drying  of  the  external  canal  might  have  been 
effective — -especially  since  the  onset  of  the  condi- 
tion so  often  was  associated  with  excessive  mois- 
ture (swimming  or  profuse  and  prolonged  per- 
spiration). 

It  is  my  clinical  impression,  however,  that 
use  of  the  two  antimicrobial-anti-inflammatory 
agents  brought  about  subjective  relief  in  objective 
cure  in  a shorter  time  than  would  have  elapsed 
under  physical  measures  alone. 

It  may  be  noted  that  the  use  of  Furacin,  a 
preparation  containing  only  one  antimicrobial 


agent  (nitrofurazone),  was  attended  with  results 
at  least  as  excellent  as  when  Cortisporin,  contain- 
ing two  such  agents  (polymyxin  B and  neomycin 
sulfate)  was  used. 

The  use  of  nitrofurazone  preparations  is  not 
indicated  in  Aspergillus  or  Candida  infections, 
and  it  was  intended  at  the  outset  to  study  only 
bacterial  otitis  externa.  Treatment  was  started, 
however,  before  the  microorganism  was  identified, 
and  clinical  cure  was  apparent  before  there  was 
time  to  eliminate  the  patient  from  the  study. 

Conclusions 

Equal  numbers  of  a study  group  of  100  pa- 
tients with  otitis  externa  were  treated  with  Fur- 
acin-HC  Otic  and  with  Cortisporin  Otic  Drops, 
in  addition  to  thorough  cleansing  and  drying  of 
the  external  ear.  Bacteriologic  and  clinical  exami- 
nations showed  that  the  two  preparations  could 
not  be  distinguished  from  each  other  by  efficacy 
and  safety  criteria.  In  vivo  susceptibility  of  micro- 
bial isolates  to  nitrofurazone  and  polymyxin  B 
sulfate,  the  principal  antimicrobial  agents  con- 
cerned, was  not  related  to  either  bacteriologic  or 
clinical  outcome.  In  my  opinion  either  prepara- 
tion is  suitable  for  use  in  uncomplicated  otitis 
externa,  when  it  is  desirable  to  reduce  the  duration 
of  symptoms,  although  cleansing  and  drying  pro- 
cedures probably  would  result  in  cure  eventually 
in  the  great  majority  of  cases. 

► Dr.  Davis,  2100  Ninth  Street  South,  St.  Peters- 
burg 33705. 


EDITORIAL  COMMENT 


G.  Dekle  Taylor,  M.D. 


It  is  of  interest  to  note  the  similar  results  in 
the  treatment  of  external  otitis  with  Furacin-HC 
Otic  and  Cortisporin  eardrops.  I agree  with  the 
author  that  cleansing  and  drying  procedures  would 
probably  result  in  a cure  in  the  majority  of  cases. 
It  would  be  of  further  interest  to  determine 
whether  the  addition  of  the  corticosteriods  in  both 
medications  add  appreciably  to  their  therapeutic 
value.  A future  comparison  by  Dr.  Davis  would 
be  of  interest. 

It  is  also  interesting  to  see  the  sparcity  of 
allergic  reactions  to  the  nitrofurazone  prepara- 


tion. There  is  a reluctance  on  the  part  of  some 
physicians  to  use  this  preparation  because  of  a 
suspected  increased  incidence  of  allergic  reactions. 

I have  found  the  report  of  his  cultures  to  be 
very  interesting. 

Acute  otitis  externa  is  a common  malady  in 
Florida,  particularly  during  the  summer  months, 
and  I believe  this  article  will  be  of  interest  to 
many  physicians. 

► Dr.  Taylor,  Marshall  Taylor  Doctors  Building, 
Jacksonville  32207. 
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Generalized  Burning  Paresthesia 
Due  to  Intravenous  Furosemide 


Barry  J.  Materson,  M.D. 


Furosemide,  a potent  and  clinically  useful 
monosulfamylanthranilate  diuretic,  has  proved  to 
possess  a high  therapeutic  index. i Adverse  reac- 
tions, which  have  been  infrequent,  include  various 
forms  of  dermatitis, 2 -3  pruritis,  paresthesia,  blur- 
ring of  vision,  postural  hypotension,  nausea, 
vomiting,  diarrhea,  hematologic  disorders,  tinnitus 
and  deafness,^  acute  gout,*  and  sudden  death. 
Severe,  generalized  burning  paresthesia  following 
intravenous  but  not  oral  administration  of  furo- 
semide has  not,  to  our  knowledge,  been  reported. 

Report  of  a Case 

S7-year-old  unemployed  salesman  was  first  admitted 
to  the  Medical  Service  of  the  Miami  Veterans  .Administra- 
tion Hospital  10/8/63  because  of  alcoholic  gastritis,  acute 
alcoholic  intoxication  and  delirium  tremens.  He  reported 
that  he  regularly  imbibed  one-fifth  of  whisky  each  week- 
end and  a lesser  amount  during  the  week.  He  denied 
allergies.  There  was  no  clinical,  endoscopic  or  radiologic 
evidence  of  portal  hypertension  and  he  was  given  no 
diuretics. 

He  did  well  until  1,  22/68  when  he  was  admitted  be- 
cause of  a poor  appetite  and  a 50  pound  weight  loss  dur- 
ing the  previous  four  months.  He  was  found  to  have 
clinical  evidence  of  cirrhosis  with  ascites.  Grade  II  varices 
were  demonstrated  by  esophagoscopy.  The  spleen  was 
palpable.  Needle  biopsy  of  the  liver  revealed  portal  cir- 
rhosis. He  received  spironolactone  and  oral  furosemide 
without  adverse  effect. 

By  3/13/68  fluid  retention  had  become  a predominant 
feature  of  his  disease.  He  had  gained  11  pounds  in  the 
three  weeks  since  his  last  discharge.  His  ascites  and  edema 
were  treated  with  spironolactone,  oral  furosemide  and 
intramuscular  meralluride  which  resulted  in  a 25  pound 
weight  loss.  There  were  no  adverse  reactions. 

He  was  readmitted  54  days  after  his  last  discharge  be- 
cause of  massive  ascites.  He  had  gained  38  pounds.  He 
was  given  80  mg.  of  furosemide  intravenously  on  6/26 
and  6/27/69  and  had  a moderate  diuresis  without  drug 
complications;  however,  he  managed  to  consume  enough 
water  to  negate  the  benefits  of  the  diuresis  and  his  ascites 
became  tense.  He  was  then  admitted  to  the  Rapid  Diuresis 
Study”  and  accordingly  was  brought  to  the  Xephrolog>' 
Service  procedure  room  on  7/8/69  where  he  was  given 
priming  and  sustaining  solutions  of  inulin  and  para-ami- 
nohippuric  acid  (P.AH)  without  reaction.  .After  a one 
hour  control  period,  a rapid  injection  of  200  mg.  of  fur- 
osemide into  a left  antecubital  vein  was  initiated.  .Ap- 
proximately two  minutes  later  when  170  mg.  of  furosemide 
had  been  injected,  the  patient  complained  of  a severe 
burning  sensation  starting  at  the  injection  site  and  pro- 
gressing steadily  up  his  left  arm  and  into  the  left  sub- 

From  the  Department  of  Medicine,  University  of  Miami 
.School  of  Medicine,  and  the  Medical  Service,  Veterans  Adminis- 
tration Hospital,  Miami. 

Dr.  Materson  is  a Research  and  Education  .\ssociate  of  the 
\'eterans  .\dministration. 


clavnan  region.  The  injection  was  terminated.  Over  the  next 
several  minutes  the  burning  sensation  progressed  cephalad 
and  caudad  “from  the  top  of  my  head  to  the  tips  of  my 
toes.”  The  patient  stated  that  he  felt  as  if  his  entire 
body  were  on  fire.  The  sensation  became  intense  and 
nearly  unbearable;  he  became  agitated  but  remained  fully 
oriented.  There  was  no  urticaria,  petecchiae,  wheezing, 
dyspnea,  cyanosis,  palpitations  or  local  reaction  around 
the  injection  site.  Blood  pressure  was  158  systolic,  90 
diastolic,  and  the  pulse  was  88  per  minute  and  regular. 
He  was  not  given  antihistamines,  epinephrine  or  cortico- 
steriods.  His  symptoms  began  to  abate  in  about  7-10 
minutes  from  the  time  of  the  injection  and  were  gone  by 
30  minutes.  He  had  a moderate  diuretic  response  and  had 
no  further  problems  for  the  remainder  of  the  procedure. 
The  chart  was  labeled  “ALLERGIC  TO  L.ASIX,”  a de- 
tailed progress  note  was  written  and  the  House  Staff  in- 
formed of  the  incident. 

On  the  following  day  he  was  given  a 1 ml.  (10  mg.) 
test  dose  of  furosemide  intravenously  with  no  untoward 
effect.  An  attempt  was  then  made  to  give  80  mg.  of  furo- 
semide intravenously,  but  the  injection  was  terminated 
after  60  mg.  because  of  “a  generalized  cutaneous  vasodila- 
tion with  burning  sensation  without  cardiac  or  respiratory 
changes.”  The  patient  stated  that  the  reaction  was  iden- 
tical to  that  of  the  previous  day  although  less  severe.  He 
was  given  50  mg.  of  diphenhydramine  hydrochloride 
intravenously  and  the  symptoms  were  quickly  ameliorated. 
He  was  subsequently  treated  w'ith  large  doses  of  intra- 
venous ethacrynic  acid,  oral  furosemide  and  hydrochlo- 
rothiazide and  reacted  to  none  of  these. 

Comment 

When  di.scu.^sin"  alleged  dnig  reactions  one 
must  always  raise  the  question:  Was  the  ob- 

served reaction  caused  by  the  drug  or  was  it  only 
a fortuitously  associated  phenomenon?  The  tradi- 
tional proof  rests  upon  demonstration  of  the  same 
reaction  on  challenge  with  the  suspect  drug,  but 
not  with  other  drugs  or  placebo.  We  believe  such 
proof  was  obtained  in  this  patient. 

Previous  exposure  to  intravenous  furosemide 
is  well  documented  on  the  chart.  He  had  received 
two  80  mg.  injections  without  known  incident. 
The  severe  burning  paresthesia  described  occurred 
during  the  injection  of  a much  larger  dose  and 
abated  within  30  minutes  of  its  onset.  The  follow- 
ing day  he  experienced  no  reaction  to  a 10  mg.  test 
dose,  but  responded  with  an  identical  reaction 
during  the  injection  of  60  mg.  He  experienced  no 
adverse  effects  from  oral  furosemide  or  intravenous 
ethacrynic  acid.  He  did  not  receive  furosemide 
intramuscularly. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.* 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


Indications: For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warning’s:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


ing  the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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'i  We  cannot  explain  the  mechanism  of  his 
I severe,  generalized  burning  paresthesia.  Unlike 
I cthacrynic  acid,  furosemide  does  not  cause  a tran- 
dent  burning  sensation  along  the  course  of  the 
(vein  during  rapid  injection.  There  were  no  clinical 
findings  of  anaphylaxis  and  no  visible  skin  lesions, 
plthough  the  second  observer  reported  “general- 
jized  cutaneous  vasodilation.”  One  might  speculate 
that  a vaso-active  substance  was  released  but  the 
failure  of  the  blood  pressure  to  fall  or  the  pulse 
to  increase  markedly  argues  against  this.  The 
pecond  reaction  occurred  after  all  the  inulin  and 
P.\H  should  have  been  cleared  so  that  it  is  un- 
jlikely  that  these  substances  contributed  to  the 
reaction. 

We  question  the  efficacy  of  diphenhydramine 
HCl  in  this  case  because  of  the  rapidity  with 
which  symptoms  resolved  after  the  first  reaction. 
The  major  significance  of  this  observation  is  that 
the  adverse  reaction,  although  frightening  for  both 
the  patient  and  his  physicians,  was  self-limited 
and  short-lived.  No  heroic  measures  were  required 
although  a resuscitation  cart  was  immediately  at 
hand.  Should  similar  reactions  occur  in  the  future, 
the  responsible  physician  should  first  rule  out  the 
potentially  lethal  reactions  such  as  anaphylaxis 
and  then  provide  intense  observation  and  support- 


ive care.  Resuscitative  drugs  such  as  intravenous 
epinephrine  have  potential  danger  in  such  a case 
and,  as  in  this  case,  might  not  be  required. 


Summary 

A severe,  generalized  burning  paresthesia  oc- 
curred in  a patient  with  cirrhosis  and  massive 
ascites  during  the  intravenous  injection  of  furo- 
semide on  each  of  two  occasions.  He  did  not  react 
adversely  to  oral  furosemide,  hydrochlorothiazide, 
or  to  intravenous  ethacrynic  acid.  The  reaction 
appeared  to  be  dose  and  route  dependent  and 
ended  without  specific  treatment  or  complications 
in  about  30  minutes. 
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Large  voluntary  hospitals  function  at  an  unacceptable  level  of  efficiency  in  this  age  of  technolog- 
ic and  management  capability.  Many  of  the  problems  are  the  result  of  a system  of  governance  that 
precludes  the  application  of  rational  management  principles.  Hospital  trusteeship  must  become  more 
representative  of  the  public  served  and  develop  competencies  and  characteristics  inherent  in  the  cor- 
porate model.  The  using  physician,  who  initiates  all  hospital  activity,  must  share  in  accountability 
imposed  by  the  employer-employee  relation,  his  share  of  responsibility  should  be  identified  by  finan- 
cial investment. 

Reprinted  from  “If  the  Doctors  Owned  the  Hospitals,”  by  Morton  C.  Creditor,  M.D.,  New  England  Journal  of  Medicine,  Jan- 
uary 21,  1971. 


J.  FLORIDA  M.A./JUNE,  1971 


35 


I 


A Case  of  Lightning  Stroke 

M.  A.  Nesmith  Jr.,  M.D. 


During  the  four  years  from  1964  to  1968,  59 
persons  in  the  state  of  Florida  died  as  a result  of 
lightning  stroke,  according  to  the  Florida  State 
Division  of  Health. i As  would  be  expected,  the 
majority  of  these  victims  (55/59)  were  males. 

Helen  Taussig  has  written  an  article  entitled 
“ ‘Death’  from  Lightning — and  the  Possibility  of 
Living  Again. ”2  In  it  she  reviews  the  literature 
on  lightning  stroke.  The  points  from  Dr.  Taussig’s 
article  pertinent  to  the  case  reported  here  are 
presented  and  a plea  is  made  for  immediate  and 
prolonged  resuscitation  of  persons  apparently 
“killed”  by  lightning. 

Ravitch  and  his  associates  reported  a case  of 
complete  recovery  from  lightning  stroke  following 
a long  interval  of  apparent  cardiac  standstill. ^ 
Because  of  the  similarity  to  the  present  case,  their 
case  is  discussed  in  some  detail.  They  reported 
that  a 10-year-old  boy  struck  by  lightning  was 
brought  to  the  hospital  22  minutes  later,  appar- 
ently dead.  Immediately  after  the  accident  a 
pulse  was  said  to  have  been  felt  by  a companion 
Boy  Scout,  and  he  had  a brief  period  of  manual 
respiration.  He  had  no  respiratory  assistance  for 
some  13  minutes  before  being  brought  to  the 
hospital.  The  pupils  were  dilated,  the  chest  wall 
did  not  bleed  when  a thoracotomy  was  performed, 
and  the  heart  was  in  standstill.  Cardiac  massage 
and  epinephrine  started  cardiac  contractions,  and 
artificial  respiration  was  maintained  for  approxi- 
mately three  days.  Hypothermia  was  begun  at 
once.  Convulsions  and  hemiparesis  developed,  and 
he  was  comatose  for  six  days  except  for  a probable 
brief  remission  on  the  fourth  day.  His  ultimate 
recovery  was  almost  complete  except  for  a nasality 
of  speech. 

Case  Report 

On  May  24,  1969,  a 14-year-old  boy  received  a direct 
strike  from  lightning  while  playing  golf  on  a course  near 
the  United  States  .\rmy  Specialized  Treatment  Center  at 
Fort  Gordon,  Georgia.  He  was  thrown  to  the  ground  and 
rendered  unconscious  immediately.  His  parents  were  play- 
ing with  him  and  while  his  mother  ran  approximately 
SOO  yards  to  a telephone  and  called  the  hospital,  his  father 
attempted  to  perform  mouth  to  mouth  breathing. 

A corpsman  in  an  ambulance  was  dispatched  to  the 
golf  course  and  found  the  victim  without  pulse  or  respira- 
tion and  cyanotic.  He  began  external  massage  and  when 
no  immediate  response  was  obtained,  radioed  the  hospital 


for  a physician.  One  of  the  physicians  on  duty  in  the 
emergency  room  was  dispatched  to  the  sixth  fainvay  on 
the  golf  course,  and  there  found  the  youth  to  be  uncon- 
scious, cyanotic  with  no  cardiac  action  or  respiration.  The 
corpsman  was  performing  external  cardiac  massage,  but 
no  artificial  respiration  was  being  done.  His  golf  bag  and 
cart  were  not  damaged  and  the  seven  iron  that  he  had  in 
his  hands  at  the  time  of  the  strike  lay  some  40  feet  away 
from  the  victim. 

An  endotracheal  tube  was  inserted  and  ventilation 
begun  and  external  massage  continued  as  the  patient  was 
transported  to  the  emergency  room.  Examination  there 
revealed  the  pupils  to  be  dilated.  Burns  extended  from 
the  left  supraclavicular  area,  the  point  of  entry,  down 
the  midline  of  the  chest  and  abdomen,  involving  the 
scrotum  and  penis,  down  the  medial  aspect  of  both  legs 
with  exit  points  just  below  each  medial  malleolus.  He 
had  been  wearing  sneakers  and  a two  inch  hole  was  burned 
in  the  medial  aspect  of  each  shoe  just  above  the  rubber 
soles. 

In  the  emergency  room,  after  approximately  ten  min- 
utes of  external  massage  and  ventilation,  a carotid  pulse 
became  palpable,  and  shortly  thereafter  the  systolic  blood 
pressure  was  recorded  at  100.  The  feet  and  legs  were 
ashen  and  pulseless  at  this  time  and  only  after  an  addi- 
tional IS  minutes  did  the  pulses  and  color  return  to  the 
feet. 

Intravenous  infusion  of  Ringer’s  lactate  and  sodium 
bicarbonate  was  begun,  a tracheostomy  performed,  and  the 
patient  was  transferred  to  the  Surgical  Intensive  Care  Unit 
with  shallow  spontaneous  respiration.  Shortly  after  admis- 
sion to  the  I.C.U.  respiratory'  arrest  occurred  and  the  pa- 
tient was  placed  on  a respirator.  During  the  night  the 
patient  developed  extensive  subcutaneous  emphysema  of 
the  chest  and  abdominal  walls,  and  the  following  morning 
respiratory  distress  and  cyanosis  occurred  and  a chest  x-ray 
showed  near  complete  bilateral  pneumothorax.  Bilateral 
chest  tubes  were  inserted  and  spontaneous  respiration 
resumed. 

He  w'as  treated  with  moderate  doses  of  steroids,  mas- 
sive antibiotics,  restricted  intravenous  intake  and  hypo- 
thermia. He  remained  comatose  and  during  the  first  four 
days  of  hospitalization  had  frequent  decerebrate  spasms. 

positive  left  Babinski  was  present. 

On  May  29,  a recurrent  right  pneumothorax  was  cor- 
rected by  aspiration  of  the  chest  tube  and  bronchoscopy 
revealed  no  evidence  of  rupture  of  the  tracheobronchial 
tree. 

Fourteen  days  after  injury  on  June  7,  the  chest  tubes 
were  removed  and  the  patient  was  transferred  to  the 
Medical  Intensive  Care  Unit,  comatose  and  showing  no 
response  to  stimuli.  For  the  first  time,  on  June  12,  the 
youth  showed  some  awareness  of  his  surroundings  and 
soon  became  able  to  open  and  close  his  eyes  and  hands  to 
command.  Gradual  improvement  ensued  until  June  23 
when  abdominal  pain  and  distention  were  noted.  Sur- 
gical consultation  was  obtained  and  examination  revealed 
a large  pelvic  abscess. 

The  abscess  was  drained  through  a McBurney  incision 
and  gradual  physical  and  mental  improvement  ensued. 
He  gained  weight  (his  normal  weight  was  140  lbs.,  he 
weighed  80  lbs.  prior  to  draining  the  abscess),  and  the 
paranoid  tendencies  that  had  become  prominent  gradually 
disappeared. 

At  the  time  of  discharge  on  July  28,  1969,  his  abdomen 
was  healed,  there  was  very  minimal  spasticity  and  some 
difficulty  with  recent  recall.  He  had  a definite  nasal  qual- 
ity to  his  speech,  unexplained  by  any  apparent  pharyngeal 
palsy. 
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Follow-up  in  the  surgical  outpatient  clinic  revealed  that 
the  youth  returned  to  school,  having  no  difficulty  with 
his  subjects.  He  began  participating  in  intramural  sports 
and  was  able  to  throw  and  catch  a baseball  without 
difficulty.  The  difficulty  with  recent  recall  disappeared, 
as  did  the  spasticity. 

Discussion 

The  huge  pelvic  abscess  is  assumed  to  have 
been  due  to  an  unsuspected  appendicitis  masked 
by  coma,  steroids  and  massive  antibiotics.  Perfor- 
ation of  the  cecum  or  appendix  due  to  the  light- 
ning stroke  is  a possibility,  however. 

The  exact  time  interval  between  the  lightning 
I strike  and  the  institution  of  adequate  ventilation 
and  massage  is  unknown  but  is  estimated  to  be 
greater  than  ten  minutes.  Certainly  in  Ravitch’s 
case,  the  interval  was  known  to  be  unusually  long 
to  be  followed  by  near  complete  recovery. 

Taussig,^  in  her  review  of  the  literature,  de- 
scribes an  unusually  long  period  of  time  between 
cessation  and  resumption  of  respiration  and  car- 
diac action  followed  by  complete  recovery.  She 
postulates  that  following  lightning  stroke  the  ces- 
, sation  of  metabolism  in  all  cells,  including  the 
brain  cells,  is  so  instantaneous  that  the  onset  of 
degenerative  processes  are  delayed. 

In  any  event,  the  purpose  of  this  report  is  to 
point  out  the  possibility  of  complete  recovery 
following  lightning  stroke  and  to  urge  physicians 


who  may  encounter  this  problem  to  be  aggressive 
and  tenacious  in  attempts  to  resuscitate  these 
patients. 

Summary 

A 14-year-old  boy  was  resuscitated  following 
a direct  lightning  stroke.  Decerebrate  spasms  per- 
sisted for  four  days,  and  coma,  intermittent  sei- 
zures and  a positive  Babinski  persisted  for  19 
days.  Early  bilateral  pneumothoraces  and  later  a 
large  pelvic  abscess,  presumably  due  to  a ruptured 
appendix,  further  complicated  his  hospital  course. 
His  eventual  recovery  was  nearly  complete;  the 
only  detectable  residual  being  a slight  motor  dif- 
ficulty with  writing  and  a nasal  quality  to  his 
speech. 

A plea  is  made  for  vigorous  resuscitative  meas- 
ures in  patients  that  are  “killed”  by  lightning. 
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Editorial 


The  Readership  Survey 


Aware  of  the  pollution  of  doctors’  desks  by  un- 
solicited medical  publications,  one  practitioner  was 
prompted  to  collect,  assess  and  weigh  all  medical 
advertising  magazines  and  periodicals  he  received 
in  a month.  He  arrived  at  the  total  of  30  pounds. 
.Assuming  that  this  same  amount  is  sent  to  each  of 
the  200,000  practicing  physicians  in  the  United 
States,  it  would  amount  to  3,000  tons  a month. 
At  a reading  speed  of  15,000  words  per  hour, 
scanning  this  literature  Mmuld  require  160  hours 
a month  or  approximately  40  hours  each  week, 
and  could  only  be  done  by  a retired  physician,  and 
who,  relieved  of  the  burden  of  his  practice,  is  not 
encumbered  by  time-consuming  hobbies  or  the 
affairs  of  organized  medicine.  So,  it  is  with  mixed 
feelings  that  the  returns  of  the  April  FMA  Journal 
questionnaires  were  received. 

The  immediate  response  to  our  questionnaire 
was  both  gratifying  and  humiliating.  The  first 
three  days,  we  received  45  replies,  one-third  of 
whom  did  not  indicate  they  had  read  the  Journal. 
One  questionnaire  had  only  one  sentence  written 
on  it.  Our  managing  editor  accused  me  of  sending 
it,  but  I told  her  that  my  wife  must  have  mailed 
it  in.  The  sentence  said,  “I  enjoyed  the  Journal 
much  better  when  Franz  Stewart  was  the  editor.” 
With  this  reader  I concur,  and  more  so  on  after- 
noons when  I go  to  sleep  trying  to  take  a history 
from  an  office  patient.  This  occurs  sporadically 
but  usually  after  staying  up  late  working  on  the 
Journal  the  night  before. 

In  reviewing  the  returned  comments,  I was 
disheartened  by  the  fact  that  we  have  received 
so  small  a number  of  replies,  this  being  about  5% 
of  those  to  whom  the  Journal  was  mailed.  As  this 
was  intended  to  help  us  publish  a Journal  aimed  at 
the  rank  and  file  of  FM.\  membership,  the  first 
doubt  arising  was,  “is  this  truly  a representative 


sampling  of  what  the  doctors  in  Florida  like  and 
dislike?”  Yet,  our  editorial  committee  expert  on 
statistics,  Ed  Willey,  says  that  this  is  IJ/2  to  2 
times  the  anticipated  returns  of  such  surveys,  and 
so  we  are  planning  to  use  the  replies  received  as 
an  indication  of  what  the  doctors  in  Florida  would 
like  to  have  in  the  Journal. 

Approximately  one-third  respondents  said 
they  often  read  drug  advertising.  Of  the  medical 
magazines  read  in  order  of  preference,  JAMA  and 
Medical  Economics  led  the  list;  while,  the  second, 
third,  fourth,  fifth  and  sixth  preferences  were  all 
led  by  the  FMA  Journal.  Special  issues,  including 
the  annual  one  on  medical  history,  got  an  affirma- 
tive nod  from  two-thirds  of  the  replies,  while 
about  the  same  number  said  the  Journal  was  oc- 
casionally helpful  and  less  than  one-third  stated  it 
was  generally  helpful.  In  reply  to  the  question 
as  to  which  features  were  liked  best  in  the  Journal, 
scientific  articles  lead  all  other  subjects  by  a wide 
margin.  In  features  liked  least,  readers  mentioned 
that  there  are  not  enough  articles  in  the  fields  of 
Pediatrics,  Ophthalmology,  Orthopedics,  Radiology 
and  Anesthesiology,  but  this  is  something  only 
individuals  in  these  groups  can  correct  by  sub- 
mitting papers.  While  the  majority  of  our  readers 
were  in  specialty  practice,  one  reply  recommended 
that  general  practice  be  the  theme  of  more  issues 
as  the  specialty  journals  are  oriented  to  their  own 
groups. 

Other  comments  returned  were,  “make  it  more 
relevant  to  today,  include  more  practical  aspects 
of  the  practice  of  medicine,”  while  another  com- 
ment was,  “one  publication  in  a field  of  too 
many,”  “impotent  like  the  JAMA,”  “should  not 
try  to  copy  specialty  journals,”  and  “present  more 
local  problems  such  as  liability  insurance.”  One 
reader  suggested  that  we  solicit  articles  on  what 
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:he  elderly,  unemployed  practitioners  could  do  to 
lighten  the  load  of  the  younger,  busier  physicians. 

critic  of  our  scientific  articles  said,  “they  are  not 
helpful  in  the  practical  situations  which  occur  in 
a physician’s  office.”  Other  suggestions  were; 
‘focus  on  the  problems  unique  to  Florida,  provide 
more  information  regarding  the  increasing  influ- 
ence of  government  medicine,”  “the  Journal 
Ishould  be  a crossroad  for  communication  between 
all  Florida  physicians,”  and  “write  for  the  doctor 
who  doesn’t  go  to  meetings.”  “Unless  it  makes 
money  for  the  FMA,  it  is  a waste  of  paper,”  was 
written  on  one  questionnaire.  Another  reply  asked 
for  more  information  on  AMA  and  FMA  activi- 
ties. 

The  problem  of  keeping  down  the  enthusiasm 
'of  the  Editor  from  publishing  everything  that  is 
Isubmitted  and  making  it  so  attractive  that  it  will 
! catch  the  eye  of  every  doctor  is  balanced  monthly 
against  revenue  obtained  from  drug  advertising. 
This  fluctuates  from  month  to  month  so  that  in 


any  one  month,  submitted  papers  considered  of 
sufficient  interest  to  the  practicing  physician, 
which  we  think  should  be  published,  may  not  be 
offset  by  advertising  fees  paid  in  that  month.  This 
is,  nevertheless,  adjusted  in  ensuing  months  when 
revenue  from  advertising  increases,  or  else  we 
reduce  original  material.  To  make  money  would 
incur  the  inquisition  of  the  IRS  while  losing  money 
invokes  the  wrath  of  the  Board  of  Governors  who 
scrutinizes  closely  our  monthly  and  yearly  audits. 

All  in  all,  your  editorial  staff  is  seriously  inter- 
ested in  publishing  a good  Journal  that  will  have 
something  of  appeal  to  every  subscriber.  We  are 
grateful  for  all  the  kind  words  which  far  outnum- 
bered the  adverse  remarks,  and  for  the  many  con- 
structive suggestions.  When  the  Journal  no  longer 
serves  a purpose,  we’ll  agree  with  the  one  recom- 
mendation submitted  to  “stop  publishing  it.” 
Until  that  time  comes,  we’re  perennial  optimists! 

C.M.C. 


“Florida  Medicine” 

( Revised  ) 


The  97th  Annual  Meeting  of  the  Florida  Medi- 
cal Association  ended  before  noon  Sunday,  May 
9th,  highlighted  by  a close  race  for  President- 
Elect  won  by  Billy  Dean  of  St.  Petersburg.  In 
t seconding  Richard  Eleming’s  nomination,  virile 
> Dr.  Roberts,  dressed  as  meticulously  as  ever,  got 
* the  best  laugh  of  the  day  when  he  said,  “In  1957 
I you  elected  me  president  and  now  is  your  chance 
S to  get  another  good  one.”  James  Walker,  Charles 
tj  Donegan  and  Eranklin  Evans  were  re-elected  Sec- 
*1  retary-Treasurer,  Speaker  and  Vice  Speaker  of  the 
i|  House,  respectively.  New  members  appointed  to 
r!  the  Board  of  Governors  include  Jere  Annis,  Gene 
I Peek,  Bob  Zellner  and  Joe  VonThron.  All  incum- 
f|  bent  AMA  delegates  were  re-elected.  Rufus 
{'j  Broadaway  was  elected  to  fill  the  position  of  our 
newly  obtained  sixth  seat  in  the  AMA  House  of 
Delegates. 

The  first  session  of  the  FMA  House  of  Dele- 
gates was  opened  May  5th,  1971  by  Speaker 

I Charlie  Donegan  who,  in  his  introductory  remarks, 
stated  that  Franklin  Evans,  Vice  Speaker,  would 
not  be  present  because  of  an  unanticipated  period 


of  enforced  hospitalization.  This  year’s  change 
in  proceedings  saw  the  first  meeting  of  the  House 
opening  on  Wednesday  followed  by  two  additional 
sessions,  Saturday  and  Sunday,  so  designed  that 
all  business  could  be  transacted,  awards  bestowed, 
dignitaries  introduced  and  elections  conducted 
with  decorum  and  with  dignity,  while  every  mem- 
ber attending  and  every  delegate  present  was  given 
an  opportunity  to  speak  his  opinion,  express  his 
gripes  or  voice  a recommendation.  Jim  Cook,  in 
a humorous  but  inspiring  address,  made  us  aware 
of  the  calibre  of  the  man  for  whom  we  voted 
two  years  before. 

At  the  annual  Auxiliary  luncheon  for 
FLAMPAC,  Joe  VonThron  displayed  his  inimit- 
able ability  at  speaking  and  made  us  decide  that 
should  he  ever  go  into  politics,  we  would  all  vote 
for  him.  Senator  Barry  Goldwater  was  the  guest 
speaker. 

This  year,  reference  committees  met  as  usual 
but  began  Thursday  morning  and  continuing  after 
lunch  as  long  as  anyone  in  their  audiences  wanted 
them  to  stay.  Watching  the  mechanics  of  these 
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committees,  one  is  made  aware  of  how  one  person 
can  influence  the  actions  of  the  FMA  if  he  only 
so  wishes,  has  the  courage  of  his  convictions,  and 
the  facts  to  persuade  the  committee  members  that 
he  is  right.  The  reference  committees,  composed 
of  mature,  conscientious  FMA  members,  reviewed 
all  matters  assigned  them,  including  new  resolu- 
tions presented  by  county  societies  and  all  busi- 
ness taken  up  in  the  preceding  twelve  months  by 
the  Board  of  Governors.  Any  member  of  the  FMA 
may  attend  these  hearings  and  I’ve  never  seen  a 
reference  committee  refuse  to  listen  to  anyone  who 
wished  to  speak  on  a subject.  On  completing  these 
hearings,  the  committee  then  sits  in  executive  ses- 
sion and,  item  by  item,  reviews  again  all  pros  and 
cons  on  each  matter.  Facts  and  opinions  are 
carefully  weighed  in  order  that  recommendations 
can  be  made.  Typed  and  mimeographed,  these 
reports  are  then  given  to  the  delegates  to  read 
at  their  leisure  prior  to  the  next  meeting  of  the 
House  of  Delegates.  At  the  second  and  third  ses- 
sions of  the  House,  before  this  body  the  transac- 
tions of  these  committees  are  then  read  by  their 
chairman.  Should  any  delegate  wish  to  take  issue 
with  an  opinion  presented  by  the  committee,  he 
can  obtain  the  floor  to  challenge  the  committee 
and  reverse  its  recommendations  if  he  can  con- 
vince a majority  of  the  House  that  he’s  right. 
Every  submitted  resolution  and  every  transaction 
of  business  is  thus  gone  over  carefully  by  the 
House  for  approval. 

At  the  annual  meeting  of  Blue  Shield  Thurs- 
day morning,  the  reports  of  the  actions  of  the 
Board  of  Governors  were  approved  by  the  mem- 
bers present  with  the  exception  of  three  contro- 
versial points;  these  pertaining  to  Blue  Shield 
policies,  not  explicitly  denoting  to  the  patient 
that  the  fee  to  the  doctor  was  not  more  or  less 
than  his  usual  and  customary  fee.  To  conserve 
time,  Leo  Wachtel,  treasurer,  was  asked  to  be 
factual  and  nonhumorous  in  his  report.  He  men- 
tioned that  some  $28,714,682  was  paid  in  claims 
for  physicians’  services  during  1970,  the  25th  year 
of  operation  and  that  the  enrollment  of  sub- 
-scribers  was  1,304,487.  On  the  Board  of  Direc- 
tors, there  are  thirteen  practicing  physicians  and 
nine  laymen.  Five  of  these  thirteen  are  past  FMA 
presidents. 

One  matter  of  information  presented  by  the 
Council  on  Scientific  .Activities  was  a resume  of 


students  graduated  by  our  two  medical  schools 
Of  536  graduated  from  the  University  of  Floridej 
College  of  Medicine  since  1960,  121  are  practicin°| 
in  Florida  and  of  this  number,  44  are  in  genera!  i 
practice.  Since  the  opening  of  the  University  ofj  i 
Miami  School  of  Medicine,  929  students  have  j 
graduated  and  out  of  497  practicing  in  Florida,; 
one  of  every  four  is  in  general  practice. 

Dr.  Luis  Perez,  given  the  .A.  H.  Robins  Award  I 
for  outstanding  community  service,  told  of  how  ' 
Fidel  Castro  taught  him  that  communism  easily' 
can  take  over  when  the  citizens  become  apathetic,  i 
and  lose  interest  in  the  governing  of  their  country. 
He  urged  us  not  to  let  the  apathy  of  doctors  allow 
our  government  to  take  over  the  control  of 
medicine. 

.At  the  President’s  reception,  Jim  Cook  and 
his  wife,  Lillian,  with  Floyd  Hurt  and  his  wife, 
Veronna,  were  greeted  by  their  many  friends. 
The  ladies  were  all  beautifully  dressed  for  the  oc- 
casion and  especially  so  was  our  full  time  office 
staff  from  Jacksonville.  Sam  Day  had  on  the 
brightest  coat  but  it  was  a toss  up  between 
Richard  Dever  and  Gene  Peek  as  to  who  had  on 
the  most  colorful  pants.  Jere  Annis  had  the  most 
ribbons  on  his  badge,  one  indicating  his  member- 
ship in  the  Florida  Society  of  Internal  Medicine, 
one  as  FM.A  past  president  and  one  for  AM.A 
delegate. 

The  girlie  show  was  great  but  the  liveliest  show 
girl  at  the  meeting  was  Bennie  Spanjers  who,  ad- 
dressing the  House  of  Delegates,  made  an  inspir- 
ing address,  telling  us,  “no  one  is  more  on  your 
side  than  the  .Auxiliary.”  The  swimming  pool  had 
a sign  saying,  “Closed,  dangerous  chemicals  being 
added,”  whenever  there  was  a time  to  escape  from 
meetings.  The  ocean  was  not  so  marked  and  that’s 
w'here  a few  exercised  before  7 a.m.  At  this  time 
of  day  you  could  also  see  Bennie  and  Arnold 
Spanjers  “on  the  run”  up  and  down  the  beach. 
The  coolest  spots  in  the  hotel  were  the  bars  but 
the  conference  rooms  were  always  crowded  at 
every  lecture. 

The  weather  was  lovely,  the  food  excellent 
and  friendly  Ed  Eicher  saw  to  it  that  every  possi- 
ble facility  and  service  of  the  Americana  was 
available  for  FM.A  members  and  their  guests.  It 
w'as  a fine  meeting.  If  you  missed  it,  you’ll  find 
all  the  details  in  your  July  Journal. 

C.M.C. 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  vjas  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  ha? 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  Is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 

. . NATIONAL  ASSOCIATION  OF  PRIVATE 
’SYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

-Hill  Crest  it  fully  accredited  by  the  Joint 
Commtssion  on  Accreditation  of  Hospitals  and 
IS  also  approved  for  Medicare  patients. 


C/t62t 

HOSPITAL 

8IRMINCHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
eonflict 
reported  4 


VhSODlUW 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  seven 
investigators^'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  deni 
onstrated  both  by  objective  measurement^'^  and  observation  of  clinical  improvement.’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascula 
diseases,  thromboangiitis  obliterans  {Buerger’s  disease),  Raynaud’s  disease,  postphlebiti 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteri( 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  m| 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immi 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pa 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detai 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1 
Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  Med.  Ass.  5^:1021-1023  (July)^  196 
(2)  Clarkson,  I.  S.,  and 
G.  E.,  and  Johnson,  P.  C 
(4)  Dhrymiotis,  A.  D., 

3^:124-128  (April)  196: 

/5:82-87  (Feb.)  1964. 


.ePere,  D.  M. : Angiology  77  :190-192  (June)  1960.  (3)  Horto 
Jr. : Angiology  75:70-74  (Feb.)  1964. 

nd  Whittier,  J.  R. : Curr.  Ther.  Res.  lUIIIQn  fTI  iTiWlI 
(5)  Whittier,  J.  R. : Angiology  Iwllirtll  1 1 1 1 1 1 hi  1 1 
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ORGANIZATION 


Floyd  K.  Hurt,  M.D. 
95  th  President 


Eight  years  ago  at  the  annual  meeting,  Dr. 
'loyd  K.  Hurt  of  Jacksonville  was  nominated 
or  the  office  of  Secretary-Treasurer  of  the  Florida 
viedical  Association  by  Dr.  Edward  Jelks  of  Jack- 
onville,  a member  of  the  House  of  Delegates  from 
^uval  County.  There  were  no  other  nominations. 

Dr.  Jelks’  address  was  brief.  Before  he  enu- 
.nerated  the  more  pertinent  of  Dr.  Hurt’s  respon- 
ibilities  in  organized  medicine,  he  stated:  “Two 
’ears  before  he  went  into  the  military  service, 
|’"loyd  Hurt  practiced  roentgenology  in  Florida. 
Te  served  three  years  . . . and  at  his  young  age 
ivas  made  chairman  of  the  roentgenological  depart- 
nent  of  the  station  hospital  at  Bolling  Field.  This 
'.vas  done  . . . because  he  had  the  ability  to  lead.” 

The  University  of  Virginia  School  of  Medicine 
(inferred  the  degree  of  Doctor  of  Medicine  up- 
pn  him  in  1935  and  Dr.  Hurt  immediately  began 
■1  two  year  rotating  internship  at  the  Duval  Coun- 
jty  Hospital  in  Jacksonville.  This  completed,  he 
ireturned  to  the  University  as  assistant  instructor 
|in  pathology;  this  then  provided  him  a slightly 
more  than  meager  salary,  and  on  the  philosophy 
that  two  can  live  as  cheaply  as  one,  he  persuaded 
Miss  Veronna  Griffin  of  Blountstown,  Florida  to 
become  his  wife.  After  a residency  in  radiology  at 
Duke  Hospital  he  came  back  to  Jacksonville  and 
lentered  private  practice  in  1940,  that  year  be- 
coming a member  of  the  Florida  Medical  Asso- 
I elation. 

At  the  May  1970  annual  meeting.  Dr.  Thad 
Moseley  of  Jacksonville,  presented  the  principal 
address  nominating  Dr.  Hurt  as  President-Elect 
of  the  Association.  Since  Dr.  Hurt’s  curriculum 
vitae  had  been  circulated  to  the  delegates.  Dr. 
Moseley  was  relieved  of  the  recitation  of  vital 
statistics  and  previous  responsibilities.  More  phil- 
josophical  than  Dr.  Jelks’  had  been,  his  remarks, 
however,  contained  similar  thoughts.  He  closed 
I with  the  statement:  “With  the  insight  Floyd  has 
displayed  and  with  his  manifest  ability,  he  can 
bring  further  honor  ...  to  the  physicians  of  our 
! state  as  president  of  the  Florida  Medical  Associa- 
j tion,  and  in  this  position  deal  intelligently  and 
E with  honor  in  adjustments  . . . which  we  as  physi- 
j cians  might  need.” 

In  addition  to  Secretary-Treasurer,  Dr.  Hurt 
i has  been  chairman  of  the  Association’s  Council  on 
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Medical  Economics,  and  Committees  on  Members 
Insurance  and  on  Florida  Investment  Trust.  A 
past  president  of  the  Duval  County  Medical  So- 
ciety and  of  the  Florida  Radiological  Society,  he 
served  as  a director  of  Blue  Shield  for  nine  years 
and  as  treasurer  for  three  years.  He  is  a Fellow 
of  the  American  College  of  Radiology,  and  a mem- 
ber of  the  Radiological  Society  of  North  America, 
Inter-American  College  of  Radiology,  American 
Medical  Association  and  American  Physicians  Art 
Association.  He  has  been  a steward  in  the  Avon- 
dale Methodist  Church  in  Jacksonville  since  1946 
and  served  on  the  board  of  Jacksonville  Art 
Museum.  His  hobbies  are  golf  and  jogging,  having 
steadily  lowered  his  time  for  the  mile  to  a near 
record  for  this  area.  For  the  past  ten  years  he  has 
been  dabbing  in  oils,  having  been  described  as  a 
locally  renown  amateur  artist.  Of  late  he  has  been 
trying  his  skills  in  other  media  and  has  contrib- 
uted to  and  won  several  awards  at  the  annual 
FMA  Auxiliary  .Art  shows.  Little  known  about 
Dr.  Hurt  was  a two  year  hitch  in  the  Merchant 
Marines  before  entering  medical  school  when  he 
sailed  to  the  Pacific,  stopping  at  Samoa  to  admire 
the  home  and  grave  of  Robert  Louis  Stevenson. 
Dropping  anchor  at  Pitcairn  Island,  he  talked  with 
descendants  of  “Mr.  Christian”  who,  through 
inbreeding  and  malnutrition  w’ere  short  and  exhib- 
ited many  external  congenital  abnormalities. 

Following  the  nomination  there  were  five  sec- 
onding speeches  expressing  official  approval  of  Dr. 
Hurt  as  President-Elect.  He  told  the  delegates 
how  much  he  appreciated  the  honor  shown  him 
and  then  stated:  “Even  though  we  have  differ- 
ences of  opinion  in  our  House,  let  us  not  continue 
the  debates  we  have  had  here.”  The  speech  had 
57  words. 

Sunday  morning.  May  9,  a year  later,  in  a 
simple  and  brief  ceremony.  Dr.  Hurt  became  the 
95th  President  of  the  Florida  Medical  Association. 
The  reticent  radiologist  born  at  Marion,  Virginia, 
whose  family  includes  two  daughters,  Robbie  Jean 
Mitchell  and  Caroline,  has  practiced  his  specialty 
in  Jacksonville  31  years,  less  three  spent  at 
Bolling  Field  Air  Force  Hospital  near  Washing- 
ton, D.C.,  and  had  held  his  first  recorded  office  in 
organized  medicine  25  years  previously — treasurer 
of  the  Duval  County  Medical  Society. 
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F.  R.  M.  P. 


The  Directors  of  the  Florida  Regional  Medical 
Program,  Inc.,  (FRMP)  went  to  the  Florida 
Medical  Association  last  month  with  a request 
for  the  preparation  of  a report  of  health  problem 
areas  as  seen  by  Florida  physicians  and  to  propose 
activities  considered  appropriate  by  the  FRMP  to 
pursue  in  solving  these  problems. 

The  decision  to  invite  renewed  FMA  guidance 
evolved  from  a wide-ranging  and  frank  discussion 
at  the  April  24  Board  meeting  in  Orlando.  The 
Directors  declared  they  sought  to  provide  a pro- 
gram which  practicing  physicians  of  Florida  want 
and,  most . importantly,  will  use.  They  debated 
such  questions  as  ( 1 ) whether  Regional  Medical 
Programs  generally  have  shifted  from  their  origi- 
nal design ; ( 2 ) what  is  the  role  of  Regional  Medi- 
cal Programs  in  the  changing  health  care  situa- 
tion; (3)  do  current  projects  and  activities  con- 
tribute to  the  RMP  mission;  (4)  is  the  money 
invested  in  these  projects  and  activities  bringing 
an  appropriate  return  in  results;  (5)  why  is 
there  an  apparent  reluctance  on  the  part  of  prac- 
ticing physicians  to  participate  and  (6)  how  to 
allay  the  suspicions  of  physicians  who  instinctively 
shrink  from  anything  smacking  of  a federal 
management? 

First,  the  Directors  considered  calling  upon 
their  own  Executive  Committee  to  conduct  an 
evaluation  of  FRMP.  Then  it  was  suggested  that 
a broader  approach  might  be  more  productive  by 
bringing  to  light  the  real  needs  and  desires  of 
the  practicing  physicians.  One  Director  noted  that 
“you  can’t  force  knowledge  on  the  man  who  does- 
n’t want  it,”  arguing  that  it  would  be  more  prac- 
tical to  provide  a desired  program  than  to  “try 
to  sell  a reluctant  physician  a course  he’s  not  in- 
terested in  taking.” 

Dr.  Emanuel  M.  Tapper,  Dean  of  the  Uni- 
versity of  Miami  School  of  Medicine,  a member 
of  the  original  DeBakey  Commission  that  helped 
design  the  original  Heart  Disease,  Cancer  and 
Stroke  proposal  stated  that  the  committee’s  origi- 
nal purpose  was  “to  bring  the  fruits  of  scientific 
research  to  the  sick  pverson  by  whatever  means 
possible,”  and  that  somehow  FRMP  should  re- 
direct its  course  to  that  end. 

Dr.  Jim  Hirschman  of  Miami  reminded  the 
Directors  that  inequities  in  health  care  do  exist 
and  perhaps  it  was  the  duty  of  the  Board  to  de- 
termine what  these  are  and  what  can  be  done 
about  them.  Emanuel  Suter,  Dean  of  the  Uni- 


versity of  Florida  College  of  Medicine,  agree! 
that  much  dissatisfaction  with  RIMP  has  a hi;' 
toric  basis,  probably  resulting  from  the  origin;' 
idea  that  there  would  be  astronomical  funds  avai 
able  for  the  asking.  Now  it  is  time  for  some  re 
thinking,  he  said.  The  State  Director  of  FRMI 
Granville  W.  Larimore,  M.D.,  of  Tampa,  aske 
to  comment  on  the  discussion,  reviewed  the  his' 
toric  difficulties  and  outlined  the  dilemma  of  rei 
gional  medical  programs  today,  particularly  i)' 
view  of  the  indecision  in  Washington  as  to  thei 
role  in  the  national  health  picture.  He  said  tha 
a planning  period  of  a year  or  a year-and-a-hal 
would  have  been  the  ideal  way  to  institute  a re 
gional  medical  program  but  instead,  quite  sudden 
ly,  the  program  found  itself  with  operational  proj 
ects  to  conduct  concurrently  with  planning. 

The  verbal  environment  remained  harmonious' 
in  spite  of  many  remarks  criticizing  P'RMP  a;' 
having  failed  to  fulfill  its  primary  mission.  Dr 
H.  Phillip  Hampton,  chairman,  summed  up  the 
meeting  with  the  statement  that  new  directions! 
for  RMP  are  in  the  offing,  notably  in  the  de- 
livery of  health  care. 

In  other  business,  the  FRIVIP  welcomed  Dr 
Jere  W.  Annis,  as  a new  member,  succeeding  W. 
Harold  Parham,  executive  vice  president  of  FMA, 
who  had  completed  his  second  term  as  a member. 

Directors  elected  to  membership  M.  Lee  Bent-i 
ley,  Tampa  Banker,  succeeding  Baya  Harrison, 
St.  Petersburg  Attorney,  who  resigned  as  public 
representative  on  the  Board. 

The  Board  approved  the  revised  (reduced) 
budget  of  $1,355,000  for  the  FRMP’s  current 
year,  authorizing  the  State  Director  to  make 
adjustment  among  projects  and  Core  with  savings 
that  might  accrue  during  the  year. 


Take  care  with  the  beginning  of  friendship, 
for  the  end  will  always  manage  itself. 

James  Lytton 
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Southern  Medical 
Association 

Cordially  Invites 
All  Florida  Physicians 
To  Attend  The 

65  th 

ANNUAL  MEETING 

NOVEMBER  1-4,  1971 
HOTEL  FONTAINEBLEAU 

A complete  scientific  meeting — twenty-one  specialty 
sections  sharing  a unique  inter-disciplinary  experience. 

NO  REGISTRATION  FEE 

For  information  contact:  SOUTHERN  MEDICAL  ASSOCIATION.  2601  Highland  Avenue.  Birmingham.  Alabama  35205 


FLORIDA  M.A./JUNE,  1971 


49 


A COMPLETE  BUSINESS  SERVICE 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORUNDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 


• FOR  THE  MEDICAL 

I AND  DENTAL 

5 PROFESSIONS 

b 

\ PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 


call  446-0487  direct  line 
to  Tampa  office 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W Neville.  Jr..  M D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Dean's  Page 


Editor’s  ^ote:  This  is  a feature,  beginning  with  the  May  issue,  which  will  add  one  more  chore  to  the  already 

overworked  physician  heading  each  of  our  medical  schools.  This  will  be  a monthly  page  to  which  they  have  agreed 
to  contribute  at  quarterly  intervals  in  order  to  improve  communications  between  our  centers  of  learning  and  the  prac- 
ticing physicians.  It  is  hoped  that  this  will  work  advantageously  to  all  concerned. 


The  Importance  of  the  Health  Team  Concept 

Emanuel  Suter,  M.D. 


With  the  rapid  development  of  new  knowl- 
edge and  its  incorporation  into  practice,  medicine 
is  undergoing  constant  change.  The  rapidity  of 
these  changes  and  their  effectiveness  in  regard 
to  improvement  of  patient  care  is  dependent 
mainly  upon  the  practicing  physician.  The  phy- 
sician, on  one  hand  who  attempts  to  stay  abreast 
of  new  scientific  discoveries  relevant  to  medicine 
and  to  incorporate  these  into  patient  care  practice 
frequently  is  overtaxed  and  unable  to  deal  effec- 
tively with  these  problems.  On  the  other  hand, 
medical  schools  have  been  singularly  unsuccessful 
and  ineffective  in  assisting  the  physicians  in  this 
process  of  renewal.  Part  of  this  impasse  stems 
from  ignorance  of  the  optimal  methodology  suit- 
able for  continuing  education,  but  it  also  is  due 
to  a lack  of  communication  between  physicians 
and  medical  school  faculties  as  to  the  real  needs 
of  physicians  and  their  desires  for  continued  learn- 
ing. Of  some  additional  importance  is  the  lack  of 
funding  available  to  medical  schools  for  these  ef- 
forts. Nevertheless,  most  informed  physicians  and 
medical  school  faculties  recognize  the  importance 
of  continuing  education  of  the  physician  as  a com- 
ponent of  the  total  effort  toward  optimal  patient 
care. 

The  total  resources  in  our  state  of  physicians, 
medical  school  faculties  and  other  agencies  pos- 
sibly could  be  utilized  to  maximum  advantage  if 
an  organization  such  as  the  Florida  Regional 
Medical  Program  could  assume  a leadership  role 
in  the  continuing  educational  process.  FRMP, 
which  is  composed  of  representatives  of  orga- 

Dr.  Suter  is  the  Dean,  University  of  Florida  College  of 
Medicine,  Gainesville. 


nized  medicine,  medical  schools,  other  health 
professions,  health  agencies,  and  the  consumer, 
seems  ideally  suited  to  play  such  a role.  The  cen- 
tral staff,  working  in  close  collaboration  with  the 
Florida  INIedical  Association,  could  undertake  a 
survey  as  to  the  actual  educational  needs  of  prac- 
ticing physicians  who'  are  attempting  to  improve 
patient  care.  Subsequently,  FRMP  could  engage 
the  educational  institutions,  particularly  the  exist- 
ing medical  schools  to  organize  and  implement 
suitable  educational  programs.  Representation  by 
other  health  professions  in  FRIMP,  as  well  as  in 
the  medical  school  setting,  would  permit  the  devel- 
opment of  a broader  continuing  education  program 
affecting  all  health  professions  and  promulgating 
the  importance  of  the  health  team  concept. 

If  this  seems  a realistic  suggestion,  then  it 
becomes  most  important  for  the  membership  of 
FMA  and  all  practicing  physicians  to  identify 
strongly  with  FRMP  and  empower  this  program 
to  work  with  them  in  accomplishing  these  objec- 
tives. It  should  be  emphasized  that  the  original  in- 
tent of  the  legislation  establishing  the  Regional 
Medical  Programs  was  to  bring  the  accomplish- 
ments of  the  medical  sciences  to  patient  care 
through  the  education  of  the  physician.  It  is  quite 
possible  that  such  a single  objective  will  make  it 
possible  for  the  state  of  Florida  to  have  a Regional 
Medical  Program  that  is  embraced  by  all:  the 
physicians,  all  health  professions,  the  patient,  the 
health  agencies,  and  the  medical  school  faculties. 

^ Dr.  Suter,  University  of  Florida  College  of  Medi- 
cine, Gainesville  32601. 
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General  News 


Dr.  Scott  Assumes  Presidency  of  ASCC 

Joseph  W.  Scott,  hl.D.,  of  :\Iiami,  has  assumed  the  presidency  of  the  American  Society  for  Col- 
poscopy and  Colpomicroscopy  succeeding  the  late  Dr.  Tom  Ball. 

Dr.  Scott  received  his  i\I.D.  degree  from  the  University  of  iVIaryland  in  1942,  is  a member  of  the 
Dade  County  Medical  Association  and  the  Florida  ^Medical  Association.  He  is  a Diplomate  of  the 
.American  Board  of  Obstetrics  and  Gjmecology  and  is  a founding  member  of  the  ASCC. 


Association  of  University  Anesthesiologists 

Frank  Moya,  M.D.,  of  Miami,  has  been  named  president-elect  of  the  Association  of  University 
.\nesthesiologists. 

Dr.  hloya  is  professor  and  chairman  of  the  Department  of  Anesthesiology  at  the  University  of 
Miami  School  of  IMedicine.  He  is  a member  of  the  Dade  County  ^ledical  Association  and  the  Flor- 
ida Medical  Association. 

IMembership  in  the  elite  association  Dr.  Moya  will  head  is  limited  to  100  persons.  It  was  found- 
ed in  1953  by  Emanuel  ]\I.  Papper,  IM.D.,  now  the  dean  of  the  medical  school  and  vice  president  for 
medical  affairs  at  the  University  of  Miami. 


Medical  Art  Competition 

Two  Floridians  have  been  named  prize  winners  in  the  1971  SAMA-Eaton  Medical  Art  Award 
Competition. 

Charles  W.  Israel,  jM.D.,  placed  third  in  photomicrography  in  the  medical  student-house  staff 
division.  The  same  award  in  the  professional  di\dsion  went  to  Joseph  Goren.  Both  are  associated  with 
the  Bascom  Palmer  Eye  Institute  in  iMiami. 

The  competition  has  been  sponsored  every  year  since  1958  by  the  Student  American  ^ledical 
Association  in  cooperation  with  Eaton  Laboratories  of  Norwich,  New  York.  The  program  intends 
to  stimulate  the  use  of  graphics  in  medical  communication. 


AMA  Dues  Exemption 

Inquiries  are  common  regarding  the  dues  status  of  senior  physicians. 

An  AMA  member  is  eligible  for  dues  exemption  when  he  reaches  70  years  of  age;  however,  such 
a member  is  not  entitled  to  receive  any  AIMA  publication  other  than  by  subscription. 

Each  year,  the  Florida  Medical  Association  sends  a notice  to  members  who  have  reached  the  age 
of  70  advising  them  of  their  right  to  a waiver  of  dues.  Requests  for  dues  exemption  must  be  trans- 
mitted to  AMA  through  the  Florida  Medical  Association. 

FIMA  has  a generally  similar  dues  exemption  provision,  except  that  the  Board  of  Governors  must 
approve  all  such  requests. 


Nursing  School  Deans  Study  Health  Care  Delivery 

Deans  of  schools  of  nursing  are  combining  concern  for  the  people’s  health  with  acceptance  of 
responsibility  for  improving  the  delivery  of  health  care,  according  to  the  American  Association  of 
Deans  of  College  and  University  Schools  of  Nursing.  The  130  member  deans  will  try  to  find  and 
test  means  by  which  nurses  may  make  quality  health  care  accessible  to  the  public  at  reasonable  cost 
as  they  work  with  other  health  professionals. 

The  deans  state  they  will  examine  their  educational  programs  critically  in  order  to  ensure  that 
graduates  are  prepared  to  deliver  the  level  of  care  to  which  the  people  are  entitled. 

The  nine  percent  reduction  in  federal  funds  for  nursing  education  in  fiscal  year  1972  will  curtail 
the  number  of  professional  nurses  and,  thus,  adversely  affect  the  deliverj"  of  health  care,  they  maintain. 
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AM  A Meeting,  June  20-24 

An  attendance  of  32,500  is  anticipated  for  the  120th  annual  convention  of  the  American  Medical 
Association  in  Atlantic  City,  N.J.,  June  20-24.  Headquarters  for  the  convention,  and  the  scene  of  the 
sessions  of  the  policy-making  House  of  Delegates,  will  be  Chalfonte-Haddon  Hall  Hotel. 

Dr.  Wesley  W.  Hall  of  Reno,  Nev.,  will  take  office  as  president  of  AMA,  succeeding  Dr.  Walter 
Bornemeier  of  Chicago.  .A  new  president-elect  and  other  officers  will  be  elected  to  serve  during  the 
coming  year. 

The  scientific  program  will  be  conducted  at  Atlantic  City  Convention  Hall,  which  also  will  house 
the  e.xhibits.  Each  of  the  23  major  scientific  sections  will  conduct  scientific  programs. 


17th  Annual  Southern  OB-Gyn  Seminar 

The  17th  Annual  Southern  Ob-Gyn  Seminar  will  be  held  at  Asheville,  N.C.,  August  1-6,  at  the 
Grove  Park  Inn. 

Faculty  includes  Dr.  Bayard  Carter  and  Dr.  Roy  Parker  of  Duke  University;  Dr.  Charles 
Hendricks  and  Dr.  Robert  Ross  of  North  Carolina  University;  Dr.  Robert  Greenblatt  of  Georgia; 
Dr.  Ed  Tyler  of  Los  Angeles;  Dr.  Don  McEwen  of  Canada,  and  Dr.  Abe  Mickal  of  New  Orleans. 

For  Information  write:  Dr.  George  Schneider,  Ochsner  Clinic,  1514  Jefferson  Highway,  New 
Orleans,  La.  70121. 


Fellows  of  IMA 

Two  Florida  physicians  were  among  47  doctors  from  throughout  the  country  who  were  installed 
as  Fellows  of  the  Industrial  Medical  Association,  during  the  56th  Annual  Meeting  in  Atlanta  on  April 
21.  The  Floridians  are  Dr.  Joseph  A.  Baird  of  Bradley  and  Dr.  Julio  R.  Serrano  of  Miami,  both 
members  of  the  Florida  Medical  Association. 


TUCKER  HOSPITAL  INC. 


212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


Weir  M,  Tucker,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 


Catherine  T.  Ray,  M.D. 
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Reprinted  from 


The  Physician  as  an  Insurer 

Jere  W.  Annis,  M.D. 


There  is  no  compelling  reason  to  attack  the 
health  care  delivery  problem  by  reversing  the  roles 
of  the  parties  involved. 

Everyone,  politicians,  government  officials  and 
the  news  media  are  banging  the  panic  button  for 
the  newly  discovered  crisis  in  medical  care.  They 
are  unearthing,  refurbishing,  embellishing  and 
dramatizing  facts  of  life  which  have  been  present, 
and  improving  steadily  throughout  the  ages.  They 
have  discovered  that  everyone  in  this  country,  and 
to  an  even  greater  extent,  in  the  world,  is  not  get- 
ting ideal  medical  care.  The  headline  appeal  of 
this  exposure  is  rivaled  only  by  its  political  vote- 
getting potential. 

Philosophers  and  healers 

Predictably,  as  with  any  new  national  obses- 
sion, expertise  abounds,  and  experts,  themselves, 
are  coming  out  of  the  woodwork  from  every  disci- 
pline. It’s  been  a field  day  for  conjecture,  arm- 
chair philosophy  and  fantasy.  .\nd  speculation  has 
been  uninhibited  by  constricting  budgets,  realism 
or  even  the  sobering  basic  data  necessary  for  an 
understanding  of  it  all. 

So  it’s  not  really  surprising  that  insurance 
organizations  have  been  projected  into  planning 
for  the  delivery  of  health  care,  that  physicians 
have  been  suddenly  qualified  as  actuaries  and  in- 
surance experts,  and  that  government  officials 
have  emerged  as  the  philo.sophers,  financiers,  and 
healers  particularly  well  qualified  for  transform- 
ing an  impossible  dream  into  a practical  panacea. 

.\  tremendous  explosion  in  medical  knowledge 
and  technology  has  taken  place  during  the  past 
several  decades.  There  is  no  question  in  any 


Dr.  Annis  has  practiced  internal  medicine  at  the  Watson 
(Millie  in  Lakeland,  Florida  since  1938  and  has  been  a managing 
partner  since  195  4.  He  is  CMiairman.  Medical  Advisory  Com- 
mittee, University  of  Florida;  a Delegate  to  the  .\nierican  Medi- 
cal Association;  Past-President  of  the  Florida  Medical  Associa- 
titin;  Past-Director  and  Vice  President  of  Blue  Shield  of 
Florida.  Inc.,  and  Past-President  of  the  American  Association 
of  Medical  (Minics.  Dr.  Annis  is  the  author  of  more  than  a 
dozen  professional  papers,  collaborating  editor  of  two  professional 
bonks  and  co-au*hor  of  a novel. 


thoughtful  person’s  mind  that  better  answers  are 
now  available  to  many  medical  problems  than 
ever  before.  There  are  also  potentially  many  more 
applications  for  our  professional  armamentarium 
than  have  been  present  in  the  past.  Neither  is 
there  any  doubt  in  this  same  thoughtful  person’s 
mind  that  more  people  are  getting  better  medical 
care  today  than  they  ever  have. 

Certainly,  we  need  more  sophistication,  more 
efficiency  and  more  effectiveness  in  the  application 
of  our  medical  technology.  Just  as  certainly,  we 
will  always  need  these  things.  We  are  making 
steady  progress  in  this  aspect  of  medicine.  We 
should  lend  our  every  effort  to  insuring  that  this 
progress  continues  and  accelerates. 

But,  we  must  be  realists.  We  must  realize  that 
education,  environment,  ecology  and  patient  moti- 
vation are  important  factors  in  securing  adequate 
health  care  and  we  must  try  to  improve  all  these. 

A matter  of  logic 

There  would  seem  to  be  no  compelling  logic 
in  attacking  the  health  care  delivery  problem  by 
reversing  the  roles  of  the  various  people  involved 
— qualifying  the  physician  as  an  insurer  or  the 
insurance  company  as  the  deliverer  of  health  care. 

Instead,  it  might  be  more  logical  to  charge 
.America’s  physicians  simply  with  the  obligation 
of  producing  the  maximum  quantity  of  the  highest 
quality  medical  care  of  which  the  profession  is 
capable.  Insurance  companies  and  their  actuaries 
should  be  charged  with  establishing  a premium 
that  would  cover  the  cost  of  this  care  when  paid 
for  on  the  basis  of  usual,  customary  and  reason- 
able fees. 

It  certainly  seems  unreasonable  to  inject  the 
physician  into  the  insurance  business  to  the  extent 
that  his  capitation  fees  provide  him  with  a bu'ilt-in 
incentive  to  render  as  little  care  as  po.ssible  to  as 
few  people,  or  to  defer  necessary  surgery,  hospi- 
talization, and  even  investigative  procedures,  be- 
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cause  of  the  economic  advanta{i;e  to  the  physician. 
In  other  words,  he  should  not  be  made  to  treat 
his  panel  or  his  regiment  rather  than  his  individ- 
ual patient. 

Distributed  mediocrity 

Herein  lies  the  basic  difference  between  the 
philosophy  of  the  socialist  and  the  physician.  The 
socialist  is  concerned  with  society  at  large,  but 
not  with  its  component  individuals.  He  is  con- 
cerned with  the  masses  and  the  general  averages 
rather  than  people.  The  physician  is,  and  always 
has  been,  involved  in  an  intensely  personal  rela- 
tionship with  one  individual  and  only  secondarily 
with  society. 

Although  there  are  things  to  be  said  for  both 
■points  of  view,  it  is  pretty  obvious  which  propo- 
'nent  you  and  I would  choose  to  attend  us  when 
we  are  sick.  The  socialist  is  intent  upon  providing 
■ an  even  distribution  of  mediocrity — the  physician 
[with  achieving  the  highest  degree  of  excellence 
j for  his  patient,  and  in  out-performing  all  others 
< in  this  specific  event.  Here,  equality  and  excel- 
I lence  are  mutually  exclusive  terms.  We  must  make 
I a choice. 

! Other  fundamentals 

I 

I Certain  other  basic  fundamentals  have  been 
I overlooked  in  the  cavalier  attitude  with  which 
j many  approach  the  problem  of  national  health  in- 
j surance.  The  first,  quite  obviously,  is  can  we,  as 
1 a country,  afford  the  ideal  preventive  and  thera- 
j peutic  medical  care  that  we  could  wish  for  every 
I person  in  the  United  States? 

The  answer  seems  equally  obvious.  We  can- 
I not,  any  more  than  we  can  afford  ideal  education, 
j diet,  culture,  clothing  or  environmental  surround- 
ings. It  may  be  a sad  fact,  but  it’s  true.  Perhaps 
we  must,  for  at  least  the  foreseeable  future,  con- 
I tinue  to  bend  our  major  medical  efforts  toward 
j treating  those  who  are  already  ill  rather  than  the 
I enticing  philosophical  concept  of  practicing  exclu- 
I sively  preventive  medicine. 

I We  can’t  afford  it,  and  frankly,  as  physicians, 

I we’re  not  that  good  at  it.  Certainly,  we  need  to 
: practice  it  insofar  as  is  practical,  but  here  again 
: we  must  be  realists,  particularly  if  we  can’t  afford 
i the  whole  package. 

I .^n  ethereal  myth  that  pervades  the  fuzzy  and 
I utopian  atmosphere  surrounding  many  dreamers 
[ and  demagogues  is  that  insurance  somehow  de- 
! creases  the  cost  of  a service.  Insurance  doesn’t 
I reduce  the  cost  of  anything.  It  almost  invariably 
I enhances  it,  even  though  it  spreads  it  more  evenly 
j over  a larger  base.  The  individual  demands  must 


be  unpredictable  for  events  to  be  profitably  insur- 
able, just  as  the  total  utilization  must  be  predict- 
able and  controllable. 

The  demand  certainly  is  not  unpredictable 
if  we  allow  everyone  a routine  physical  examina- 
tion each  year,  and  there  is  no  sense  insuring 
against  it.  We  may  save  in  anticipation  of  a 
predictable  cost,  but  it  hardly  comes  under  the 
definition  of  “insurance”  if  we  know  that,  like 
Christmas,  it’s  going  to  occur  on  a regular  basis. 
.And,  we  certainly  can’t  afford  an  open-end  prepaid 
program,  in  which  everyone  can  have  all  the  medi- 
cal care  that  he  may  need  or  be  able  to  use. 

A passport  to  poverty 

To  ask  a physician,  through  an  HMO  or  any 
similar  organizational  nightmare,  to  predict  and 
then  underwrite  the  amount  of  medical  care  his 
small  group  of  patients  will  need  during  a year, 
is  to  invite  him  to  control  the  care  that  they  get. 
It  insures  the  fact  that  the  care  will  be  inexpen- 
sive, phy.sician-oriented  and  of  a quality  just  suf- 
ficient to  keep  him  within  the  limits  of  his 
contract. 

It  is  a passport  to  professional  poverty  if  one 
ever  was  written.  It  poses  a conflict  of  interest 
and  a lack  of  incentive  that  will  forever  level 
those  peaks  of  medical  excellence  which  exist  so 
frequently  and  so  generally  in  our  country.  It  is  a 
brand  of  military  medicine  which,  while  reason- 
ably effective  for  the  controlled  age  span  of  the 
normal,  healthy  soldier  or  the  well-baby  clinic,  is 
far  from  attractive  to  the  varied  range  of  age, 
health  and  background  of  our  general  population. 

.All  of  the  old  ideas  about  the  delivery  of  medi- 
cal care  which  evolved  gradually  over  the  years 
are  not  bad.  I am  sure  they  can  be  improved.  I 
am  equally  sure  that  they  do  not  need  to  be  ex- 
ploded. Let’s  let  physicians  practice  medicine,  and 
the  government  underwrite  the  insurance  com- 
panies for  those  patients  who  are  unable  to  carry 
their  own  insurance. 

Let’s  keep  the  whole  project  on  a realistic  and 
fiscally  sound  basis,  with  each  discipline  stimulated 
to  do  its  own  thing — the  thing  it  does  best — and 
to  keep  striving  to  do  it  better  than  it  has  ever 
been  done  before.  Such  an  approach  would  seem 
bound  to  produce  better  results  than  those  at- 
tained by  each  of  us  trying  to  play  the  other  fel- 
low’s game.  .After  all,  we  are  professionals.  Let’s 
act  like  it. 

► Dr.  .Annis,  Watson  Clinic,  Lakeland  33802. 

Ueprinted  from  (iruup  Practice,  February  1971. 
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Actions  and  Inactions 


Although  officers  of  the  Broward  County  Medi- 
cal Association  are  members  of  the  establishment, 
they  do  not  follow  a prescribed  pattern  but  try 
to  make  justified  changes  within  our  organization 
and  at  higher  echelons  of  organized  medicine. 
They  do  not  hesitate  to  make  waves. 

The  A.M.A.’s  inadequate  efforts  to  relieve 
our  malpractice  insurance  problems  have  been 
understandably  futile.  The  Florida  Medical  Asso- 
ciation is  trying  to  have  legislation  passed  (by  a 
Ijody  composed  largely  of  lawyers)  that  will  limit 
the  income  of  many  attorneys.  Our  county  officers 
will  meet  soon  with  those  of  the  county  Bar  Asso- 
ciation to  exchange  thoughts  and  possibly  learn 
how  some  solution  might  be  approached  that 
would  be  fair  to  the  patient,  his  attorney  and  his 
physician. 

Establishment  of  a file  of  suit  prone  patients 
may  provide  timely  warnings.  Such  patients 
should  be  reported  to  the  BCMA  office  so  that  if 
other  physicians  encounter  them,  they  may  be 
referred  to  the  previous  doctor  for  information. 
Ordinary  problems  as  fee  adjustments,  etc.  would 
not  be  included. 

Without  having  specific  detailed  knowledge 
of  our  local  health  deficiencies,  we  have  been  del- 
uged by  Washington  and  Chicago  with  urgent 
comments  that  stress  the  need  for  more  physicians 
and  for  a complete  change  in  the  method  of  medi- 
cal care  delivery.  Thus  we  have  the  solution  with- 
out knowing  the  problem.  As  adequate  health  care 
includes  consideration  of  housing,  food  and  nour- 
ishment, clothing,  sanitation,  recreation,  family 
planning,  preventive  medicine,  narcotic  and  crime 
problems,  etc.,  cooperation  of  all  segments  of  our 
society  is  needed.  With  adequate  volunteer  per- 
sonnel, the  program  of  study  could  be  started 
without  a large  outlay  of  funds.  To  begin  this 
job,  and  it  will  evolve  to  be  a big  one,  I believe 
that  the  clergy  with  their  dedicated  personnel  and 
-supporters,  as  well  as  their  know-how,  could  be  a 
major  contributor.  Therefore  I have  asked  the 
help  of.  the  county  ministerial  organization. 

\\'e  are  investigating  the  possible  failure  of 
health  insurance  companies  to  pay  out  the 
amounts  that  premiums  contracted  for.  This  is 
a complaint  of  people  who  have  policies  with  sev- 
eral companies. 


recent  report  of  the  A.M.A.’s  Judicial  Cou 
cil  makes  it  even  more  difficult  to  convince  doub 
ing  members  of  the  value  of  belonging  to  tl 
national  organization.  This  report  stated  wit 
ill  concealed  venom  that  (1)  many  letters  ha\ 
been  received  complaining  of  apparent  preocci, 
pation  by  an  increasing  number  of  physiciar 
with  finances,  (2)  the  council  reaffirmed  the  ide: 
of  medical  care  for  all,  whether  able  to  pay  or  no 
(3)  physicians  should  be  cautioned  against  th 
pitfalls  of  undue  concern  with  financial  aspect: 
etc.  These  oblique  accusations  by  our  own  orga 
nization  are  unjustified. 

Apparently,  by  its  own  actions  and  inactions- 
the  A.M.A.  has  caused  the  questions  to  be  raised' 
“Is  competition  necessary  for  the  healthy  func 
tioning  of  organizations  as  well  as  for  businesse- 
and  individuals?  Is  there  a place  for  anotheii 
national  medical  organization  that  is  more  realis 
tically  oriented?” 

Paul  E.  Gutman,  iNI.D 
Pompano  Beach 

Reprinted  from  The  President’s  Page,  The  Record,  Broward| 
County  Medical  Association,  April  1971. 


The  three  most  difficult  things  are:  to  keep 
a secret,  to  employ  time  properly,  and  to  bear  an 
injury.  Never  speak  evil  of  the  dead.  Reverence 
old  age.  Govern  your  anger.  Be  not  over-hasty. 
The  tongue  ought  to  be  always  carefully  restrain- 
ed, but  especially  at  the  festive  board.  Seek  not 
impossibilities.  Let  your  friendship  be  more  con- 
spicuous in  adversity  than  in  prosperity.  Prefer 
loss  to  ill-gotten  wealth;  the  former  is  a trouble 
only  once  endured,  but  the  latter  will  constantly 
oppress  you. 

— Chilon  ( 6th  cent.  b.c.J 
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The  Disabled  Physician 

The  eighteen-month  old  amendment  to  the 
Medical  Practice  Act  of  Florida  presents  a solu- 
,tion  to  a most  difficult  of  problems:  how  to  care 
|for  the  physician  whose  illness  impairs  his  profes- 
sional effectiveness. 

With  the  license  to  practice  goes  implied  con- 
isent  to  submit  to  investigation  of  such  illness.  A 
Icolleague  may  report  observation  on  impairment 
of  another  physician  by  affidavit  to  an  impartial 
evaluation. 

The  essence  and  protective  mechanism  is  the 
provision  that  permits  an  investigation  of  truth  of 
such  a report.  An  appointed  investigating  physi- 
cian is  assigned  to  the  case.  Allowed  only  to  ques- 
tion whether  the  doctor  is  unable  to  practice  with 
reasonable  skill  and  safety,  the  appointed  board 
j schedules  a hearing  at  which  the  physician  of  con- 
|cern  is  allowed  to  present  his  position.  Whatever 
I the  decision,  the  board  is  not  empowered  to  re- 
I voke  a license  but  only  to  limit  practice  until 
i rehabilitation  is  completed.  A continuing  program 
! of  medical  care,  whether  psychiatric  or  physical, 
j may  be  insisted  upon. 

I 

] The  goal  is  to  assist  the  physician  with  his 
I problems  while  he  continues  to  be  productive. 
! Protection  of  the  patient  is  inherent.  Such  a plan 
j should  be  required  as  a part  of  New  York  State 
1 medical  licensure. 


Reprinted  from  the  Westchester  (New  York)  Medical  Bul- 
letin. April  1971. 
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A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex. 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  j.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
\ugust  C.  Herman,  M.D. 
loseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 
JUNE 

14-18  Fifth  Annual  Workshop  in  Electrocardiog- 
raphy, Redington  Beach,  St.  Petersburg. 
For  information:  Henry  J.  L.  Marriott, 

M.D.,  St.  Anthony’s  Hospital,  St.  Peters- 
burg 33705. 


AUGUST 

19-21  Postgraduate  Obstetric-Pediatric  Seminar, 
Diplomat  Hotel,  Hollywood.  For  informa- 
tion: A.  F.  Caraway,  M.D.,  Div.  of  Health, 
P.O.  Box  210,  Jacksonville  32201. 


NOVEMBER 

19-20  Tenth  Annual  Physicians’  Seminar  on  Re- 
spiratory Diseases  and  Workshop  for  Allied 
Health,  Perdido  Bay  Inn  & Golf  Club,  Pen- 
sacola. For  information:  Jay  D,  Williams 
Jr.,  M.D.,  Box  8127,  Jacksonville  32211. 


Florida  State  Board  of  Medical  Examiners: 

July  25-27,  1971,  Miami  Beach 
January  16-18,  1972,  Tampa 

For  information:  Mrs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 


National  and  Regional 
Meetings  Held  in  Florida 

JULY 

2-  5 Tenth  Anniversary  Meeting,  Cuban  Medi-i 
cal  Association  in  Exile,  Four  Ambassador.^ 
Hotel,  Miami.  Pres.:  Dr.  Enrique  Huertas, | 
Box  1016,  Coral  Gables,  Ela.  33132. 

AUGUST 

26-29  United  Ostomy  Association,  Diplomat 
Hotel,  Miami  Beach.  Exec.  Dir.:  Donald 
P.  Binder,  1111  Wilshire  Blvd.,  Los  Angeles 
90017. 

30-Sept.  2 Western  Hemisphere  Nutrition  Con- 
gress, Americana  Hotel,  Miami  Beach. 
Info.:  AMA  Council  on  Foods  and  Nutri- 
tion, 353  N.  Dearborn  St.,  Chicago  60610. 


OCTOBER 

4-  7 American  Academy  of  Family  Physicians, 
Miami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112. 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 
cana Hotel,  Bal  Harbour.  Sec.:  Bernard  S. 
Patrick,  M.D.,  University  Medical  Center, 
2500  N.  State  St.,  Jackson,  Miss.  39216. 

NOVEMBER 

1-4  Southern  Medical  Association,  Miami 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts, 
2601  Highland  Ave.,  Birmingham,  Ala. 
35205. 

2 George  Papanicolaou  Memorial  Seminar  in 
Gynecologic  Pathology,  Fontainebleau 
Hotel,  Miami  Beach.  Dir.:  George  loan- 
nides,  M.D.,  1830  S.W.  99th  .Ave.,  Miami 
33165. 

4-  6 Southern  Thoracic  Surgical  Association, 
Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  Va. 
23219. 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptonnatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylUne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE—original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Smirin, 

ASPIRIN  5 OR.— PENTOBARBITAL  1/8  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS; 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHBESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

T^nee  /&'S6 


A clinical  supply  of  this  new  aspirin  formulation  may  he  recpiested. 


f 


ine  of  the  doctor’s  most  important  roles  is 
ducation. 

i'or  his  patients,  the  doctor  provides  the 
;s,  supplies  the  rationale,  triggers  the  ac- 
i for  life-saving  health  practices.  To  his 
ients,  he  passes  on  his  knowledge  and  the 
efits  of  his  clinical  experience.  With  his 
eagues,  he  shares  new  information  and 
cepts. 

iissisting  the  doctor  in  his  teaching  role  is 


I 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  (dok'ter),  n.  (ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


American  Cancer  Society 
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Book  Reviews 


The  Early  Orthopaedic  Surgeons  of  America 

by  Alfred  Rives  Shands  Jr.,  M.D.  Pp.  190.  156  illustra- 
tions. Price  $15.  St.  Louis,  C.  V.  Mosby  Company,  1970. 

This  beautifully  bound  and  crafted  volume 
presents  biographical  sketches  of  eleven  of  the 
pioneers  in  orthopaedic  surgery  in  this  country. 
The  sketches  are  delightfully  written  with  many 
human  interest  items  that  vividly  portray  the 
character  and  contributions  of  each  surgeon. 
Enough  background  information  is  provided  for 
the  physician  who  is  not  an  orthopaedic  surgeon 
to  understand  the  significance  of  these  contribu- 
tions. A delightful  feature  of  the  book  is  many 
illustrations  tciken  from  orthopaedic  books  of  by- 
gone days  that  graphically  portray  the  develop- 
ment of  braces  and  orthopaedic  machines  which 
in  modified  form  are  used  today.  The  author  is 
careful  to  detail  references  for  each  of  the  sketches 
which  will  enable  the  more  serious  student  to 
obtain  further  information,  if  such  is  desired.  An 
innovative  feature  of  this  volume  is  a summary 
chapter  in  which  the  author  provides  a brief  sum- 
mary of  each  biography  designed  to  quickly  an- 
swer the  question,  “Who  w^as  each  one?”  and, 
“What  was  his  contribution?”  Finally,  the  volume 
is  well  indexed,  making  it  a useful  reference  for 
one  seeking  to  track  down  some  small  facit  dealing 
with  the  history  of  orthopaedic  surgery  in  this 
country.  For  the  orthopaedic  surgeon  or  other 
physician  who  would  like  to  know  something  about 
the  personality  of  the  man  who  discovered  a cer- 
tain procedure  or  designed  a brace,  this  book  is  a 
valuable  reference. 

William  M.  Straight,  M.D. 

Miami 


Atlas  of  Human  Electron  Microscopy  by  Ruben  ] 
Laguens  and  Cesar  L..\.  Gomez  D umm.  Pp.  180.  Illu;. 
trated.  Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Coir: 
pany,  1969. 

The  Atlas  of  Human  Electron  Microscopy  is  a; 
erudite  and  unique  contribution  from  many  stand 
points.  For  example,  only  tissues  characteristic 
of  the  human  species  are  illustrated,  omitting  boni' 
cartilage  and  skeletal  muscle.  No  less  than  onii 
half  page  is  allotted  to  each  photomicrograph,  anc: 
many  are  full  page.  The  descriptions  are  succinc 
and  immediately  facing  each  illustration.  Ultra, 
structural  details  are  marked  on  the  photomicro- 
graph and  clearly  identified  in  the  associated  text^ 
The  specimens  are  all  normal;  no  pathology  isi 
represented. 

There  are  no  correlating  anatomical  drawings, j 
photographs,  or  light-microscopy  photomicro-: 
graphs.  These  may  be  missed  by  those  readers 
in  clinical  practice  who  are  somewhat  removed 
from  their  microscopes;  however,  the  fascination 
of  electron  microscopy  is  that  it  creates  a new  dis- . 
cipline,  so  that  while  gross  concepts  should  be' 
retained,  ultrastructures  can  be  appreciated  in 
themselves. 

The  complete  physician  today  must  be  as  fa- 
miliar with  mitochondria  and  microvilli  as  with  the 
pancreas  and  pituitary.  This  atlas  will  well  af- 
ford him  an  excellent  introduction  to  these  ultra- 
structural  relationships. 

Harry  W.  Eichenbaum,  M.D. 

St.  Petersburg 


Man  may  be  the  captain  of  his  fate,  but  he  is  also  the  victim  of  his  blood  sugar. 

Wilfrid  G.  Oakley 
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Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Urological  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
'son  Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
)St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


1 The  Low  Fat  Low  Cholesterol  Diet  by  Clara-Beth 
[Young  Bond,  R.D.;  E.  Virginia  Dobbin,  R.D.,  and  Helen 
IF.  Gofman,  M.D.  Pp.  512.  Price  $7.95.  New  York, 
'Doubleday  Company,  Inc.  1971. 


I Infection  Control  in  the  Hospital  by  the  American 
I Hospital  Association.  Pp.  154.  Price  $4.  Chicago,  Illinois 
I 1970. 


! Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Techniques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
' Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


' Portrait  of  Aphasia  by  David  R.  Knox.  Pp.  120.  Price 
I $5.95.  Detroit,  Wayne  State  University  Press,  1971. 


Think  Thin  by  Thomas  M.  Quehl,  M.D.  Pp.  95.  Illus- 
trated. Price  $4.95.  New  York,  Vantage  Press,  Inc.,  1971. 


Biological  Rhythms  in  Psychiatry  and  Medicine 

by  Gay  Gaer  Luce.  Pp.  183.  Price  $1.75.  Washington, 
D.  C.,  U.S.  Government  Printing  Office,  1970. 


Handbook  of  Obstetrics  and  Gynecology  by  Ralph 
C.  Benson,  M.D.  Illustrated  by  Laurel  V.  Schaubert.  Pp. 
774.  Price  $6.50.  Los  Altos,  Lange  Medical  Publications, 
1971. 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 
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The  bluest  blue  chip  of  them  al 


Danny  Sullivan  never  made  the 
baseball  team.  But  because  he’s 
had  the  right  training,  you’d  be  sur- 
prised at  the  number  of  jobs  open 
to  him. 

The  nicest  part,  of  course,  is 
that  another  handicapped  person  is 
getting  the  most  out  of  his  life. 

However,  there’s  something  else 
good, too. 

Vocational  rehabilitation  pays. 

Every  dollar  spent  to  rehabilitate 
a person  like  him— someone  with  a 
physical  or  mental  handicap— will 
increase  his  lifetime  earnings  by 
$35.  (Thirty-five  taxable  dollars 


that  he  earns  himself.) 

Which  is  why  vocational  rehabili- 
tation is  good  for  everybody. 

We  call  our  program  HURRAH. 
Actually,  HURRAH  stands  for  "Help 
Us  Reach  & Rehabilitate  America’s 
Handicapped.’’ 

When  you  realize  there  are  five 
million  handicapped  people  who 
can  be  helped  by  vocational  reha- 
bilitation, you  can  see  what  a big 
job  is  ahead. 

If  you  want  to  know  more  about 
the  job  that  vocational  rehabilita- 
tion is  doing,  and  the  rich  dividends 
it  pays,  write  to  HURRAH,  Box 


1200,  Washington,  D.C.  20013. 

Ask  for  "Rehabilitation— A Bl 
Chip  Investment.”  It’s  free. 

Then  if  anyone  ever  asks  you 
rehabilitation  is  worth  the  coi 
you’ll  know  what  we  at  HURR/^I 
have  found  out: 

From  every  angle,  a human  Ij- 
ing  is  the  bluest  blue  chip  inve' 
ment  there  is. 

HURRAH.  The  State-Federal  P ■ 
gram  of  Rehabilitation  Services.  | 


Help  Us  Reach  & Rehabilitate  | 1 1 I Jt  |i| 

, America’s  Handicapped  I#  II. Ij 


Advertising  contributed 
V for  the  public  good, 


MEDICOLEGAL 


HYSICIAN  MUST  WARN  FAMILY 
»F  PATIENT’S  CONTAGIOUS  DISEASE 

^ A physician  has  a duty  to  advise  and  warn 
members  of  a family  living  with  a patient  of  the 
atient’s  contagious  disease,  a Florida  appellate 
purt  ruled.  The  physician’s  negligent  failure  to 
iagnose  the  disease  would  not  negate  this  duty. 


b 


man  was  examined  and  treated  for  about 
ivo  years  before  the  physician  made  a diagnosis  of 
iberculosis.  The  patient’s  two-year-old  child  was 
Iter  found  to  have  tuberculosis  of  the  spine.  Both 
e father  and  the  child  required  extensive 
reatment. 


Bailey,  Jesse  K.,  Miami;  born  1888;  Eclectic 
M.  C.  Cincinnati,  1920;  member  AMA;  died 
January  22,  1971. 


Caldwell,  Frederic  E.,  Fort  Walton  Beach; 
born  1913;  Western  Reserve  University,  1950; 
member  AMA;  died  July  26,  1970. 


Feigenbaum,  David,  Miami;  born  1921;  Tu- 
lane  University,  1951;  died  January  17,  1971. 


Gable,  Linwood  M.,  St.  Petersburg;  born  1896; 
Emory  University,  1916;  member  AMA;  died 
April  10,  1970. 


I 

( 


The  father  filed  a lawsuit  against  the  estate  of 
he  then-deceased  physician,  not  only  for  his  own 
ijuries  resulting  from  alleged  negligence  in  diag- 
losis,  but  also  for  the  injuries  sustained  by  the 
hild  as  a result  of  contracting  the  disease  from 
lim.  The  trial  court  granted  a summary  judgment 
or  the  estate  of  the  physician  with  respect  to  the 
hild’s  injuries,  and  the  father  appealed. 


V On  appeal,  the  executrix  of  the  estate  con- 

S:eded  that  there  might  have  been  an  issue  of  fact 
IS  to  the  negligent  diagnosis  of  the  father’s  disease. 
I Jowever,  she  contended  that  the  physician  had  no 
ij  luty  to  the  minor  child  and,  therefore,  no  recovery 
^ :ould  be  permitted  for  the  child’s  injuries  resulting 
I Torn  the  alleged  negligence. 


Once  the  existence  of  the  disease  is  known,  a 
3hysician  has  a duty  to  inform  a patient’s  family 
3f  the  nature  of  the  disease  and  of  precautionary 
steps  to  be  tciken,  the  court  held.  The  fact  that 
the  physician  may  negligently  fail  to  diagnose  the 
disease  does  not  excuse  him  from  this  duty,  the 
court  ruled. — Hofmann  v.  Blackmon,  241  So. 2d 
752  (Fla.  Dist.  Ct.  of  App.,  Sept.  30,  1970;  re- 
hearing denied,  Dec.  29,  1970) 


Reprinted  from  Citation,  prepared  by  the  Office  of  the  Gen- 
eral Counsel,  American  Medical  Association,  April  1,  1971. 


Gould,  Sylvester  E.,  Miami;  born  1900;  Mich- 
igan Medical  School,  1924;  died  November  29, 
1970. 

Kneedler,  Milo  W.,  Clearwater;  born  1896; 
Harvard  University,  1924;  member  AMA;  died 
October  23,  1970. 

Kobley,  Donald  E.,  Miami;  born  1925,  Emory 
University,  1948;  member  AMA;  died  December 
13,  1970. 

Lefholz,  Rothwell,  Miami;  born  1898;  St.  Louis 
University,  1924;  died  March  11,  1971. 

Miller,  Robert  L.,  Daytona  Beach;  bom  1889; 
Jefferson  Medical  School,  1917;  member  AMA; 
died  October  25,  1969. 

Mitchell,  William  S.,  Orlando;  born  1908; 
Emory  University,  1934;  died  January  14,  1971. 

Pilcher,  John  J.  Jr.,  Boynton  Beach;  born 
1923;  Medical  College  of  Georgia,  1952;  member 
AMA;  died  March  26,  1971. 

Stahl,  Pincus  A.,  Miami  Beach;  born  1896;  New 
York  Medical  School,  1921;  member  AMA;  died 
December  1970. 
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Classified 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 

gressive GP  associate.  Central  Florida  near  Disney- 
World.  E.xcellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
3220,?. 


.YPALACHICOLA,  GENERAL  PRACTITIONERS 
urgently  needed.  Open  staff  hospital.  No  investment 
necessary.  Located  on  Gulf  coast  with  good  beaches, 
good  hunting  and  good  fishing.  One  hour  away  from 
nearby  Panama  City.  Contact  Photis  Nichols,  M.D., 
P.  O.  Box  219,  Apalachicola,  Florida  32320.  Telephone: 
(904)  653-8819. 


Specialists 

PSYCHIATRIST  as  associate  to  well  established 
psychiatrist,  Broward  County.  Handsome  new  medical 
building  adjacent  major  area  hospital.  Excellent  oppor- 
tunity. Contact  M.  M.  Sylvan,  M.D.  (305)  525-6044. 


INTERNIST,  UROLOGIST,  GP’s.:  Outstanding 

opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perry,  Florida  32347. 


PEDI.\TRICIAN  W.\NTED:  Board  certified,  to 

head  Bureau  of  Crippled  Children  in  State  of  Florida. 
.\ctive  dynamic  program  with  large  area  of  respon- 
sibility. Reply  to  Bureau  Chief,  Bureau  of  Crippled 
Children,  107  W.  Gaines  St.,  Tallahassee,  Florida  32304. 


ANESTHESIOLOGIST  WANTED  in  North  Palm 
Beach,  Florida,  a 90-bed  progressive  community  hos- 
pital. Must  be  board  certified  or  board  eligible.  Con- 
tact Chief,  Division  of  Surgery,  Palm  Beach  Gardens 
Community  Hospital,  3360  Burns  Road,  Palm  Beach 
Gardens,  Florida  33403. 


INTERNIST  W.WNTED:  Preferably  gastroenter- 

ologist, board  eligible,  to  join  3 man,  board  certified, 
internal  medicine  group  in  central  Florida;  liberal 
salary  and  excellent  fringe  benefits.  Hospital  one  block 
from  well  equipped  office.  Wide  range  of  recreational 
opportunities.  Write  Box  C-995,  P.O.  Box  2411,  Jack- 
sonville, Florida  32203. 


RADIOLOGIST  WANTED  in  North  Palm  Bea 
Florida,  a 90-bed  progressive  community  hospif 
Must  be  board  certified  or  board  eligible.  New  vast 
lar  room.  Contact,  Chief  of  Staff,  Palm  Beach  Gardt 
Community  Hospital,  3360  Burns  Road,  Palm  Bea 
Gardens,  Florida  33403. 


INTERNIST:  .\ssociate  with  cardiologist  in  m 
office.  Excellent  hospital  close  by.  Wonderful  area 
live  and  practice  in.  Contact  Irwin  Leider,  M.D.,  10 
Yolusia  .\venue,  Daytona  Beach,  Florida  32014. 


OBSTETRICI.\N-GYNECOLOGIST:  Board  ce 
tified  or  eligible  with  military  obligation  completed, 
wanted  to  join  3-man  partnership  in  Miami,  Florid 
Guaranteed  income  first  year,  leading  to  partnershij 
Send  curriculum  vitae.  Contact  P.O.  Box  552,  Miar 
Shores,  Florida  33153. 


WANTED:  INTERNIST-PEDIATRICIAN-GE> 
ER.\L  PR.\CTITIONER  for  association  with  mixe 
group  in  Central  Florida.  Salary  plus  percentage;  a 
expenses  paid;  share  coverage.  Contact  W.  T.  Steel 
M.D.,  Bond  Clinic,  Winter  Haven,  Florida  3388( 
Phone  (813)  293-1191. 


OB-GYN.,  PEDI.\TRICL\N  URGENTLY  NEED 
ED:  Wauchula,  Hardee  Count}-,  southwest  central,  9‘ 

miles  south  of  Disney  World.  Beautiful  new  offic- 
building  directly  across  from  new  50-bed  communit;- 
hospital.  Contact  Barbara  C.  Carlton,  M.D.  Doctor 
Center,  520  West  Carlton,  Wauchula  33873.  Phon 
(813)773-3115. 


W.\NTED:  General  surgeon,  thoracic  and  vascula 

to  associate  with  another  surgeon  doing  the  same  prac 
tice  in  Orlando,  Florida.  Write  C-997,  P.O.  Box  2411 
Jacksonville,  Florida  32203. 


Miscellaneous 


GENERAL  PR.\CTITIONERS  OR  INTERNISTS: 
One  or  two  to  join  established  GP  in  forming  a groupl 
in  rapidly  growing  area  in  central  Florida.  Semi-rural 
community,  suburb  of  large  city,  good  schools  with 
balanced  trouble  free  integration  already  accomplished.' 
Write  C-972,  Post  Office  Box  2411,  Jacksonville, 
Florida  3220.3. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  der- 
matologist and  ophthalmologist.  Write  C-901,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 

EMERGENCY  ROOM:  .\ttractive  openings  for 

hospital  commencing  its  own  emergency  room  service. 
Located  in  North  Florida  near  Jacksonville  area. 
Reply  to  C-961,  P.O.  Box  2411,  Jacksonville,  Florida 
3220L 
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WANTED  IMMEDIATELY:  Private  emergency 

om  physician.  Corporate  group  needs  fifth  physician 
teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
orida  license  required.  Contact  Bruce  S.  Webster, 
:.D.  (30S)  647-S728  or  Robert  Gay,  M.D.  (305) 
2-0159. 


. PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
V 'orthwest.  General  practitioners,  internists  and  pedia- 
'icians  in  particular.  Inquiries  regarding  practice  in 
Sis  community  can  be  forwarded  to  J.  Orson  Smith 
. >.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
Sittee,  1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
hone  (904)  877-1145, 


30  PHYSICIAN  multispecialty  group  located  Flor- 
B la  Gulf  Coast  must  add  internist,  general  practitioner, 
■thopedist,  anesthesiologist,  urologist,  and  an  ENT 
hysician.  Ground  broken  to  add  110  beds  to  present 
32  beds.  Ground  soon  to  be  broken  on  large  clinic 
M ddition.  Long  range  plans  to  650  beds  and  75  phy- 
,1  jcian  clinic.  No  investment  required.  Progressive, 
p,  ipidly  growing  community  with  abundance  of  recrea- 
Ion  and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


i EMERGENCY  ROOM:  South  Florida  private 

- jmergency  room  physician  to  work  with  three  other 
j jull-time  physicians.  Florida  license  required.  Contact 
; *ohn  F.  Wymer  Jr.,  Administrator  or  Dr.  William  M. 
: jlyrd.  Chief  of  Staff,  Good  Samaritan  Hospital,  P.O. 
l!ox  2851,  West  Palm  Beach,  Florida  33402.  Phone 
|305)  655-5511. 


PHYSICI.WN— EMERGENCY  ROOM:  A modern, 
veil-equipped,  274-bed,  general,  community,  joint  com- 
nission,  accredited  hospital  is  seeking  a Elorida  licensed 
)hysician  to  join  our  staff  of  emergency  room  doctors 
troviding  24-hour  coverage.  The  emergency  room  phy- 
icians  have  available  the  consulting  services  of  our 
nedical  staff.  Excellent  salary.  Write  or  call  Hamilton 
dcCroskery,  M.D.,  Director,  Emergency  Room  Ser- 
I’ices,  c/o  Personnel  Office,  Methesda  Memorial  Hospi- 
tal, 2815  S.  Seacrest  Blvd.,  Boynton  Beach,  Fla.  33435. 
,305)  732-8141. 


INTERNIST  OR  WELL-TRAINED  GENERAL 
pR.\CTITIONER  to  join  flourishing  practice  in  Fort 
Lauderdale  area.  Excellent  salary  and  fringe  benefits 
I'lrst  year,  leading  to  association.  Must  have  Florida 
icense.  Phone  (305)  565-6434. 


< WANTED:  .Associate  to  share  office  space  in  cen- 

'.ral  Florida  city.  Can  be  any  specialty  or  general 
(practitioner.  Write  C-996,  P.O.  Box  2411,  Jacksonville, 
'Florida  32203. 

I 


W.ANTED:  GP,  internist (s),  geriatric  or  family 

iphysician  in  new  professional  building  in  Delray  Beach, 
-Florida.  For  details  write  C-999,  P.O.  Box  2411,  Jack- 
isonville,  Florida  32203. 


, ST.AFF  PHYSICLAN:  State  facility  for  mentally 

retarded.  Beginning  salary  $17,448-$22,335  depending 
:on  qualifications.  Reply  to  include  brief  summary  of 
professional  experience.  Send  to  W.  B.  Barrow,  M.D., 
Medical  Director,  P.O.  Box  2369,  Ft.  Myers,  Florida 
;33902. 
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situations  wanted 


GENERAL  SURGEON:  Board  eligible,  44,  trained 
and  experienced  in  chest,  vascular,  orthopedic,  urol- 
ogy and  Gyn.  .Any  Florida  city  considered.  Contact 
Warren  .A.  Clark,  M.D.,  Box  1376,  New  Port  Richey, 
Florida  33552.  (813)  842-1414. 


P.ATHOLOGIST:  Board  certified  in  clinical  and 

anatomical  pathology,  age  39,  native  U.S.,  Florida  resi- 
dent, university  trained,  experienced.  Write  C-993, 
P.O.  Box  2411,  Jacksonville,  Florida  32203. 


INTERNIST-CARDIOLOGIST:  Board  eligible, 

trained  in  clinical  cardiology,  Cath.,  and  coronary 
arteriography,  seeks  position  with  group  or  individual 
in  Florida.  .Available  in  July.  Write  S.  DiGiorgi, 
M.D.,  1610  North  River  Drive,  Apt.  106,  Miami,  Flor- 
ida 33125. 


SITUATION  WANTED:  40  year  old  General 

Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  group  association.  Write 
C-983,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


SITUATION  W.ANTED:  General  practice,  indus- 

trial or  emergency  room.  Healthy,  active,  57,  leav- 
ing state  service.  Have  Florida  license.  Experienced  in 
general  medicine,  familiar  with  Workmen’s  Compensa- 
tion and  hospital  administration.  Available  after  July 
15,  lower  East  Coast.  Reply  to  Box  C-990,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 


INTERESTED  IN  BUYING  RADIOLOGICAL 
PR.ACTICE,  with  or  without  affiliated  hospital  posi- 
tion. Have  Florida  license.  Please  give  full  particulars 
in  reply.  Write  Box  C-991,  P.O.  Box  2411,  Jackson- 
ville, Florida  32203. 


real  estate 

excellent  office  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


FOR  LEASE:  Corner  600  to  1,600  sq.  ft.  Newly 

established  medical  building,  walking  distance  on  main 
exit  of  Tampa  General  Teaching  hospital.  Will  cus- 
tomize, reasonable.  Call  253-0021. 


DOCTOR’S  OFFICE  FOR  LEASE:  4561  San 
Juan  Ave.,  Jacksonville,  Florida.  Convenient,  Lake 
Shore  location,  1,200  sq.  ft.  .Air-conditioned,  carpeted, 
parking,  $350.00  per  month.  Adjoining  two  bedroom 
apartment,  600  sq.  ft.,  also  available.  Can  be  part  of 
office.  Entire  building  $400.00  per  month.  Contact 
C.  T.  Waldron,  4640  Ricker  Rd.,  Jacksonville,  Fla. 
32210.  Telephone  771-1434. 

ef) 


practices  available 


FOR  SALE;  Medical  office  and  practice.  Central- 
ly located,  fully  equipped.  Suitable  for  almost  any 
type  of  practice.  Modern  S room  building  with  ade- 
quate parking.  $25,000.  Contact  E.  Waite,  M.D.,  587 
Ballough  Road,  Daytona  Beach,  Florida  32022.  Phone 
253-3234. 


FOR  SALE:  Five  room,  red  brick,  medical  office 
building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 


FOR  SALE:  Going  back  north.  Florida  upper 

keys.  Busy  general  practice,  8 rooms  fully  equipped. 
Desirable  leased  equipment  lease — $75,000  plus  gross 
last  year  $10,000  my  investment  only.  For  details  call 
collect  or  write  G.  V.  Ross,  M.D.,  Box  563,  Tavernier, 
Florida  33070.  (305)  852-8208. 


.\LLERGIST;  Southeast  coast  practice  growing 
and  intact;  assume  office  lease  (very  reasonable)  and 
purchase  equipment,  files.  Leaving  for  health  reasons. 
Write  C-998,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


FOR  SALE:  Established  office  for  generalist j 
the  all  American  city  of  Lakeland,  central  Flor 
-\djacent  to  500-bed  open  staff  hospital.  Retiring,  i 
take  over.  Terms  open.  Send  curriculum  vitae.  W ; 
Drs.  Clark,  King  and  West,  320  Parkview  PL,  Lc' 
land,  Florida  33801. 


equipment 


Classified  advertising  rates  are  $5  for  the  fir 
25  words  or  less  and  20  cents  for  each  addition: 
word.  Deadline  is  first  of  month  preceding  mont 
of  publication. 


The  Florida  Medical  Association  offers  place 
ment  assistance  through  the  Physician  Placemen 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  Thi 
service  is  for  the  use  of  physicians  seeking  location.' 
as  well  as  physicians  seeking  associates,  and  is  with 
out  charge. 


Reminder 

Send  in  your  favorite  photographs  ( black  and  white  or  color ) or  color  slides  which  might  be  a 
propriate  for  the  cover  of  the  Journal.  They  will  be  handled  with  care  and  returned  to  you. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Floyd  K.  Hurt,  M.D.,  Jacksonville,  President 
William  J.  Dean,  M.D.,  St.  Petersburg,  President-Elect 
Ray  E.  Murphy  Jr.,  M.D.,  Pompano  Beach,  Vice  President 
Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 
James  W.  Walker,  M.D.,  Jacksonville,  Secretar>-Treasurer 
James  T.  Cook,  M.D.,  Marianna,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


Russell  B.  Carson,  M.D.,  Port  Lauderdale,  Allied  Professions  and  Vocations 

Vincent  P.  Corso,  M.D.,  Miami,  Judicial  Council 

Philip  B.  Phillips,  M.D.,  Pensacola,  Legislation  and  Public  Agencies 

Vernon  B.  Astler,  M.D.,  Boynton  Beach,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

O.  William  Davenport,  M.D.,  Miami,  Scientific  Activities 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Special  Activities 

Edward  J.  Sullivan  Jr.,  M.D.,  Jacksonville,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  3-7,  1972,  HoU>-wood 


66 


VOLUME  58/NUMBEB 


Advertisers 


Anderson  Surgical  Supply  Co.  43 

,\rch  Laboratories 

Dicarbosil  61 

Barnes-Hind  Laboratories 

Tinver  10 

Burroughs-Wellcome  Co. 

Neosporin  6a 

Campbell  Soup  Co.  34a 

Convention  Press  61 

Dade  County  Medical  Association 

Mediterranean  Adventure  14 

Dow  Chemical  Company 

Novahistine  6a 

Eaton  Laboratories 

Furacin  39 

C.  B.  Fleet  Company 

Enema  14a 

Flint  Laboratories 

Ferrolip  6 

Geigy  Pharmaceuticals 

Dulcolax  4 

Geriatric  Pharmaceutical  Corporation 

Cevi-Bid  18 

Ger-O-Foam  38 

Highland  Hospital,  Inc.  50 

Hill  Crest  Hospital  43 

Lakeland  Manor  57 

Lederle  Laboratories 

Achrostatin  37 

Eli  Lilly  & Co. 

Cordran  Tape  . 20 


Mead  Johnson  Laboratories 

Vasodilan  44,  45 

Medical  Supply  Company  50 

PM  Florida  50 

Wm.  P.  Poythress  Co. 

.Antrocol/Trocinate  18a 

Mudrane/Synirin  58a 

Riker  Laboratories 

Norgesic  1 7 

Roche  Laboratories 

\’alium  Back  Cover 

Dalmane  2,  3 

Efudex  14a,  15 

G.  D.  Searle  Company 

Flagyl  34a 

Smith,  Kline  & French 

Thorazine  19 

Southern  Medical  Association  Meeting  49 

Stamas  Boats  16 

E.  R.  Squibb  & Sons 

Theragran  6a 

Surgical  Supply  Company  43 

Tucker  Hospital,  Inc.  53 

The  Upjohn  Company 

Lincocin  34a 

Halotestin  8,  9 

USV  Pharmaceutical  Corporation 

DBI  10a,  11 

Warner-Chilcott  Laboratories 

Peritrate  12,  13 


J.  FLORIDA  M.A./JUNE,  1971 


67 


When  disease  is  ruled  out 
and  psychic  tension  is  implicat 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms! 


JUN2 


MEW  rr’?'/  4 
Of  MEDs 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

'Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdraw'al 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debihtated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
sahvation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcohohsm,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2'/^  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose”'  “•  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


€1 


Controlled  studies  of  23  insomniac  and 


13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  ” 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  usir'a 
paired-night,  double-blind  crosscer 
design  have  evaluated  Dalmane 
clinically.  Inthe  majority  ofthese, 
Dalmane  (flurazepam  HCI)  signifi' 
cantly  reduced  sleep  induction  tin^ 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  altei 
nated  on  successive  nights  in  201 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  ancie 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preferenc 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  cerfn 
hypnotics  in  two  separate  preferere 
studies.  In  each  of  two  double-blin, 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  olj 
seven  consecutive  treatment  night 
according  to  subjective/objective 
evaluations. 


in  summary,  Dalmane  is  useful  in  all 
[types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  Insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
, seldom  required  discontinuation  of 
'the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internet.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales,  A., 
etal.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderiy 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  aiso  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimuiation  and  hyper- 
activity, have  aiso  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 

Newf^  1 

Ualmane 

(flurazepam  hydrochloride] 


<^R0cii^ 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley,  New  Jersey  07110 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  a *up| 
inconvenient  waves  of  diuresi 
Long-acting  Hygroton  offers  a gen  = f j 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy proton  chlorthalldi  le 
Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  H>’pertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)-should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potass  n 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hjperuricemia,  headache,  muscle  cramps,  orthostatit 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include;  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  othei 
day.  How  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 


GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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Still  prescribing  oral  iron  in  salt  form- 

(with  a stool  softener)? 


FERROLIP^ 

(ferrocholmate) 


—the  chelated  iron— gentler  and 
safer  for  the  iron-sensitive  patient 
who  cannot  tolerate  other  forms 
of  oral  iron. 


FERROLIP  is  ferrocholinate.  The  iron  is 
held  as  a chelate  complex,  similar  to  the 
way  in  which  iron  is  held  in  the  hemo- 
globin molecule.  As  a result,  unlike  freely 
dissociated  iron  salts  (such  as  ferrous  sul- 
fate amd  ferrous  gluconate),  FERROLIP 


does  not  release  high  concentrations  of 
free  ionic  iron,  which  have  been  reported 
to  cause  G.I.  distress. 

FERROLIP  provides  iron  supplement 
for  anemia.  It  stays  in  solution  through- 
out the  entire  pH  range  of  the  gastro- 
intestinal tract.  And  FERROLIP  pos- 
sesses a higher  factor  of  safety,  in  terms  of 
prevention  of  accidental  poisoning,  than 
iron  salts  do. 

FERROLIP  is  available  in  several  forms 
to  suit  your  patients’  needs:  as  tablets  or 
syrup,  and  in  combinations  with  vita- 
mins. Get  full  information  from  your 
Flint  man,  or  send  the  coupon  today. 


FERROLIP  PLUS‘FERROUI 
FERROLIP  T LIQUID 

FUNT  LABORATORIE 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove.  Illinois  60053 


Please  send  me  free  samples  and  literature  on 
the  FERROLIP  (ferrocholinate)  line  of  iron 
supplements. 


Name 


Address 


City  State  Zip 


President's  Page 


Wanted— Direction  and  a Plan 

On  a national  level,  and  particularly  in  Washington,  everyone  is  suddenly  worrying  about  health 
care;  but  so  far  a national  plan  for  good  health  care  is  lacking. 

We  have  the  Nixon  Administration  proposal;  the  Kennedy-AFL-CIO  plan,  and  the  AMA  Medi- 
credit  plan,  but  nowhere  in  these  bills  and  proposals  is  there  any  clear  mandate  to  establish  and  im- 
plement a coordinated  health  system.  To  my  notion,  HEW,  who  should  be  studying  this  tremendous 
problem,  has  not  offered  any  recommendation,  and  worse  yet — does  not  seem  to  have  a leader  who 
can  give  direction  or  guidance.  Actually,  it  is  impossible  in  the  federal  health  hierarchy  to  get  an  an- 
swer to  the  question,  “Who’s  in  charge?” 

Strangely  enough,  there  is  less  than  18  million  for  research  on  ways  to  improve  health  service 
delivery,  whereas  1.6  billion  was  spent  by  the  government  for  biomedical  research  in  1968.  In  the 
meantime,  it  seems  that  there  will  be  mainly  politically-colored  debates  and  procedures,  (witness  the 
Kennedy  Health  Subcommittee  hearings)  and  recriminations  as  the  country  moves  toward  what  every 
health  insuring  nation  so  far  has  found  to  be  an  increasingly  expensive,  if  necessary  social  burden. 
The  physicians,  along  with  everyone,  will  be  caught  in  a tangled  web  which  will  be  quite  rigid  and 
' may  very  well  be  permanent  in  its  form. 

Why  not  have  an  expertly  drawn  plan  which  then  could  be  subjected  to  political  process?  I’m 
the  first  to  admit  that  in  this  country  we  need  no  new  commissions  as  a substitute  for  action,  but  in 
. this  case  there  is  now  agreement  among  Republicans  and  Democrats  that  health  reform  and  health 
insurance  are  desperately  needed. 

With  this  as  a background,  I submitted  the  following  resolution  to  our  delegates  to  the  A.M..\.: 

Whereas,  The  Nixon  Administration  and  Congress  are  determined  to  pass  legislation  for 
some  form  of  nationwide  health  insurance,  and  since  none  of  the  plans  submitted  so  far  have 
received  universal  endorsement;  and 

Whereas,  Both  Medicare  and  Medicaid  have  proven  very  expensive  and  unmanageable 
and  the  administration  is  only  now  thinking  of  improved  delivery  systems;  and 

Whereas,  At  the  heart  of  all  this  disarray  there  is  a total  lack  of  regular,  long  range, 
expert  health  planning;  therefore  be  it 

RESOLVED,  That  the  American  Medical  .Association  petition  both  President  Nixon 
and  Congress  to: 

1)  Agree  on  the  goals  of  a realistic  medical  care  and  health  reform  for  all; 

2)  Name  a commission  to  propose  a step-by-step  plan  to  implement  these  goals; 
and 

3)  Act  on  this  commission’s  report  without  political  interference. 


« 
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It’s  working, 


even  when  she’s  nd 


10:30  p.m.  To  bed  with  tablets 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provics 
reliable  therapy  for  nonobstructed  cst 
The  convenient  h.i.d.  schedule  :ts 
the  patient  rest  assured  — while  Ganln( 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note;  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pim 
amine  in  congenital  toxoplasmosis);  pregnancy  at ' m 
during  nursing  period.  I 

Warnings:  Safe  use  in  pregnancy  has  not  beejes 
lished,  and  teratogenicity  potential  has  not  been  thpii 
investigated.  Sulfonamides  will  not  eradicate  or  pre^ 
quelae  to  group  A streptococcal  infections,  i.e.,  rtJffl 
fever,  glomerulonephritis.  Deaths  from  hypersensitiv)' r 
tions,  agranulocytosis,  aplastic  anemia  and  other  blidi 
crasias  have  been  reported;  early  clinical  signs  such? 5 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicatefera 
blood  disorders.  Complete  blood  counts  and  urinalys^ 
careful  microscopic  examination  are  recommended  fr(btf 
during  sulfonamide  therapy.  Clinical  data  are  insuffi'tnq 
prolonged  or  recurrent  therapy  in  chronic  renal  disc^ 
children  under  6 years.  f 

Precautions:  Use  with  caution  in  patients  with  ir)aif 
renal  or  hepatic  function,  severe  allergy,  bronchial  ,tN 
and  in  glucose-6-phosphate  dehydrogenase-deficieil'| 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
Oj.iigens,  such  as  E.  coli,  Klehsiella-Aerohacter,  S.  aureus  and  others. 

0 in  all  day.  And  action  all  night  to  prevent  retained  urine  from 
;(jcning  the  medium  for  bacterial  proliferation. 


in 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  h.i.d, 
r py  means  rapid  symptomatic 
movement,  often  in  24  to  48  hours,  for 
5 patients  with  nonobstructed  urinary 
c infections. 

Dnobstructed  urinary  tract  infections 

jfantanorRLD. 

^sulfamethoxazole) 

Tablets/Suspension 
hours  of  therapy  with  every  dose 


a In  the  latter,  dose-related  hemolysis  may  occur, 
iln  adequate  fluid  intake  to  prevent  crystalluria  and 
fcjirmation. 

• verse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
5 anemia,  thrombocytopenia,  leukopenia,  hemolytic 

purpura,  hypoprothrombinemia  and  methemoglobi- 
I allergic  reactions:  erythema  multiforme  (Stevens- 
on syndrome),  skin  eruptions,  epidermal  necrolysis, 
(a,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
i lactoid  reactions,  periorbital  edema,  conjunctival  and 
■ injection,  photosensitization,  arthralgia  and  allergic 
: ditis;  gastrointestinal  reactions;  nausea,  emesis,  ab- 
fil  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
litis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 

• depression,  convulsions,  ataxia,  hallucinations,  tin- 
ivertigo  and  insomnia;  and  miscellaneous  reactions: 
pver,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
iaritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
i;al  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Qm  (4  tabs  or  teasp.)  initiaUy,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 


Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  N.J.  07110 


Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  of&ce  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 
provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simp 
but  comprehensive  method  for  keeping  a completer 
record  on  every  one  of  your  patients.  Perinits  JJ 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  vib 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood; 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  diseas 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medi 1 
Record  System  helps  protect  your  good  name. 


|0  |CL|»+ 


I 

I 

I 9w  Rocom  Medical  Management  System*  can  | 

.fyou  provide  better  care  for  your  patients 
l,at  the  same  time,  make  better  use  of  your  i 

■;e  time.  In  designing  these  products  . 

iceds  of  doctors,  nurses  and  receptionists  ’ 

•(consulted  about  their  particular  office  I 

jlems;  and  more  than  two  years  of  development  I 
i(  actual  office  conditions  proved  that  they  | 
;illy  do  help  solve  these  difficulties  i 

tlut  upsetting  existing  routines.  . 

:lcomponent  deals  with  a specific  problem 
31 --  health  histories,  medical  records,  the  ' 

lihone,  and  scheduling  appointments.  They  I 

ye  employed  alone,  in  various  combinations,  | 

jeferably,  as  the  complete  Rocom  Medical  | 

niement  System,  depending  on  your  own  office  i 

tition.  I 

s physicians  --  whether  they  practice  alone 
'th  a group  --  will  find  one  or  more  of  I 

e components  useful.  You  are  invited  to  I 

n additional  information  about  the  Rocom  | 

al  Meinagement  System  by  sending'  us  the  i 

panying  coupon.  L 


ROCOM" 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  | — . Medical  Record 

System  I I System 

I I Telephone  System  Cl  Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 

10 

om  Telephone  System  a complete 
y em;  one  that  can  be  understood  quickly 
Y our  newest  office  aide;  one  that  permits 
0 staff  to  answer  specific  patient  questions 
confidence;  one  that  will  make  your 
ritice  more  productive  by  assuring  that  you 
ir  interrupted  only  when  you  think  it 
leissary.  Self-adhesive  backing  assures  that 
■1  incoming  calls  can  become  part  of  the 
'3-ent's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


i 


•Created  and  developed  by  Patient  Care  Systems,  Inc. 


when  manhood  ebbs. 

due  to  testicular 

^^1  lO  U\7ICiy%7  vl  hormonal  insufficiency 


Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  1 0 mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
inyoung  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2, 5,  and  10  mg. 


Halotestiir.s 

(fluoxymesterone 
Upjohn] 

oral  replacement  with 
parenteral-like  potency 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Dtestin® 

i(|ymesterone,  Upjohn) 


Jnc 


1 ::  ictive  androgen  about  5 times  as  potent 
Vn)blic  and  androgenic  activity  as  methyltes- 
efe.  Halotestin  (fluoxymesterone)  induces 
litant  retention  of  calcium  and  potassium, 
ntion  of  sodium  not  marked.  Doses  below 
n daily  have  little  effect  in  producing 
ntUria. 

lie  ions  Male:  Replacement  therapy  in  tes- 
liliormone  deficiency  states.  Prevents  atro- 
cthe  accessory  male  sex  organs  following 
Ifjon  for  as  long  as  therapy  is  continued, 
lojice  and  male  climacteric  symptoms  when 
ilandrogen  deficiency.  Primary  eunuchoid- 
I 'd  eunuchism.  Delayed  puberty  when  es- 
li;3d  as  not  a simple  familial  trait.  Indicated 
ttse  symptoms  of  panhypopituitarism  re- 
)tfo  hypogonadism,  however,  appropriate 
6;!  cortical  and  thyroid  hormone  replace- 
herapy  remain  of  primary  importance. 
; Palliation  of  androgen-responsive,  ad- 
, inoperable  breast  cancer  in  women  be- 
1 and  5 years  postmenopausal  or  women 
m castration  has  shown  the  tumor  to  be 
Ti  le  dependent.  Prevention  of  postpartum 
a manifestations  of  pain  and  engorgement; 
in  5 no  satisfactory  evidence  that  this  drug 
IV  Is  or  suppresses  lactation  per  se.  In  os- 
)sis  androgens  may  be  of  adjunctive 
:o  adequate  considerations  of  diet,  cal- 
in  alance,  physiotherapy  and  general  health 
or  ing  measures.  Males  and  Females:  In  the 
la  jnt  of  protein  depletion  states  which  oc- 
geriatric  patients,  in  debilitation  states,  in 
: corticoid  therapy,  resistant  fractures; 
chidism;  creating  a positive  nitrogen  bal- 
lAissue  repair  and  other  anabolic  effects. 
i lenic  steroids  may  produce  a response  in 
^l£  c anemias,  myelofibrosis,  myelosclerosis, 
in  anic  myeloid  metaplasia  and  hypoplastic 
teas  due  to  malignancy  or  myelotoxic  drugs, 
idigens  are  not  of  value  in  other  anemias, 
anaindications  Pregnancy  (may  virilize  fe- 
all'etus),  mammary  carcinoma  in  the  male, 
Mtic  carcinoma,  severe  liver  disease,  severe 
ifdrenal  disease  and  severe  persistent  hy- 
Mcemia. 

-e|utions  Employ  with  caution  in  young  boys 
)id  precocious  sexual  development  and 
eiture  epiphyseal  closure.  Androgens  tend 
'Pmote  retention  of  sodium  and  water,  there- 
« /atch  for  edema— particularly  in  the  elderly, 
icjnce  and  severity  of  edema  have  been 
upal  and  have  been  associated  only  with 
iQi loses  used  for  palliation  of  breast  cancer. 
y(  calcemia  may  occur,  particularly  in  patients 
'ill  letastatlc  breast  carcinoma;  if  this  occurs 
le/ug  should  be  discontinued.  Changes  in 
function  tests,  such  as  increased  BSP  re- 
;n  1 and  SCOT  levels,  can  occur  during  ther- 
oy  aundice  has  been  rarely  reported.  If  liver 
.iniDn  tests  are  altered,  discontinue  medica- 
orfir  reduce  dose.  Priapism  is  indicative  of 
xc|sive  dosage  and  is  indication  for  tempo- 
arvithdrawal  of  drug.  When  treating  protein 
■eption  states  or  osteoporosis,  an  adequate 
le  nould  be  provided  and  prolonged  Immobili- 
al:i  avoided  whenever  possible.  When  treating 
'0'  tic  or  hypoplastic  anemias,  androgen  ther- 
'pjhould  not  replace  other  measure  such  as 
Illusion,  correction  of  iron  deficiency,  anti- 
•a'lrial  therapy,  and  the  use  of  corticosteroids. 
Wfse  reactions  Nausea,  dyspepsia,  men- 
!trj  irregularities,  hepatic  dysfunction,  pria- 
ila  edema,  precocious  sexual  development, 
injpremature  epiphyseal  closure  In  young 
Stints  have  been  reported.  Ma/e  — Prolonged 
Ministration  or  excessive  dose  may  cause 
Wltion  of  testicular  function  with  oligospermia 
decreased  ejaculation  volume.  Female  — 
doses  or  prolonged  administration  may 
or' 

:hi 
lb 


jce  masculinization  with  signs  such  as  hir- 
Ti,  deepening  of  the  voice,  enlargement  of 
clitoris,  acne,  and  sometimes,  increased 


Sullied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
scored  — bottles  of  50. /70  mg.,  scored 
ttles  of  50. 

Fc  additional  product  inlormation,  see  your 
Uiihn  representative  or  consult  the  package 
lar. 


The  Upjohn  Company.  Kalamazoo.  Michigan 

Meo  s>5-s  iUQxi 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modem  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 

Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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Doesthe  I 

antkinxiety 

agent 

assure  you  of  smooth 
predictable  action? 


you  now 
presaibe 


t 


Here's  one  that  does! 


have  a 30-year 
safety  record? 

minimize  ^ 

side  effect  surprises?  [ 

consider  your  \ 

patients  pocketbook? 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM* 


Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  or  daytime  sedative  dose, 
levels,  skin  rashes,  "hangover"  and  systemic  disturbonces  .are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  1 5 mg.,  30  mg.,  50  mg.,  1 00  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  Blticaps®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  1 5 mg.,  30  mg,,  50  mg,,  1 00  mg. 

McNeil  Laboratories,  Inc., 

Fort  Washington,  Pa.  19034 


( McNEIl ) 


HELP!. 

IN  SWIMMERS  EAR. 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur(nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 


FURACIN*  one 


(nitrofurazone) 

antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  Furacin,  brand  of  nitrofur- 
azone, 0.375%  Micofur®,  brand  of  nifuroxime,  and  2% 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying, hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis.  In  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 


Originators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate^SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions;  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-1 1 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street  St  Louis.  Missouri  63102 


Rx:  New  high-power 

electric 
fishing  reel 

Does  for  deep-sea  fishing  what  the  elec- 
tric cart  did  for  goff!  You  fish  for  fun,  not 
to  test  how  much  punishment  your  heart 
and  biceps  can  take.  So  why  not  get  a Reel 
Power  Electric  Reel?  Great  prescription  for 
you  and  your  patients!  Makes  landing  big 
fish  all  play,  no  work.  Allows  fisherman  to 
enjoy  the  full  feel  of  the  fight,  yet  do  it 
without  any  strain  whatever  — with  push- 
button ease!  The  external  drag  control  al- 
lows you  to  play  the  fish,  leaving  only  the 
sport  and  fun  of  the  catch!  Intensively 
tested  by  commercial  fishermen  for  5 years. 
Retrieves  3 ft. /sec.  Precision  built;  fully 
guaranteed.  From  $199.95  (suggested  re- 
tail price).  Have  your  secretary  write  or 
phone  for  free  illustrated  brochure. 

Reel  Power  Equipment,  Inc. 

Department  F-71,  4523  30th  Street  West 
Bradenton,  Fla.  33505  • (813)  756-4590 
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WILLINGWAY 

311  Jones  Road 
Statesboro,  Georgia 


Telephone: 
(912)  764-6236 


LOXG  TERM  THERAPY  OF  DRUG  DEPEXDENXY  COXDITIOXS 

WillingAvay  Hospital  is  a new  facility,  the  first  complete  hospital  to  be  constructed  under  the 
Georgia  Hospital  Rules  and  Regulations,  revision  of  X'ovember  24,  1969,  authorizing  residential 
type  units. 

Located  at  the  city  limits  in  east  Statesboro  on  an  eleven  acre  tract  of  woodland  in  a quiet, 
secluded  area  containing  a lake,  the  single  story,  multi-level  hospital  consists  of  a detoxification 
section  and  a residential  care  section.  The  detoxification  unit  is  equipped  and  staffed  for  the 
withdrawal  treatment  of  any  type  of  intoxication  including  alcohol,  narcotics,  sedatives,  tran- 
quilizers and  other  drugs  or  combinations. 

The  residential  care  unit  is  composed  of  26  private  rooms  with  private  baths  convenient  to  a 
comfortable  lounge  and  arranged  to  achieve  an  intimate  home-like  atmosphere.  All  living  units 
are  individually  decorated  and  furnished.  Xo  two  are  alike.  Wall  to  wall  carpet  throughout. 

There  is  a large  day  room,  inside  and  outside  patios,  a dining  room  where  home  cooked  meals  are 
served,  a library  and  conference  rooms.  The  building  is  all  electric,  completely  air  conditioned 
with  individual  controls,  and  is  protected  by  a modern  sprinkler  system  in  all  areas.  * 

Male  and  female  patients  are  admitted  to  the  detoxification  unit  for  withdrawal.  When  this  ' 
phase  is  completed,  they  are  transferred  to  the  residential  care  unit  for  continuation  of  rehabili- 
tative therapy. 

The  WillingAvay  treatment  program  operated  successfully  at  another  location  in  Statesboro  for 
four  years  before  moving  to  the  new  facility. 

Requirements  for  admission.  To  be  admitted  all  new  patients  must  agree  to  the  following: 


1.  Stay  28  days. 

2.  Xo  telephone  calls. 

3.  X'o  visitors. 

4.  Xo  automobiles. 

5.  for  28-day  program  at  time  of  admission. 


Incoming  and  outgoing  mail  is  not  restricted.  ^lail  is  not  read  or  censored.  X'o  one  is  admitted  \ 
for  detoxification  only. 


For  rates  and  information  write  to: 


WILLINGWAY 


P.  O.  Box  508 
Statesboro,  Ga.  30458 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


Mrs.  Dorothy  R.  IMooney 
Administrator 


^Member  Georgia  Hospital  Association 
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EMTD 

(phenformin  HCl) 

' timed-disintegration  capsules  50  mg. 

lowers  elevated 
blood  sugar 


l-wto  prescribe  DBI®-TD  (phenformin  HCl) 

T start  with  DBI-TD 

Weekl  1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


dications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
es,  primary  and  secondary.  Contraindications:  Diabetes  mel- 
us  that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
tions  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
ene);  surgery;  severe  hepatic  disease;  renal  disease  with 
emia;  cardiovascular  collapse,  after  disease  states  associated 
ith  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided, 
ntil  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
e available,  such  use  can  be  considered  experimental.  Pre- 
iutions:  Starvation  Ketosis,  which  must  be  differentiated 
om  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
I spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
om  excessive  DBI  therapy,  excessive  insulin  reduction  or 
isufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
isulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
late.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
LOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
mmended  in  the  presence  of  azotemia  or  in  any  clinical  situa- 
on  that  predisposes  to  sustained  hypotension  that  could  lead 
3 lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
is,  it  is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare,  y 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


Now 

available  for  your 

prescribing 

needs 


Cordran®  lape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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prcx:eedings 

Ninety-Seventh  Annual  Meeting 
Florida  Medical  Association.,  Inc. 
Miami  Beach,  May  5-9,  1971 

President’s  Address 

James  T.  Cook,  M.D. 


Mr.  Speaker,  Members  of  the  House  of  Dele- 
gates, distinguished  guests — the  temptation  is 
strong  to  thoroughly  summarize  the  actions  of  the 
I FMA  during  the  past  year;  however,  as  Henry 
J Babers  told  you  last  year,  this  would  be  kind  of 
futile  since  all  of  it  is  in  the  Board  of  Governors’ 
report  in  your  handbook.  Although  this  handbook 
can  only  be  thought  of  as  a brief  summary,  it  rep- 
resents hundreds  of  hours  of  work  by  many  dedi- 
cated members  of  FMA.  By  my  count,  the  Board 
of  Governors  has  spent  about  55  hours  in  actual 
session.  Some  decisions  may  be  wrong,  but  mighty 
few  are  hzistily  conceived. 

At  the  beginning  of  this  year  as  President, 
I had  no  single  overwhelming  objective  which  I 
can  present  now  to  you  as  a fait  accompli  at  this, 
the  end  of  my  presidential  year.  In  fact,  in  some 
ways  I sort  of  felt  like  I did  in  World  War  II.  In 
spite  of  being  a married  man,  I was  anxious  to  get 
overseas — thrilled  when  we  embarked  for  the  Nor- 
mandy beachhead,  but  after  a few  hours  there,  all 
I wanted  was  to  get  out  of  it  alive — and  soon.  Be- 
ing President  of  FMA  has  been  quite  similar. 
Henry  Babers  told  you  last  year  that  one  of  his 
main  objectives  was  to  strengthen  our  administra- 
tive staff.  I was  aware  of  his  plans,  and  most  of 
them  have  reached  fruition  this  year.  Our  admin- 
istrative staff  is  larger,  increasing  in  competence, 
and  one  of  the  best  in  the  United  States. 

You  know,  following  Dr.  Babers  as  President 
has  been  a real  tough  job — sort  of  like  following 
Sir  Galahad;  his  strength  was  as  the  strength  of 
ten,  because  his  heart  was  pure. 

I have  made  an  earnest  and,  to  some  extent, 
successful  effort  to  increase  the  rapport  between 
FMA  and  our  Auxiliary — the  Woman’s  Auxiliary 
to  the  FMA.  I feel  now  that  the  ladies,  or  at  least 
their  officers,  know  more  about  what  the  FMA  is 
doing  than  has  ever  been  true  before.  Mrs.  Span- 
jers  was  a delightful  addition  to  our  fall  meeting 
of  the  Board  of  Governors.  We  truly  appreciate 


our  ladies  and  their  efforts  to  help  us — and  good- 
ness knows,  we  need  help. 

Another  big  item  that  has  been  partially  com- 
pleted has  been  a new  fee  schedule  for  Workmen’s 
Compensation.  I know  as  well  as  anyone  that  the 
new  schedule  isn’t  perfect,  and,  as  you  know,  we’re 
appealing  some  of  the  fees  already;  but,  by  and 
large,  we  got  a pretty  fair  shake  and  it  will  im- 
prove. I received  a lot  of  critical  letters,  petitions, 
circulars  and  what  have  you  about  how  we  should 
proceed  now — a good  many  of  which  recommend- 
ed immediate  court  action.  There  were  very,  very 
good  reasons  why  we  didn’t  go  to  court  and  in  the 
privacy  of  the  Reference  Committee,  Dr.  Joe 
Matthews  or  I will  be  glad  to  tell  you  why. 

Of  course,  the  big  thing  that  bugs  me  and  you 
is  federal  medicine — Medicare,  Medicaid,  and  now 
whatever  our  Congress  sees  fit  to  impose  on  us.  I 
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am  just  as  aware  of  the  problems  as  you  are  and 
the  answers  will  not  come  easily,  but  at  least  we’re 
all  aware — not  like  the  two  middle  aged  ladies 
discussing  the  no-sex  method  of  disciplining  their 
husbands:  One  told  the  other  the  only  trouble 
was  that  she  had  to  inform  her  husband  she  w'as 
withholding  her  favors — he  hadn’t  noticed. 

I don’t  have  the  answers  to  all  of  this — but 
we’ve  noticed;  we  can  listen  to  and  accept  advice. 
But  in  my  opinion  there’s  one  thing  that  can  help, 
and  help  a lot.  Carefully  select  and  then  follow 
your  leaders,  and  follow  them  even  if  they’re  not 
the  ones  you  voted  for. 

As  a case  in  point:  IMost  of  you  know  that 
Medicaid  is  now  paying  15  per  cent  of  the  75th 
percentile.  By  inadequate  appropriation  the  state 
is  setting  extremely  low  fees  for  doctors  and  I per- 
sonally believe  there  will  be  little  if  any  improv^e- 
ment  in  the  next  fiscal  year. 

Antitrust  laws  might  possibly  prevent  your 
Board  from  recommending  that  we  refuse  to 
accept  Medicaid  but  there  are  comments  concern- 
ing Medicaid  in  the  handbook  which  should  help 
you  arrive  at  an  intelligent  decision.  My  personal 
opinion  is  that  when  we  accept  an  inadequate  fee, 
due  to  governmental  actions,  Ave  are  tacitly  setting 
the  pattern  for  the  government  to  set  our  fees  at 
the  level  it  desires.  This  applies  to  Medicare, 
Medicaid,  and  any  other  third  party  system  of 
payment. 

Finally,  it  has  become  traditional  for  a Presi- 
dent to  thank  Harold  Parham.  Harold  is  a dedi- 
cated, hard  working,  competent  Executive  Vice 
President.  There  is  no  better  and  I appreciate  him 
more  than  I can  tell  you. 

I wish  time  allowed  me  to  thank  individually 
all  the  committee  chairmen  and  the  devoted  mem- 
bers of  our  Board  of  Governors,  but  I’d  leave  out 
some  names,  so  I thank  them  en  masse.  They  all 


know  what  they  have  done  and  that  should  be 
enough.  | 

When  this  President  thing  came  along,  I had  H 
to  talk  to  my  own  small  hospital  staff.  All  of  usi 
hate  emergency  room  duty,  but  this  job  made  it|  - 
impossible  for  me  to  take  my  share.  At  no  finan- 
cial gain,  and  certainly  with  no  gain  in  prestige, j 
this  generous  group  has  taken  over  my  call  duties 
for  three  years.  No  group  could  be  more  generous. 

So  I’d  like  to  get  it  on  the  record  that  I am  sin-i 
cerely  grateful  to  the  staff  of  Jackson  Hospital  in 
Marianna. 

The  other  night  I heard  Tennessee  Ernie  Ford 
tell  about  the  middle-aged  couple  on  their  30th  * 
wedding  anniversary.  In  a romantic  vein,  they 
returned  to  the  hotel  where  they  had  spent  their 
first  night  together.  They  rented  the  same  room; 
ate  at  the  same  restaurant,  and  returned  to  bed. 
Nothing  much  was  happening,  so  the  ex-bride 
said,  “Honey,  do  you  remember  what  you  did  to 
me  in  this  room  thirty  years  ago?”  “What?” 
“Well,  first  you  put  your  arm  around  me  and 
squeezed  me  tight.”  So  he  did.  And  another 
pause  ensued.  She  said,  “Honey,  do  you  remem- 
ber what  we  did  next?”  “What?”  “You  kissed 
me.”  So  he  kissed  her  tenderly,  and  there  was 
another  strained  silence.  She  said  “Honey,  do  you  ' 
remember  what  you  did  next?”  “What?”  “You  ■ | 
bit  my  ear.”  So  he  laboriously  began  to  clamber 
out  of  bed.  “Honey,  where  in  the  world  are  you 
going?”  “I’m  going  to  get  my  teeth!” 

And  that  reminds  me  to  salute  my  wife,  , 
Lillian,  who  has  been  a patient  person  this  year, 
to  put  it  mildly. 

Now,  gentlemen,  you’ll  have  many  better 
presidents,  but  you’ll  never  have  one  that  loves 
the  FM.\  more,  or  appreciates  more  the  honor  of 
having  been  your  President. 
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General 

The  General  Session  of  the  97th  Annual  Meet- 
ng  of  the  Florida  Medical  Association  was  called 
0 order  at  11:00  a.m.  on  Friday,  May  7,  1971, 
n the  Medallion  Room  of  the  Americana  Hotel, 
Bal  Harbour,  Florida,  by  President  James  T. 
Cook,  M.D. 

Dr.  Cook  announced  the  winners  of  the  awards 
for  scientific  exhibits. 

1971  SCIENTIFIC  EXHIBIT  AWARDS 

First  Place:  Morton  B.  Weinstein,  M.D.  and 
.\ugust  Miale,  M.D.,  Miami:  “Tumor  Localiza- 
tion with  Radionuclides” 

Second  Place:  C.  A.  Castillo,  M.D.,  J.  G.  Ches- 
ney,  M.D.,  T.  O.  Gentsch,  M.D.,  A.  J.  Gosselin, 
M.D.,  P.  B.  Larsen,  M.D.,  T.  J.  Noto  Jr.,  M.D. 
and  E.  A.  Traad,  M.D.,  Miami;  “Current  Con- 
cepts in  the  Management  of  Coronary  Artery 
Disease” 

, Third  Place:  John  W.  Snow,  M.D.,  Ronald  M. 

, Rhatigan,  M.D.,  M.  Cecil  Johnson,  M.D.  and 
Lewis  J.  Obi,  M.D.,  Jacksonville:  “Permanent 
Preservation  of  Anatomic  Specimens” 

I Honorable  Mention:  Paul  D.  Willis,  M.D.,  Jack- 
sonville: “Selective  Visceral  Angiography  for  Lo- 
calization of  Gastrointestinal  Bleeding  Sites”  and 
Ernest  A.  Traad,  M.D.,  Thomas  O.  Gentsch, 

I M.D.,  Harold  Spear,  M.D.,  Parry  B.  Larsen, 
i M.D.,  DeWitt  Daughtry,  M.D.,  John  J.  Chesney, 

I M.D.,  and  Chang  U.  Wu,  M.D.,  Miami:  “Aneur- 
ysmal Lesions:  Natural  History  and  Surgical 
Management” 

Dr.  Cook  introduced  the  panel  of  members 
who  would  present  informational  discussions  of 
current  socioeconomic  and  medical  economic 
topics : 

James  B.  Byrne,  M.D.,  Chairman,  E’MA  Com- 
mittee on  Peer  Medical  Utilization  Review,  “Peer 
Medical  Utilization  Review.” 

James  L.  Borland  Jr.,  M.D.,  Chairman,  Board 
of  Trustees,  Foundation  for  Medical  Care  in 
Duval  County,  Inc.,  “Foundations  for  Medical 
Care.” 

Joseph  C.  Von  Thron,  M.D.,  Chairman,  Coun- 
cil on  Legislation  and  Public  Agencies,  “Medi- 
credit;  National  Health  Insurance  and  Health 
Maintenance  Organizations.” 

Joseph  G.  Matthews,  M.D.,  Chairman,  EWIA 
•Ad  Hoc  Committee  on  Workmen’s  Compensation, 
and  Chairman,  Council  on  Speciality  Medicine, 
“Workmen’s  Compensation.” 

Dr.  Von  Thron  reviewed  the  various  proposals 


Session 

for  national  health  insurance.  He  called  the  mem- 
bers’ attention  to  the  Medicredit  booklet  which 
had  been  distributed  to  all  delegates  explaining 
Medicredit  and  its  provisions.  He  also  reviewed 
the  estimated  costs  of  each  proposal  and  the 
methods  of  financing. 

Dr.  Byrne  discussed  the  many  changes  in 
medicine  which  have  been  brought  about  by  Medi- 
care and  the  peer  review  activities  in  Florida. 

He  reviewed  the  findings  of  the  peer  review 
committees  thus  far,  and  discussed  the  educational 
value  of  these  findings.  He  expressed  the  hope 
that  organized  medicine  will  prove  it  is  willing 
and  able  to  do  the  job  and  pointed  out  that  all 
the  pending  health  legislation  in  Congress  pro- 
vides for  peer  review. 

Dr.  Borland  presented  the  background  of  the 
“foundation  for  medical  care”  concept,  from  its 
beginning  some  15  years  ago  in  California.  He 
listed  several  compelling  reasons  for  starting  local 
foundations  including  the  need  to  improve  quality, 
efficiency  and  delivery  of  health  care;  the  need  to 
hold  costs  at  reasonable  levels;  and  the  need  to 
preserve  the  private  enterprise  system  of  medical 
practice.  He  stated  that  while  it  is  obvious  that 
some  new  approach  to  health  care  will  be  devel- 
oped, the  government  is  yet  undecided  about  what 
shape  this  system  will  take.  There  needs  to  be 
some  kind  of  insurance  concept  and  it  is  desirable 
that  local  control  and  a fee-for-service  system  be 
maintained.  He  e.xplained  the  mechanics  of  the 
recently  established  Duval  County  Foundation 
for  Medical  Care  and  how  it  would  provide  the 
needed  medical  care  to  the  community. 

Dr.  Matthews  sketched  the  background  of  the 
Workmen’s  Compensation  Fee  Schedule  telling  of 
the  series  of  petitions  filed  by  the  Association  and 
hearings  granted  by  the  Commission  since  Feb- 
ruary 1969.  He  said  that  with  each  hearing,  and 
subsequent  administrative  order,  some  progress 
was  made.  But,  he  said,  at  the  present  time  the 
Division  of  Labor  is  still  not  obeying  the  law  in 
regard  to  medical  fees.  He  described  in  some 
detail  the  objectionable  items  in  the  schedule,  and 
the  methods  which  had  been  used  by  Association 
representatives  to  have  them  corrected,  as  well  as 
the  obstacles  which  had  been  encountered. 

,\  question  and  answer  period  followed  the 
presentations. 

The  President  adjourned  the  General  Session 
at  11:50  a.m. 
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First  House 

The  House  of  Delegates  of  the  Florida  Medical 
Association  convened  at  4:00  p.m.  on  Wednesday, 
May  5,  1971,  in  the  Bal  Masque  Room  of  the 
Americana  Hotel,  Bal  Harbour,  Florida,  with  Dr. 
Charles  K.  Donegan,  Speaker  of  the  House, 
presiding. 

The  invocation  was  pronounced  by  Dr.  Warren 
W.  Quillian,  Past  President,  of  Coral  Gables. 

“Lord,  we  thank  Thee  for  this  Annual  Session 
of  our  Association;  and  for  the  opportunity  to 
discuss  with  each  other  some  of  the  problems  re- 
lated to  medical  care  and  the  delivery  of  health 
services.  Give  us  good  judgment,  supported  by 
sound  principles  that  are  socially  right  and  eco- 
nomically strong.  Guide  our  deliberations  and 
decisions  as  we  attempt  to  meet  the  needs  of  the 
present  and  future.  Discourage  within  us  any 
feeling  of  complacency  concerning  past  accom- 
plishments; and  imbue  us  with  the  strength  and 
courage  necessary  to  meet  the  challenges  present- 
ed for  our  consideration  and  study  now.  We  are 
grateful  to  Thee  for  Thy  blessings  in  our  progress 
thus  far.  Help  us  to  strengthen  our  organization 
of  community  service  in  a manner  which  will 
justify  the  faith  and  confidence  of  those  with 
whom  we  deal. 

“These  things  we  ask  in  Thy  name.  Amen.” 

The  House  stood  for  the  singing  of  “God  Bless 
America”  and  the  National  Anthem. 

The  Speaker  announced  the  membership  of  the 
Credentials  Committee:  Drs.  Joseph  P.  Hendrix, 
Chairman,  N.  Frank  Fain,  Richard  B.  Moore,  and 
Jim  C.  Hirschman. 

The  chairman  of  the  Credentials  Committee, 
Dr.  Hendrix,  reported  a quorum  of  160  delegates 
present  out  of  a possible  204,  representing  a ma- 
jority of  the  delegates  and  a majority  of  the  com- 
ponent medical  societies,  and  moved  that  the 
delegates  be  seated.  The  motion  carried. 

Delegates 

ALACHUA — John  W.  Andrews,  Billy  Brashear,  William 

C.  Ruffin  Jr.,  George  T.  Singleton  (Absent — Walter  E. 
Murphree). 

BAY — William  D.  Carter,  William  C.  Roberts. 
BREVARD — ^N.  Frank  Fain  Jr.,  T.  John  Kaminski,  Jo- 
seph C.  Von  Thron  (Absent — John  Blackburn). 
BROWARD — Robert  L.  Andreae,  Miles  J.  Bielek,  Robert 
J.  Brennan,  Russell  B.  Carson,  Milton  P.  Caster,  Paul 
E.  Gutman,  J.  Gordon  McAllister,  John  H.  Mickley, 
Ray  E.  Murphy,  W.  Dotson  Wells,  John  I.  Williams 
(Absent — Leonard  A.  Erdman,  David  C.  Lane,  Lees 
M.  Schadel). 

CHARLOTTE— (Absent— Carl  N.  Reilly). 


of  Delegates 


CLAY — William  A.  Mulford.  ' I 

COLLIER — Fred  A.  Butler,  Nicholas  Kalvin.  ' I 

COLUMBIA — Frank  Adel.  ' I 

D.A.DE — Jerome  Benson,  Rufus  K.  Broadaway,  Manu'  I 
Carbonell,  Richard  C.  Clay,  Francis  Cooke,  Vincei  I 
P.  Corso,  DeWitt  C.  Daughtry,  Joseph  Fitzgerali;  I 
Marshall  Hall,  Henry  Hardin,  James  J.  Hutson,  Walu'  I 
Jones  III,  Ronald  Mann,  Donald  Marion,  O.  Ildefons'  I 
Mas,  Charles  Monnin,  Sheldon  Munach,  Jean  J.  Per  1 
due,  M.  Murray  Schechter,  Daniel  Seckinger,  Everet|  I 
Shocket,  Mario  Stone,  William  Straight,  Maynar'  I 
Taylor,  Arthur  W.  Wood  Jr.,  Nelson  Zivitz  (Absent-*  I 
James  L.  Anderson,  David  Becker,  Morris  Blau  I 
Harvey  Brown,  Edward  Cullipher,  Joseph  Davis  I 
Robert  F.  Dickey,  Miguel  Figueroa,  M.  Eugene  Flipse  I 
Jim  C.  Hirschman,  Paul  Jarrett,  James  R.  Jude,  Johi  I 
Liebler,  Paul  Mayer,  Chauncey  Stone,  Charles  F.  Tate  I 
Scheffel  Wright).  I 

DESOTO-HARDEE-GLADES— Calvin  W.  Martin.  I 

DUVAL — Clyde  M.  ColMns,  Stephen  P.  Gyland,  Karl  B I 
Hanson,  L.  E.  Masters,  Thad  Moseley,  D.  Darrelll  I 
Phillips,  Harry  W.  Reinstine  Jr.,  John  A.  Rush  Jr.,  I 
Guy  T.  Selander  (Absent— John  J.  Fisher,  M.  Harlan  I 
Johnston,  A.  H.  Wilkinson  Jr.).  I 

ESCAMBIA — Charles  J.  Kahn,  T.  J.  Marshall,  Philip  B.  I 
Phillips,  Lockland  V.  Tyler  Jr.  'I 

FRANKLIN-GULF— Joseph  P.  Hendrix.  I 

HIGHLANDS— Donald  Hartwell.  ' I 

HILLSBOROUGH — Richard  H.  Blank,  Ernest  R.  Bourk-  I 
ard,  Frank  C.  Coleman,  Richard  G.  Connar,  Irving  1 
M.  Essrig,  John  C.  Fletcher,  Victor  H.  Knight,  W.  I 
Mahon  Myers,  William  W.  Trice  (.\bsent — Richard  I 
S.  Hodes).  I 

INDIAN  RIVER— (Absent— J.  C.  Robertson) . I 

LAKE — J.  Basil  Hall,  Thomas  H.  Nichols.  I 

LEE-HENDRY — Larry  Garrett,  F.  Lee  Howington,  Ed-  I 

ward  Salko.  I 

LEON-WAKULLA-JEFFERSON— E.  G.  Haskell,  Nelson  I 

H.  Kraeft,  Robert  N.  Webster.  I 

MADISON— (Absent— William  J.  Bibb).  ' I 

M.ANATEE — (Absent — Irving  E.  Hall  Jr.,  Roger  A.  I 

Meyer).  I 

MARION — Henry  L.  Harrell,  C.  Brooks  Henderson.  I 

MONROE — Jaime  M.  Benavides.  I 

NASSAU — Marshall  Groover.  ] 

OKALOOSA— W.  W.  Thompson. 

ORANGE — Louis  P.  Brady,  Norman  F.  Coulter,  Paul  C. 
Harding,  Harold  W.  Johnston,  Franklin  B.  McKechnie, 
Louis  C.  Murray,  Edward  W.  Stoner,  Thomas  B. 
Thames  (Absent — Axel  W.  Anderson  III,  Truett  H. 
Frazier).  ’ 

PALM  BEACH — W.  F.  Ande,  Carl  E.  Andrews,  Vernon  I 
B.  Astler,  Jerry  F.  Cox,  Maximilian  A.  Crispin,  James  j 
R.  Forlaw,  Bernard  Kimmel,  R.  B.  Moore  Jr.,  H.  John  I 

Richmond. 

PANHANDLE— H.  E.  Brooks. 

PASCO-HERNANDO-CITRUS— Randall  Jenkins.  , 

PINELLAS — Joseph  A.  Ezzo,  James  C.  Fleming,  Allyn  B.  ' 
Giffin,  David  S.  Hubbell,  Jack  A.  MaCris,  Donald  G.  ! 
Nikolaus,  David  T.  Overbey  Jr.,  Thomas  M.  Quehl,  I 
George  H.  Welch  Jr.,  Walter  H.  Winchester,  Rowland  I 

E.  Wood. 

POLK — James  R.  Boulware  III,  Thomas  M.  Caswall,  ' 
J.  Gerard  Converse,  John  W.  Glotfelty,  Robert  J. 
Pfaff,  Angelo  P.  Spoto. 

PUTNAM — (Absent — Roy  E.  Campbell).  j 

ST.  JOHNS— W.  W.  O’Connell.  I 

ST.  LUCIE-OKEECHOBEE-MARTIN— Howard  C.  Me-  j 

Dermid  (Absent — John  M.  Gunsolus).  1 

SANTA  ROSA — (Absent — Claude  J.  Barnes).  ' ! 

SARASOTA — Samuel  E.  Kaplan,  Karl  R.  Rolls,  Millard 
B.  White  (Absent — Franklin  H.  Pfeiffenberger). 
SEMINOLE— Luis  M.  Perez. 

SUWANNEE-HAMILTON-LAFAYETTE  — (Absent— 
Wilton  Kane). 
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Baylor — Frank  Scarvey  III. 

’OLUSIA — Bob  Bullwinkel,  William  Eyster,  W.  H.  Har- 
rison, R.  W.  Snodgrass. 

V.\LTON — (Absent — Thomas  G.  Spence). 
lOUiNCIL  ON  SPECIALTY  MEDICINE— Frederick  C. 
Andrews,  James  D.  Beeson,  Jack  H.  Bowen,  Andre  S. 
Capi,  James  W.  Clower  Jr.,  Samuel  G.  Hibbs,  Sanford 
A.  Mullen,  Robert  E.  Raborn,  James  M.  Stem,  Edward 

J.  Sullivan  Jr.,  Miles  W.  Thomley  (Absent — West 
Bitzer,  John  M.  Hamilton,  William  T.  Mixson,  Richard 
P.  Thompson). 

OFFICERS  .AND  BOARD  OF  GOVERNORS— Henry  J. 
Babers  Jr.,  Jack  Q.  Cleveland,  James  T.  Cook,  James 
F.  Cooney,  William  J.  Dean,  Richa  d C.  Dever,  Charles 

K.  Donegan,  Richard  M.  Fleming,  Francis  T.  Holland, 
Floyd  K.  Hurt,  Joseph  G.  Matthews,  Eugene  G.  Peek 
Jr.,  James  W.  Walker,  William  M.  C.  Wilhoit  (.Absent 
— Franklin  J.  Evans). 

Upon  motion  duly  carried,  the  Rules  and  Order 
'■i^'iof  Business  of  the  House  were  adopted  as  follows: 


Information  for  Delegates 


The  Rules  and  Order  of  Business  for  the  House  of 
f Delegates  is  included  in  this  Handbook, 
j Delegates  and  alternates  whose  names  appear  in  this 
1;  Handbook  have  been  certified  by  their  county  medical 
|!  societies.  Our  By-laws  do  not  permit  an  alternate  to  serve 
1 for  a delegate  who  has  once  been  seated.  The  By-laws 

[require  that  delegates  fill  out  attendance  cards  at  each 
meeting  of  the  House  of  Delegates  in  order  to  be  credited 
in  attendance,  and  further,  the  Chairman  of  the  Creden- 
■:jit  tials  Committee  is  required  to  report  to  the  House  the 
number  of  delegates  who  have  registered  their  attendance 
cards,  thus  eliminating  the  necessity  of  a roll  call  to  seat 
delegates. 

Reports  and  resolutions  that  were  received  before 
! going  to  press  are  included  in  this  Handbook.  Delegates 
I are  urged  to  study  them  carefully  before  they  are  intro- 
I duced  in  the  House.  Whenever  possible,  it  is  requested 
\ that  resolutions  and  supplemental  reports  be  forwarded 
to  the  Association’s  executive  office  by  April  26  for  dupli- 
cation and  distribution  to  the  delegates. 

All  reports  and  resolutions  will  be  referred  to  Reference 
Committees  by  the  Speaker  at  the  First  Meeting  of  the 
House  of  Delegates.  All  members  who  are  interested  in 
any  committee  report  or  resolution  should  attend  the 
J|i;  Reference  Committee  meetings  where  a full  discussion  will 
take  place.  Council  and  committee  chairmen  are  respect- 
fully requested  to  be  present  and  discuss  their  respective 
jt  reports.  All  members  of  Reference  Committees  are  urged 
to  study  carefully  the  reports  and  resolutions  referred  to 


them.  The  chief  purpose  of  the  Reference  Committees  is 
to  allow  an  opportunity  for  as  many  members  of  the 
Florida  Medical  Association  as  possible  to  appear  and 
be  heard  and  thus  have  a voice  in  the  business  of  the 
Association.  In  addition,  discussions  before  the  Reference 
Committees  have  the  added  advantage  of  avoiding  long 
discussions  at  the  meetings  of  the  House  of  Delegates. 
Members  may  request  the  Reference  Committee  chairman 
to  defer  items  in  which  they  are  interested  in  order  that 
they  may  be  present  to  discuss  the  subject. 

A resolution  before  the  Reference  Committee  must 
have  a sponsor  present  before  the  Reference  Committee. 
All  resolutions  must  be  filed  by  12:00  noon  on  the  day 
of  the  First  Meeting  of  the  House  of  Delegates,  typewrit- 
ten and  in  proper  form.  The  resolutions  so  presented  will 
be  duplicated  and  available  at  the  Reference  Committee 
meetings  when  they  convene.  Your  attention  is  called  to 
the  format  of  the  annual  meeting,  where  the  Reference 
Committee  meetings  will  be  held  in  the  morning  follow- 
ing the  First  Meeting  of  the  House. 

We  also  plan  to  have  all  Reference  Committee  reports 
duplicated  and  available  to  the  delegates  at  the  Registra- 
tion Desk  on  the  morning  of  the  day  the  Second  House 
of  Delegates  meets  in  the  afternoon.  We  trust  these  pro- 
visions will  result  in  an  efficient  and  informed  House  of 
Delegates. 

All  reports  and  resolutions  included  in  this  Handbook, 
as  well  as  those  which  will  be  in  the  Delegates’  Packets 
and  the  reports  of  the  Reference  Committees,  have  been 
color  coded  for  easy  reference.  This  color  code  is  as 
follows: 

Reference  Committee  No.  I — Green 
Reference  Committee  No.  II  — Buff 
Reference  Committee  No.  Ill — Blue 
Reference  Committee  No.  IV  — Pink 
Reference  Committee  No.  V — Goldenrod 

According  to  our  By-laws,  nomination  and  seconding 
speeches  shall  be  limited  to  a maximum  of  two  minutes 
each.  If  additional  information  needs  to  be  presented  to 
the  House,  it  should  be  duplicated  and  distributed  to 
members  of  the  House. 

Your  Speaker  and  Vice  Speaker  are  available  at  any 
time  to  help  in  any  way  in  the  preparation  of  resolutions 
or  in  any  capacity  in  which  they  might  help  any  member 
of  the  Florida  Medical  Association. 

Charles  K.  Donegan,  Speaker, 
House  of  Delegates 
Franklin  J.  Evans,  Vice  Speaker, 
House  of  Delegates 

A correction  was  made  in  the  Proceedings  of 
the  1970  House  of  Delegates,  as  published  in  the 
July  1970  issue  of  the  Journal  oj  the  Florida 
Medical  Association.  In  the  Second  House  of 


House  of  Delegates  in  session.  (From  left)  Dr.  Henry  J.  Babers,  Immediate  Past  President;  Dr.  Floyd  K.  Hurt, 
President-Elect;  Dr.  James  T.  Cook,  President;  Dr.  Charles  K.  Donegan,  Speaker  of  the  House;  Mr.  W.  Harold 
Parham,  Executive  Vice  President;  Dr.  James  W.  Walker,  Secretary-Treasurer;  Dr.  Richard  C.  Dever,  Vice  Presi- 
dent and  Wanda  Bain,  recording  secretary. 
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Delegates,  report  of  the  Florida  Medical  Founda- 
tion, page  56,  second  column,  objectives  of  the 
Foundation,  item  number  5 was  deleted,  as  it  had 
been  included  in  the  report  in  error. 

motion  carried  to  approve  the  minutes  of 
the  1970  House  of  Delegates  as  corrected. 

The  Speaker  introduced  the  officers  of  the  .As- 
sociation: Drs.  James  T.  Cook,  President;  Floyd 
K.  Hurt,  President-Elect;  Henry  J.  Babers  Jr., 
Immediate  Past  President;  Richard  C.  Dever, 
Vice  President;  James  W.  Walker,  Secretary- 
Treasurer;  and  Mr.  W.  Harold  Parham,  Executive 
Vice  President.  Dr.  Franklin  J.  Evans,  Vice 
Speaker,  was  not  present,  and  the  Speaker  read 
to  the  House  his  letter  advising  of  his  absence. 

April  29,  1971 

W.  Harold  Parham,  Executive  Vice  President 

Florida  Medical  Association 

P.  0.  Box  2411 

Jacksonville,  Florida  32203 

Dear  Harold: 

I am  very  distraught  and  upset  over  the  fact  that 
I will  be  unable  to  attend  the  annual  meeting  of  the 
FMA  next  week  at  the  Americana  Hotel.  I have  had 
the  misfortune  of  discovering  a lesion  in  my  ascending 
colon  and  am  being  admitted  to  Doctors’  Hospital  for 
surgical  exploration  on  Sunday. 

This  will  be  the  first  meeting  I will  have  missed 
in  many  years  and  feel  very  sad  about  it  as  I’ve  al- 
ways looked  forward  to  them.  I also  regret  that  I 
will  not  be  there  to  assist  Dr.  Donegan  in  his  duties 
as  Speaker.  However,  I’m  sure  he  will  carry  on  most 
competently  after  the  experience  he  has  gained  in  the 
past  few  years. 

I’m  sure  this  will  be  an  exciting  meeting  and  I hope 
it  will  be  a most  successful  one. 

Yours  very  truly, 

Franklin  J.  Evans,  M.D. 
cc:  Dr.  James  T.  Cook,  Pres. 

Dr.  Charles  K.  Donegan,  Speaker  of  the  House 
Mr.  M.  John  Hanni 

The  House  unanimously  instructed  the  Secre- 
tary to  extend  to  the  \'ice  Speaker  the  greetings  of 
the  House  and  wish  him  a speedy  recovery. 

(Note:  Upon  this  instruction  the  following  message 

was  sent  along  with  flowers  to  Dr.  Evans.) 


by  tradition,  and  decreed  by  its  presiding  officer.  Our 
By-laws  state,  and  I quote: 

“The  deliberations  of  the  association  shall  be  governed 
by  parliamentary  usage  as  contained  in  Sturgis  Stan- 
dard Code  of  Parliamentary  Procedure,  unless  other- 
wise provided  in  the  Charter  and  these  By-laws,  or 
unless  waived  or  modified  by  two-thirds  vote  of  mem- 
bers present  at  any  session  of  the  general  membership 
or  meeting  of  the  House  of  Delegates.’’ 

Parliamentary  law  serves  to  aid  an  assembly  in  orderly, 
expeditious  and  equitable  accomplishment  of  its  desires. 
Any  compulsive  adherence  to  an  inflexible  set  of  direc- 
tives may  thwart  rather  than  abet  such  an  objective. 

The  majority  opinion  of  the  House  in  determining 
what  it  wants  to  do  and  how  it  wants  to  do  it  should 
always  remain  the  ultimate  determinant. 

It  is  the  obligation  of  the  Speaker  to  sense  this  will 
of  the  House,  to  preside  accordingly,  and  to  hold  his 
rulings  ever  subject  to  challenge  from  and  reversal  by 
the  assemblage. 

This  year,  as  last  year,  there  will  be  three  sessions  of 
the  House  of  Delegates.  This  one ; the  second  meeting  on 
Saturday  afternoon  at  3:00  p.m.  and  the  third  meeting 
will  be  Sunday  morning  at  9:00  a.m. 

Let  me  urge  each  delegate  to  conscientiously  attend  the 
reference  committee  meetings — freely  express  your  views 
and  opinions  to  the  reference  committees,  in  order  that 
they  may  make  sound  recommendations  to  this  House  of 
Delegates. 

Further,  study  the  reference  committee  reports  care- 
fully Saturday  morning,  in  order  that  we  can  make  sound, 
well  thought-out  decisions  on  Saturday  afternoon. 

The  reference  committee  reports  will  have  each  line 
numbered  in  order  to  clarify  amendments  made  on  the 
floor. 

Your  Speaker  will  be  available  to  assist  you  in  every 
way  possible.  Thank  you. 

The  Speaker  introduced  distinguished  guests: 
Mrs.  Arnold  J.  Spanjers,  President,  and  Mrs. 
Wesley  S.  Nock,  President-Elect,  Woman’s  Auxil- 
iary to  the  Florida  Medical  Association;  Mrs. 
Linus  W.  Hewit,  Chairman,  Council  on  Commu- 
nity Health,  Woman’s  Auxiliary  to  the  American 
Medical  Association;  Mrs.  Abbott  Y.  Wilcox, 
President-Elect,  Woman’s  Auxiliary  to  the  South- 
ern Medical  Association;  and  Francis  P.  Conroy, 
Esquire,  the  Association’s  legal  counsel. 

Mrs.  Spanjers  greeted  the  House  of  Delegates 
on  behalf  of  the  Auxiliary,  and  the  text  of  her 
remarks  appears  on  page  84  of  this  issue  of  the 
Journal. 


Dear  Franklin: 


May  5,  1971 


The  House  of  Delegates,  now  in  session,  was  sad- 
dened by  the  news  of  your  illness.  You  will  be 
missed  by  all.  We  wish  you  God’s  speed  in  returning 
to  good  health  and  shall  look  forward  to  having  you 
with  us  again  next  year. 

Sincerely, 

James  W.  Walker,  M.D.,  Secretary, 
for  the  Florida  Medical  .Association 


The  Speaker  then  instructed  the  House. 
Remarks  of  the  Speaker 


This  is  your  House  of  Delegates.  We  are  here  today 
representing  7,000  physicians  in  the  State  of  Florida.  We 
are  here  to  make  policies  for  the  members  of  the  Florida 
Medical  Association  for  the  coming  year. 

The  House  of  Delegates  transacts  business  according 
to  a blend  of  rules  imposed  by  its  By-laws,  established 


The  President,  Dr.  James  T.  Cook,  introduced 
Dr.  C.  A.  Hoffman,  Secretary-Treasurer  of  the 
American  Medical  Association. 

Dr.  Hoffman  commented  on  the  importance  of 
representation  in  the  AM.A’s  House  of  Delegates, 
and  complimented  the  Florida  delegation  on  its 
work.  He  commented  on  the  professional  liability 
problems  around  the  country  and  the  activities  of 
the  AMA  in  this  area.  He  stated  that  it  is  the 
hope  of  the  .AMA  to  work  in  coordination  with 
state  programs  for  professional  liability  insurance, 
and  to  assist  those  states  which  have  no  programs. 
He  was  enthusiastic  about  the  prospect  for  success 
of  these  endeavors. 
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Dr.  Cook,  requested  that  Dr.  Vincent  Corso 
and  Dr.  Eugene  Peek  Jr.  escort  Dr.  Luis  M.  Perez 
to  the  podium,  and  expressed  his  pleasure  upon 
presenting  to  Dr.  Perez  the  1971  A.  H.  Robins 
t Company  Annual  Award  “For  Outstanding  Com- 
. munity  Service  by  a Physician.” 

A.  H.  Robins  Company  Award 
“FOR  OUTSTANDING  COMMUNITY  SERVICE 
BY  A PHYSICLMN” 

Luis  Martin  Perez,  M.D.,  of  Sanford,  a tireless  crusader 
'i ; against  communism  and  drug  abuse,  has  been  selected  to 
t receive  the  1971  .A.  H.  Robins  Company  Award  for  com- 
4 munity  service  by  a Florida  physician. 

The  awa  d is  presented  annually  to  a member  of  the 
( Florida  Medical  Association,  Inc.,  who  renders  distinguish- 
ed public  service  to  his  community.  Dr.  Perez  was  select- 
ed by  the  FMA  Board  of  Governors  from  among  more 
! than  a dozen  nominations  presented  by  component  county 

f medical  societies. 

Dr.  Perez  was  cited  for  his  continuing  fight  against 
I:  communism;  his  efforts  to  make  members  of  his  com- 
I munity  aware  of  their  duties  as  citizens;  his  devotion  and 
leadership  in  the  crusade  against  drug  abuse;  his  work 
toward  a better  life  for  the  underprivileged;  and  his  prog- 
ress toward  bridging  the  generation  gap. 

Luis  Ma.tin  Perez,  M.D.,  was  born  on  January  30, 
■ I 1928,  at  Camaguey,  Cuba,  where  he  later  attended  primary 
I and  secondary  schools  and  the  Instituto  of  Camaguey. 
' He  subsequently  attended  Havana  University  Medical 
' School  where  he  received  his  M.D.  degree  in  19SS. 

Dr.  Perez  left  Castro’s  Cuba  in  the  mid-1950’s,  coming 
to  the  United  States.  He  took  an  internship  and  a three- 
I year  internal  medicine  residency  at  Georgia  Baptist  Hos- 
pital in  Atlanta. 

He  came  to  Florida  from  Atlanta  and  was  a member 
I of  the  staff  of  the  Florida  State  Hospital  at  Chattahoo- 
I chee,  1960-1963.  During  this  period  he  became  an  .Ameri- 
' can  citizen.  He  moved  to  Sanford,  Florida  in  1963  and 
has  been  engaged  in  the  private  practice  of  medicine  and 
cardiology  ever  since. 

Since  he  became  a citizen  on  September  7,  1961,  Dr. 
Perez  has  given  unselfishly  of  his  time,  energy  and  re- 
sources to  make  members  of  his  community  aware  of 
their  obligations  and  to  make  it  a better  place  to  live. 
For  years,  he  has  averaged  about  one  speech  a week  on 
communism  alone  before  civic,  church,  PTA,  school  and 
other  groups  in  Seminole  County  and  the  surrounding 
area. 

Through  his  continued  efforts  and  attendance  at  courses 
in  public  speaking.  Dr.  Perez  has  become  an  accomplished 


Dr.  Luis  M.  Perez  accepts  the  A.  H Robins  Award  "For 
Outstanding  Community  Service  by  a Physician.” 


prize-winning  lecturer.  In  addition  to  addressing  “live” 
audiences,  he  has  spoken  on  radio  and  television. 

His  dedication  to  the  principles  on  which  this  country 
stands  is  unquestioned.  One  year  he  set  up  a booth  at  the 
Seminole  County  Fair,  where  he  distributed  American 
flags  and  copies  of  the  Declaration  of  Independence,  the 
Pledge  of  .Allegiance  and  the  Bill  of  Rights. 

Concerned  about  the  U.S.  Supreme  Court  decision 
prohibiting  mandatory  prayer  in  the  public  schools.  Dr. 
Perez  was  successful  in  persuading  the  Seminole  County 
Board  of  Public  Instruction  to  initiate,  as  a substitute, 
classroom  readings  from  the  Constitution  of  the  United 
States  and  the  Declaration  of  Independence. 

The  Seminole  County  internist’s  efforts  also  have  been 
focused  in  the  war  on  drug  abuse.  He  took  a week  from 
his  practice  in  1968,  rented  films  on  drug  abuse,  and 
toured  the  Seminole  County  School  System  showing  the 
films  to  parent  and  student  groups.  During  1969,  he 
lectured  more  than  30  times  on  drug  abuse  while  at  the 
same  time  keeping  up  his  hectic  pace  of  anticommunism 
speeches. 

Dr.  Perez  also  has  given  of  himself  in  the  cause  of 
better  living  for  the  underprivileged  and  establishing 
better  dialogue  and  relations  between  youths  and  adults. 

He  organized  a committee  to  form  a Boy’s  Club  of 
.America  Chapter  in  Seminole  County.  Last  year,  he  rent- 
ed an  auditorium  at  Sanford  and  began  a semimonthly 
series  of  “Generation  Gap”  meetings.  These  sessions 
brought  adults  and  youths  together  in  open  forum  discus- 
sions of  a wide  variety  of  topics. 

Out  of  these  meetings  came  the  idea  for  a joint  adult- 
youth  project  known  as  The  Village  or  Half-Way  House. 
This  facility  became  an  information  and  assistance  center 
for  persons  tormented  by  drugs  and  other  personal 
problems. 

Presently  the  House  is  open  in  the  evenings,  but  plans 
are  for  it  to  be  staffed  on  a 24-hour  basis.  Facilities  in- 
clude a telephone  “hotline”  answered  by  adult  volunteers. 

His  profession  and  his  civic  activities  demand  much 
of  his  time,  but  Dr.  Perez  is  also  a dedicated  family  man. 
His  wife.  Dr.  Maria  Pique  Perez,  is  a dermatologist.  They 
have  two  sons,  Luis  Martin  Perez  Jr.,  and  Hector  Antonio 
Perez. 

Dr.  Perez  was  instrumental  in  the  formation  of  the 
Canaveral  Area  Heart  Association  and  served  as  its  fi-st 
president.  He  is  a former  president  of  the  Mental  Health 
Association  of  Seminole  County  and  the  Seminole  County 
Medical  Society.  He  also  is  past  chief  of  medicine  at 
Seminole  Memorial  Hospital. 

He  is  a member  of  the  Civitan  Club  of  Sanford  and 
serves  on  that  city’s  Civil  Service  Board.  His  memberships 
include  many  educational,  foreign  affairs  and  public  speak- 
ing organizations. 

Dr.  Perez:  “You  really  don’t  know  how  much 
this  means  to  me,  as  an  adopted  citizen  of  this 
country.  This  does  not  really  belong  only  to  me 
— a portion  belongs  to  my  wife,  another  portion 
belongs  to  my  fellow  physicians  in  Seminole  Coun- 
ty who  covered  for  me  when  I was  out  talking 
about  something  that  had  nothing  to  do  with 
medicine,  and  another  part  belongs  to  Fidel  Cas- 
tro, because  he  is  the  one  who  taught  me  the 
lesson  about  citizenship  and  made  me  realize  that 
1 must  participate  in  my  country  or  lose  it.  Thank 
you.” 

Dr.  Cook  then  presented  his  annual  address. 
(The  text  of  Dr.  Cook’s  address  begins  on  page 
21.)  The  Speaker  referred  the  President’s  ad- 
dress to  Reference  Committee  No.  Ill  for  con- 
sideration. 
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The  Speaker  called  attention  to  the  report  of 
the  Florida  Medical  Foundation  which  is  printed 
in  the  Handbook  for  Delegates.  The  President  of 
the  Foundation,  Dr.  Eugene  Peek,  advised  that  he 
had  no  additions  to  make  to  this  report. 

The  Speaker  announced  the  appointment  of 
delegates  to  the  Reference  Committees,  who  had 
been  appointed  by  the  Speaker  in  consultation 
with  the  President,  on  the  basis  of  five  members 
for  each  Reference  Committee,  one  from  each  of 
the  four  medical  districts  and  one  from  the  mem- 
bership of  the  House  at  large.  The  Speaker  also 
announced  cissignment  of  an  AMA  delegate  as 
advisor  to  each  Reference  Committee,  and  the 
time  and  place  of  the  meetings  of  the  Reference 
Committees  on  Thursday,  May  6: 

Reference  Committee  No.  I — Health  and  Education 
9:30  a.m.,  Ball  Room  A 

William  C.  Ruffin  Jr.,  Chairman 
Irving  M.  Essrig 
Charles  F.  Tate  Jr. 

Harold  W.  Johnston 
William  M.  Straight 
Jere  W.  Annis,  AMA  Delegate  Advisory 
Reference  Committee  No.  II — Public  Policy 
10:00  a.m.,  Ball  Room  B 

No-man  F.  Coulter,  Chairman 
Nelson  H.  Kraeft 
Karl  R.  Rolls 
Miles  J.  Bielek 
DeWitt  C.  Daughtry 
Samuel  M.  Day,  AMA  Delegate  Advisory 
Reference  Committee  No.  HI — Finance  and  Admin- 
istration 

10:30  a.m..  Eastward  Room 

Rufus  K.  Broadaway,  Chairman 
Philip  B.  Phillips 
Thomas  M.  Caswall 
Ray  E.  Murphy  Jr. 

Richard  G.  Connar 

Francis  T.  Holland,  AMA  Delegate  Advisory 
Reference  Committee  No.  IV — Legislation  and  Miscel- 
laneous 

10:00  a.m..  Ball  Room  C 

William  H.  Harrison,  Chairman 

Karl  B.  Hanson 

.Allyn  B.  Giffin 

Robert  L.  Andreae 

Walter  C.  Jones  HI 

Francis  C.  Coleman,  AMA  Delegate  Advisory 
Reference  Committee  No.  V — Medical  Economics 
9:30  a.m..  Westward  Rooms  II  and  V 
Francis  N.  Cooke,  Chairman 
William  W.  O’Connell 
Joseph  A.  Ezzo 
James  R.  Forlaw 
Louis  P.  Brady 

Burns  A.  Dobbins  Jr.,  AMA  Delegate  Advisory 

The  Speaker  read  the  list  of  reports  and  resolu- 
tions referred  to  Reference  Committees,  as  pub- 
lished in  the  Handbook,  and  called  the  House’s 
attention  to  the  referrals  of  supplemental  reports 
and  resolutions  which  had  been  distributed  in  the 
Delegates’  Packets. 

The  Chair  recognized  Dr.  William  M.  Straight, 
Chairman  of  the  Committee  on  Archives,  who 


presented  the  Supplemental  Report  of  the  Com-i 
mittee.  ’ 

Dr.  Straight:  “Mr.  Speaker,  Fellow  Physicians 
and  Guests:  .At  this  moment  in  this,  the  first  | 
meeting  of  the  House  of  Delegates  for  1971,  we 
would  like  to  recognize  those  members  who  joined 
the  Florida  Medical  Association  in  the  years  1942  ' 
and  1943.  Will  these  members  please  stand  at 
this  time.  We  have  attached  to  their  convention 
badges  a ribbon  in  honor  of  this  event.  Tomor- 
row, Thursday,  at  twelve  noon,  in  the  Bal  Masque 
Room,  the  Archives  Committee  will  host  a brief 
reception  for  all  F.M.A.  members  who  joined  the 
association  in  the  years  1940,  1941,  1942  and 
1943.  We  urge  your  attendance  for  fellowship 
and  light  refreshments. 

“For  the  next  few  moments  we  wish  to  honor 
the  memory  of  our  colleagues  who  have  crossed 
the  bar  since  our  last  annual  meeting.  Their 
names  are  listed  in  your  delegates’  packets  and 
each  is  represented  by  a rose  in  the  vases  on 
the  Speaker’s  platform.  .Among  these  was  Dr. 
Eugene  Peek  Sr.,  who  was  President  of  our  asso- 
ciation in  1943.  Although  when  we  recall  the  help 
and  encouragement  they  gave  us  and  the  good 
times  we  had  together,  sadness  wells  up  within  us, 
let  us  see  the  more  positive  side  so  aptly  expressed 
by  John  Mills: 

“Life’s  race  well  run, 

Life’s  work  well  done. 

Life’s  victory  won. 

Now  Cometh  rest.” 

The  House  stood  for  a moment  in  honor  of 
its  colleagues. 

Dr.  Straight’s  report  was  referred  to  Reference 
Committee  No.  HI,  and  the  remaining  reports  and 
resolutions  were  referred  as  indicated  in  the 
packets. 

Dr.  Sanford  Mullen,  Chairman  of  the  Com- 
mittee on  State  Legislation,  was  recognized.  “Mr. 
Speaker:  As  each  of  you  is  aware,  the  Florida 
Legislature  is  in  session.  A continuing  stream  of 
legislative  items  that  need  our  attention  have  come 
too  recently  for  us  to  include  in  our  formal  report 
in  the  Handbook.  We  would  like  the  permission 
of  the  House  to  bring  these  items  up  for  discus- 
sion before  the  Reference  Committee  to  which  our 
reports  have  been  assigned.  In  particular,  there 
are  three  bills  pending  relative  to  osteopathic 
physicians  and  one  relating  to  use  of  hypodermic 
syringes  and  needles.  There  may  be  others  which 
Mr.  Fraser  will  bring  or  send  to  us.  I am  request- 
ing permission  to  make  these  subjects  a part  of 
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our  report  so  they  can  be  discussed  at  the  time 
of  the  Reference  Committee.” 

The  House  unanimously  approved  Dr.  Mul- 
len’s request. 

The  Speaker  recognized  Dr.  Warren  Quillian, 
President  of  Blue  Shield  of  Florida,  and  Mr. 
Frank  Kelly,  Chairman  of  the  Board  of  Blue 
Cross  of  Florida. 

The  Speaker  announced  that  the  Blue  Shield 
annual  meeting  would  be  held  at  8:00  a.m.  on 


Thursday,  May  6.  He  urged  all  members  to  at- 
tend the  General  Session  on  Friday  at  11:00  a.m., 
at  which  time  the  President  would  present  a panel 
of  presentations  on  socioeconomics  in  medicine. 
He  also  announced  the  FL.^MP.AC-Auxiliary 
luncheon  to  be  held  on  Friday,  May  7,  at  12:15 
p.m.  immediately  following  the  General  Session. 

The  House  of  Delegates  recessed  at  5:10  p.m., 
to  reconvene  on  Saturday,  May  8,  1971,  at  3:00 
p.m. 


Second  House  of  Delegates 


The  second  meeting  of  the  House  of  Delegates 
convened  at  3:00  p.m.  on  Saturday,  May  8,  1971, 
in  the  Bal  Masque  Room  of  the  Americana  Hotel, 
Bal  Harbour,  with  Dr.  Charles  K.  Donegan, 
Speaker  of  the  House,  presiding. 

Dr.  Hendrix  reported  172  delegates  registered, 
constituting  a quorum,  and  moved  that  the  House 
be  seated.  The  motion  carried. 


DELEGATES 

.\L.\CHU.\ — -John  VV.  Andrews,  Billy  Brashear,  Wilbur 
J.  Coggins,  George  T.  Singleton,  William  C.  Ruffin  Jr. 
D.yV — William  D.  Carter  (.Absent — William  C.  Roberts). 
BREV.ARD — Donald  Bryan,  N.  Frank  Fain  Jr.,  T.  John 
Kaminski,  Joseph  C.  Von  Thron. 

BROW.\RD — Miles  J.  Bielek,  Robert  J.  Brennan,  Russell 

B.  Carson,  Paul  E.  Gutman,  David  C.  Lane,  J.  Go'don 
Mc.Allister,  Lees  M.  Schadel,  W.  Dotson  Wells,  John  I. 
Williams,  Norman  N.  Wrubel  (.\bsent — Robert  L. 
-\ndreae,  Milton  P.  Caster,  John  H.  Mickley,  Ray  E. 
Murphy) . 

CHARLOTTE— Robert  Pa'mer. 

CLAY— William  A.  Mulford. 

COLLIER — (.Absent — Fred  A.  Butler,  Nicholas  Kalvin). 
COLUMBL^— Frank  Adel. 

D.yDE — William  G.  .Aten,  George  Baldry,  Jerome  Benson, 
Morris  Blau,  Rufus  K.  Broadaway,  Harvey  B-own, 
Manuel  Carbonell,  Richard  C.  Clay,  Francis  Cooke, 
Vincent  P.  Corso,  Joseph  Davis,  Robe.t  F.  Dickey, 

L.  W.  Dowlen,  Miguel  Figueroa,  Joseph  Fitzgerald, 

M.  Eugene  Flipse,  Marshall  Hall,  Henry  Ha-din,  James 
J.  Hutson,  Paul  Jarrett,  Walter  Jones  III,  Robert  Lee, 
Ronald  Mann,  Donald  Marion,  0.  Ildefonso  Mas, 
Cha-les  Monnin,  Sheldon  Munach,  Jean  J.  Perdue, 
M.  Murray  Schechter,  Robert  Schiess,  Daniel  Seckinger, 
Everett  Shocket,  Mario  Stone,  William  Straight, 
Cha-les  F.  Tate,  Maynard  Taylor,  .Arthur  W.  Wood 
Jr.,  Nelson  Zivitz  (Absent — DeWitt  C.  Daughtry,  Jim 

C.  Hirschman,  James  R.  Jude,  Paul  Mayer,  Chauncey 
Stone) . 

DESOTO-H.ARDEE-GL.ADES  — (.Absent -- Calvin  W. 
Martin). 

DUVAL — Clyde  M.  Collins,  Emmet  F.  Ferguson  Jr.,  John 
J.  Fisher,  Stephen  P.  Gyland,  Ka-1  B.  Hanson,  L.  E. 
Masters,  Thad  Moseley,  D.  Darrell  Phillips,  Ha-ry  W. 
Reinstine  Jr.,  John  .A.  Rush  Jr.,  Guy  T.  Selander, 
.A.  H.  Wilkinson  Jr. 

ESCAMBIA— Cha-les  J.  Kahn,  T.  J.  Marshall,  Philip  B. 
Phillips,  Dockland  V.  Tyler  Jr. 


FR.ANKLIN-GULF — Joseph  P.  Hendrix. 

HIGHL.ANDS — (.Absent — Donald  Hartwell) . 
HILLSBOROUGH — Richard  H.  Blank,  Ernest  R.  Bourk- 
ard,  Frank  C.  Coleman,  Richard  G.  Connar,  Irving 
M.  Essrig,  John  C.  Fletcher,  Richa-d  S.  Hodes,  Victor 
H.  Knight,  W.  Mahon  Myers,  William  W.  Trice. 
INDIAN  RIVER— Cha-les  C.  Flood. 

L. AKE — J.  Basil  Hall,  Thomas  H.  Nichols. 
LEE-HENDRY — Larry  Garrett,  F.  Lee  Howington,  Ed- 

wa-d  Salko. 

LEON-WAKULLA-JEFFERSON  — Nelson  H.  Kraeft, 
Robert  N.  Webster  (.Absent — E.  G.  Haskell). 

M. ADISON — (.Absent — William  J.  Bibb). 

M.AN.ATEE — Irving  E.  Hall  Jr.,  Roger  .A.  Meyer. 
M.ARION — Henry  L.  Harrell,  C.  Brooks  Henderson. 
MONROE — Jaime  M.  Benavides. 

NASSAU— Ma-shall  Groover. 

OK.ALOOS.A — W.  W.  Thompson. 

OR.ANGE — .Axel  W.  Anderson  III,  Louis  P.  Brady, 
Norman  F.  Coulte-,  Truett  H.  F azier,  Paul  C. 
Ha-ding,  Harold  V\'.  Johnston,  Franklin  B.  McKechnie, 
Louis  C.  Murray,  Edward  W.  Stoner,  Thomas  B. 
Thames. 

P.ALM  BE.ACH — W.  F.  .Ande,  Ca-1  E.  .Andrews,  Vernon 
B.  .Astler,  Jerry  F.  Cox,  Maximilian  .A.  Crispin,  James 

R.  Forlaw,  Bernard  Kimmel,  R.  B.  Moore  Jr.,  H.  John 
Richmond. 

P.ANH.ANDLE — (.Absent — Herbert  E.  Brooks). 
P.ASCO-HERxN.ANDO-CITRUS— Randall  Jenkins. 
PINELL.AS — James  C.  Fleming,  .Allyn  B.  Giffin,  Dav'd  S. 
Hubbell,  Jack  .A.  MaCris,  Donald  G.  Niko'aus,  Thomas 
M.  Quehl,  George  H.  Welch  Jr.,  Walter  H.  Winchester, 
Rowland  E.  Wood  (.Absent — Joseph  .A.  Ezzo,  David  T. 
Overbey  Jr.). 

POLK — James  R.  Boulware  III,  Thomas  M.  Caswell, 
J.  Gerard  Converse,  John  W.  Glotfelty,  .Angelo  Spoto 
(.Absent — Robert  J.  Pfaff). 

PUTNAM— Rov  E.  Campbell. 

ST.  JOH.NS— \V.  W.  O’Connell. 

ST.  LUCIE-OKEECHOBEE-M.ARTLN— Howard  C.  Mc- 
Dermid,  Richa'd  Q.  Penick. 

S.ANT.A  ROS.A — (.Absent — Claude  J.  Ba-nes). 

S. AR.ASOTA — Samuel  E.  Kaplan,  F-ankhn  H.  Pfeiffen- 

berger,  Karl  R.  Rolls,  Millard  B.  White. 
SEMINOLE— Luis  M.  Perez. 

SUW.ANNEE-HAMILTON-L.AFAYETTE  — (Absent— 
W'lton  Kane). 

T. AYLOR — (.Absent — Frank  Scarvey  III). 

A’OLUSI.A — Bob  Bullwinkel,  William  Eyster,  W.  H. 

Ha-i'ison,  R.  W.  Snodgrass. 

W.ALTON — (.Absent — Thomas  G.  Spence). 

COU.NCIL  ON  SPECIALTY  MEDICINE— Frederick  C. 
.And  ews,  James  D.  Beeson,  .And-e  S.  Capi,  John  M. 
Hamilton,  William  T.  Mixson,  Sanford  .A.  Mullen, 
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Robert  E.  Raborn,  Edward  J.  Sullivan  Jr.,  Miles  \V. 
Thomley  (Absent — West  Bitzer,  Jack  H.  Bowen,  James 
W,  Glower  Jr.,  Samuel  G.  Hibbs,  James  M.  Stem, 
Richard  P.  Thompson). 

OFFICERS  AXD  BOARD  OF  G0\T:RX0RS— Henr>-  J. 
Babers  Jr.,  Jack  Q.  Cleveland,  James  T.  Cook,  James 
F.  Cooney,  William  J.  Dean,  Richard  C.  Dever,  Chaies 
K.  Donegan,  Richard  M.  Fleming,  Francis  T.  Holland, 
Floyd  K.  Hurt,  Joseph  G.  Matthews,  Eugene  G.  Peek 
Jr.,  James  W.  Walker,  William  M.  C.  Wilhoit  (Absent 
— Franklin  J.  Evans). 

President  Cook  assumed  the  chair.  He  intro- 
duced Dr.  John  T.  Mauldin,  a Past  President  of 
the  Medical  Association  of  Georgia,  who  was 
present  as  fraternal  delegate  from  Georgia. 

Dr.  Cook  asked  Dr.  Emanuel  Suter,  Dean, 
E'niversity  of  Florida  College  of  IMedicine;  Dr. 
Donn  L.  Smith,  Dean,  University  of  South  Florida 
College  of  Medicine;  Dr.  E.  M.  Papper,  Dean, 
University  of  IMiami  School  of  IMedicine;  Mrs. 
Spanjers,  President  of  the  Auxiliary;  and  Mrs. 
Mathews,  First  \’ice  President  of  the  Auxiliary, 
to  come  forward  for  the  presentation  of  checks 
for  unrestricted  contributions  to  the  medical 


Dr.  Cook  -vselcomes  the  deans  from  the  three  medical 
schools:  Emanuel  Suter,  Dean,  University  of  Florida 
College  of  Medicine;  Donn  L.  Smith,  Dean,  University 
of  South  Florida  College  of  Medicine,  and  Emanuel 
Papper,  Dean,  University  of  Miami  School  of  Medicine. 

schools  through  AMA-ERF.  The  University  of 
South  Florida  College  of  Medicine  received 
S463.73;  the  University  of  Florida  College  of 
Medicine,  $4,477.83;  and  the  University  of  Miami 
School  of  Medicine,  $4,814.35. 


Attending  the  Board  of  Past  President’s  breakfast  were  (standing  from  left)  Drs.  Warren  W.  Quillian,  W.  Dean 
Steward,  George  S.  Palmer,  Samuel  M.  Day,  H.  Phillip  Hampton,  Leo  M.  Wachtel,  Jack  Q.  Cleveland  and  Ralph 
W.  Jack,  (seated  from  left)  William  C.  Roberts,  Joseph  S.  Stewart,  Henry  J.  Babers  Jr.,  Jere  W.  Annis,  Walter 
C.  Jones  and  John  D.  Milton. 


30 


VOLUME  68/NUMBER  7 


Report  of  Reference  Committee  No.  I 
Health  and  Education 


Dr.  William  C.  Ruffin  Jr.,  Chairman  of  Refer- 
ence Committee  No.  I,  came  forward  to  present 
the  report  of  the  reference  committee. 

Council  on  Scientific  Activities 

The  Reference  Committee  proposed  an  amend- 
ment to  the  report  of  the  Council  on  Scientific 
.Activities  which  would  combine  three  recommen- 
dations of  the  Council  (Recommendations  No.  4, 
S and  6). 

The  amendment  was  adopted. 

The  Reference  Committee  proposed  an  amend- 
ment to  Item  C of  Recommendation  No.  8 of  the 
Council. 

The  amendment  was  adopted. 

The  report  of  the  Council  on  Scientific  Activ- 
ities was  adopted  as  amended. 

Council  on  Scientific  Activities 

Richard  C.  Dever,  Chairman 

The  1970-71  Association  year  was  a significant  one  for 
the  Council  on  Scientific  Activities.  Among  noteworthy 
developments  were  the  activation  of  the  Florida  Joint 
Commission  on  Medical  Education,  the  appointment  of 
an  ad  hoc  Liaison  Committee  with  Medical  Students,  and 
a thorough  evaluation  of  the  committees  on  Postgraduate 
Education,  Resea-ch  and  Regional  Medical  Program. 

The  Council  chairman  attended  an  American  Med'cal 
Association-sponsored  conference  on  continuing  medical 
education  and  the  .4M.A  Congress  on  Medical  Education 
both  held  in  Chicago.  The  chairman  of  the  Committee 
on  Medical  Schools  attended  the  annual  meeting  of  the 
.Association  of  American  Medical  Colleges  held  in  Los 
Angeles.  The  information  gained  at  these  meetings  was 
considered  valuable  to  the  .Association’s  programs  in  the 
broad  and  diverse  field  of  medical  education. 

All  matters  referred  to  the  Council  were  considered 
and  acted  upon  by  appropriate  committees  before  receiv- 
ing final  Council  conside-ation.  The  full  Council  met 
January  30,  1971,  to  consider  the  reports  of  each  of  its 
committees  and  to  adopt  recommendations  to  be  sub- 
mitted to  the  Executive  Committee,  Board  of  Governors 


and  House  of  Delegates.  In  this  consolidated  Council 
report,  each  committee’s  activities  will  be  summarized. 
Matters  considered  by  the  entire  Council  as  well  as  by 
an  individual  committee  will  be  included  as  pad  of  the 
rnost  appropriate  committee’s  activities.  .All  recommenda- 
tions adopted  by  the  Council  will  be  listed  at  the  con- 
clusion of  the  report.  It  should  be  noted  that  a number 
of  recommendations  which  were  made  to  the  Executive 
Committee  and  Board  of  Governors  at  the  request  of 
those  bodies  will  not  appear  in  this  report. 

The  Committee  on  the  Journal  and  Other  Publica- 
tions worked  during  the  year  to  continue  the  Journal’s 
improvement  as  an  effective  publication  representing  Flor- 
ida medicine.  .A  name  change  reflecting  this  approach  has 
been  recommended  to  the  Board  of  Governors.  The  re- 
view and  p“ocessing  of  scient’fic  matedal  is  conside’ed 
to  be  facilitated  with  the  appointment  of  a large  editonal 
revew  boa  d rep-esenting  various  specialty  and  subspe- 
cialty interests  and  geographic  areas  of  the  state.  Because 
advertising  continues  to  show  a decline,  other  means  of 
subsidizing  the  Journal  should  be  considered.  The  Coun- 
cil commended  the  Editor  and  his  staff  for  the  Journal’s 
continuing  improvement. 

The  Committee  on  Medical  Schools,  which  eventual- 
ly may  have  its  functions  abso-bed  into  the  new  Florida 
Joint  Commission  on  Medical  Education,  considered  the 
Commission’s  establishment  after  nearly  two  years  of 
effort  as  a major  accomplishment.  The  Commission, 
which  held  its  initial  meeting  January  31,  1971,  finally 
brings  together  all  the  major  agencies,  institutions  and 
organizations  concerned  with  medical  education  in  the 
state.  It  is  expected  to  serve  a variety  of  functions  and 
will  advise  and/or  report  to  both  the  Association  and  the 
educational  institutions.  In  its  fi-st  meeting,  the  Commis- 
sion studied  a number  of  matters,  including  the  training 
of  family  physicians  and  physicians’  assistants,  expansion 
of  the  number  of  med’cal  graduates,  the  location  and  type 
of  practice  of  the  graduates  of  Flodda’s  medical  schools, 
a proposed  Florida  Regional  Medical  Prog’am  demon- 
stration project  for  Medicare  reimbu-sement  in  a teaching 
setting,  a University  of  Miami-Westinghouse  Corpo-ation 
proposal  to  provide  a model  medical  services  program  at 
Coral  Spdngs  in  Broward  County,  and  a d-aft  of  sug- 
gested guidelines  for  participation  in  community  pro- 
grams by  medical  schools. 

Resolution  70-16,  “Medical  Education,”  was  considered 
by  the  Committee  on  Medical  Schools  and  the  Council, 
both  of  which  agreed  that  no  further  action  was  neces- 
sa^y  in  that  the  program  for  increasing  the  number  of 
medical  school  g-aduates  called  for  in  the  resolution  al- 
ready is  under  implementation  by  the  State  University 
System. 


Reference  Committee  I personnel  were  Drs.  Harold  W.  Johnston,  William  C.  Ruffin  Jr.  (Chairman),  William  M. 
Straight  and  Irving  M.  Essrig.  Linda  Flowers  was  recording  secretary. 
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Resolution  70-17,  “A  Program  for  Aid  to  Medical 
Education  and  Distribution  of  Medical  Care  in  the  State 
of  Florida,”  was  studied  by  the  committee  and  the  Coun- 
cil and  it  was  concluded  that  while  there  is  a need  for 
financial  aid  to  medical  students,  the  method  advocated  by 
this  resolution  should  be  further  studied.  The  deans  of 
the  medical  schools  were  requested  to  provide  additional 
specific  info-mation  on  the  subject. 

Resolution  70-27,  “Family  Practice,”  which,  along 
with  the  two  previous  resolutions,  was  referred  to  the 
Council,  was  studied  and  found  to  be  under  implementa- 
tion in  the  three  med'cal  schools  to  the  satisfaction  of 
the  Committee  on  Medical  Schools  and  the  Council. 

The  Committee  on  Postgraduate  Education  conduct- 
ed a ca'eful  examination  of  its  past  and  future  functions. 
Emphasis  was  given  to  the  Assoc'ation’s  relationships  in 
the  a-ea  of  continuing  medical  education  with  the  uni- 
ve'sities,  the  Florida  Regional  Medical  Program,  the 
community  hospitals  and  private  foundations.  To  be 
consistent  with  national  terminology  in  medical  educa- 
tion, a change  in  name  has  been  recommended  for  the 
committee.  The  committee  developed  a se'ies  of  propo<=als 
in  its  field  of  "esponsibifity  which  were  carefully  evaluated 
and  approved  by  the  Council. 

The  Committee  on  Regional  Medical  Program 
analyzed  its  role  as  a liaison  mechanism  between  the 
state’s  physicians  and  the  Florida  Regional  Medical  Pro- 
gram and  as  an  observer  for  the  Association  relative  to 
the  federally- financed  prog  am.  Conside-able  discussion 
was  gene-ated  within  the  Council  concerning  the  p-ogress 
and  development  of  the  program  in  Florida  to  date  and 
it  was  agreed  that  the’-e  was  probably  no  one  organiza- 
tion, committee  or  individual  able  to  p'ovide  an  objective 
evaluation.  Following  thorough  consideration  of  the 
subject,  the  Council  developed  a series  of  recommenda- 
tions. 

The  Committee  on  Research  continued  to  review 
medical  research  grant  applications  for  the  Florida  Medi- 
cal Foundation  and  undertook  a study  to  provide  im- 
proved efficiency  of  scientific  -eview  procedures. 

The  Committee  on  Scientific  Assemblies  continued  to 
develop  and  refine  the  fo~mat  for  the  scientific  portion 
of  the  annual  meeting  program  initiated  in  1969  in  which 
co-sponsoring  state  specialty  societies  plan  and  produce 
the  scientific  sections,  with  financial,  audiovisual  and  pro- 
motional assistance  from  the  Association.  The  committee 
evaluated  and  chose  scientific  and  educational  exhibits  for 
display  at  the  1971  annual  meeting  as  well  as  carried  out 
all  necessary  planning  and  implementation  of  the  many 
details  connected  with  the  entire  scientific  program. 


RECOMMENDATIONS 

1.  That  all  possible  legislative  support  be 
given  to  the  budget  request  for  expansion 
of  the  University  of  Florida’s  J.  Hillis 
Miller  Health  Center  at  Gainesville.  (R.C. 
No.  IV) 

2.  That  the  name  of  the  committee  on  post- 
graduate education  be  changed  to  "Com- 
mittee on  Continuing  Medical  Education.” 

3.  That  emphasis  be  placed  upon  Continuing 
Medical  Education  on  local  levels  in  com- 
munity hospitals  and  that  the  American 
Medical  Association  Physician’s  Recogni- 
tion Award  requirements  be  adapted  to 
reflect  this  emphasis. 

4.  That  a statewide  survey  of  physicians’ 
needs  in  continuing  medical  education 
not  be  done  at  the  present  time  but  that 
the  Florida  Regional  Medical  Program  be 
encouraged  to  determine  needs  in  local 


areas  through  its  district  offices;  that  the 
Committee  on  Continuing  Medical  Educa- 
tion be  requested  to  investigate  a state 
"Clearinghouse”  for  information  on  con- 
tinuing medical  education  programs  and 
that  it  consider  utilizing  similar  methods 
to  those  used  by  the  California  Medical 
Association  for  ready  access  to  such  infor- 
mation, and  that  the  requirement  of  con- 
tinuing medical  education  as  a prerequisite 
for  medical  society  membership  be  kept 
under  study. 

(5.  and  6.  inch  in  4 above) 

7.  That  local  Medical  Libraries  be  encour- 
aged and  supported  in  establishing  region- 
al Library  Systems. 

8.  With  respect  to  the  Florida  Regional 
Medical  Program  (hereafter  referred  to 
as  the  "FRMP”): 

(A)  That  the  Florida  Medical  Association 
express  continued  concern  with  the 
direction  and  administration  of  the 
FRMP; 

(B)  That  an  unbiased  outside  appraisal 
of  tbe  FRMP  be  carried  out  at  this 
point  in  its  history  to  evaluate  its 
accomplishments  and  shortcomings; 

(C)  That  this  Appraisal  Committee  con- 
sist of  representatives  to  be  appoint- 
ed by  the  Board  of  Governors  and 
that  the  appraisal  of  the  Florida  Re- 
gional Medical  Program  be  extend- 
ed to  include  a detailed  and  com- 
plete appraisal  of  any  associated 
or  related  organizations  sucb  as 
AMCEN,  PRES,  etc. 

(D)  That  the  report  of  the  appraisal 
committee  be  made  to  the  Florida 
Medical  Association  through  the 
Committee  on  Regional  Medical 
Program  and  the  Council  on  Scien- 
tific Activities. 

Supplemental  Report 
Council  on  Scientific  Activities 
In  compliance  with  the  1970  House  of  Dele- 
gates’ request,  the  Council  on  Scientific  Activities 
had  provided  each  member  of  the  House  of  Dele- 
gates with  cumulative  information  supplied  by 
Florida’s  medical  schools  concerning  the  location 
and  type  of  practice  of  graduates.  Upon  recom- 
mendation of  the  Reference  Committee,  the  House 
directed  this  report  be  filed  for  information. 

Council  on  Specialty  Medicine 
The  Reference  Committee  recommended  that 
the  report  of  the  Council  on  Specialty  Medicine  be 
adopted  as  printed  in  the  Handbook,  and  it  was 
adopted. 
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Council  on  Specialty  Medicine 

Joseph  G.  Matthews,  Chairman 

The  Council  on  Specialty  Medicine  met  once  this  year 
and  scheduled  two  other  meetings  but  these  had  to  be 
cancelled  due  to  a lack  of  items  for  an  agenda.  The  items 
from  the  meeting  have  been  transmitted  to  the  Board  of 
Governors  for  their  consideration. 

The  purpose  of  the  Council  is  to  serve  as  a forum  and 
sounding  board  for  vanous  specialties,  for  dissemination 
of  information  of  mutual  interest  and  concern  and  to  help 
correlate  activities  which  relate  to  the  various  specialties 
and  specialty  societies. 

Further,  the  Board  of  Governors  has  designated  this 
Council  to  act  as  an  advisor  to  the  Committee  on  State 
Legislation  when  specialty  legislation  is  concerned,  and 
also  pointed  out  that  any  independent  legal  action  by  a 
specialty  group  to  enact  legislation  must  be  approved  and 
coordinated  through  the  FM.A  legislative  program. 

Report  of 

Board  of  Governors 

Referral  by  1970  House  of  Delegates 
Resolution  70-17 — Aid  to  Medical  Education 

The  Reference  Committee  recommended  that 
the  report  of  the  Board  of  Governors  concerning 
Resolution  70-17,  Aid  to  Medical  Education, 
which  had  been  referred  to  the  Board  by  the 
1970  House  of  Delegates,  be  adopted.  It  was 
adopted. 

(See  Report  of  Board  of  Governors,  page  45) 

Board  Action  No.  26 
Annual  Meeting  Program 

The  Reference  Committee  recommended  that 
.\ction  No.  26  of  the  Board  of  Governors,  con- 
cerning the  Annual  Meeting  program,  be  adopted. 
It  was  adopted. 

(See  Report  of  Board  of  Governors,  page  48) 

Subcommittee  on  Venomous  Snake  Bite 

Upon  the  recommendation  of  the  Reference 
Committee,  the  House  directed  that  the  report  of 
the  Subcommittee  on  \’enomous  Snake  Bite  be 
filed  for  information. 

Resolution  71-14 

Professional  Standards  for  Athletic  Trainers 
Alachua  County  Medical  Society 

The  Reference  Committee  proposed  an  amend- 
ment in  the  wording  of  Resolution  71-14,  by 
changing  in  the  first  paragraph  the  word  “ath- 
letics” to  “athletic  training.”  The  amendment  was 
adopted,  and  the  resolution  was  adopted  as 
amended. 

Resolution  71-14 

Professional  Standards  for  Athletic  Trainers 

Whereas,  The  American  Medical  Association  and  the 
Florida  Medical  Association  have  long  recognized  the 
importance  of  proper  health  supervision  in  providing  ath- 


letic training  for  participants  and  the  relationship  of  such 
supervision  to  the  promotion  of  the  art  and  science  of 
medicine  and  the  betterment  of  public  health  is  clearly 
evident ; and 

Whereas,  In  1967,  the  .AM.\  House  of  Delegates  rec- 
ognized the  fine  rapport  developed  between  the  Commit- 
tee on  the  Medical  .Aspects  of  Organized  .Athletics  and 
the  National  .Athletic  Trainers  .Association  (N.ATA),  they 
lauded  the  development  of  professional  standards  by  the 
N.AT.A  and  they  further  recommended  that  all  athletic 
teams  have  the  benefit  of  a professionally  prepared 
athletic  trainer  as  a part  of  the  medical  supervisory  team. 
The  .AM.A  House  of  Delegates  specifically  approved  the 
following  recommendations  that: 

1)  The  AM.A  recognized  the  importance  of  the  role 
of  the  professionally  prepared  athletic  trainer  as  a part 
of  the  team  responsible  for  the  health  ca'e  of  the  athlete; 

2)  The  N.AT.A  be  commended  for  its  efforts  to  up- 
grade professional  standards,  since  improved  preparation 
and  continuing  education  enable  athletic  trainers  to  work 
effectively  with  physicians  in  the  health  supervision  of 
sports;  and 

3)  State  and  local  medical  societies  and  physicians 
individually  be  encou'aged  to  help  advance  the  p-ofes- 
sional  goals  of  the  N.AT.A  in  their  communities  through 
appropriate  liaison  activities;  and 

Whereas,  In  1969,  the  House  of  Delegates  of  the  AMA 
U''ged  the  creation  of  athletic  medical  units  in  all  schools 
having  sports  programs  and  that  such  units  have  athletic 
trainers  or  athletic  health  coo-dinators;  and 

Whereas,  The  N.AT.A  has  just  formulated  an  outstand- 
ing set  of  procedures  for  certification  based  on  educational 
prepa’^ation,  years  of  experience,  continuing  education, 
app'-enticeship  t'^aining  and  ce-tifying  e.xammations;  all 
evaluated  by  a Boa~d  of  Certification  composed  of  physi- 
cians and  qualified  athletic  trainers;  and 

Whereas,  The  .AM.A  Committee  on  Medical  Aspects  of 
Organized  .Athletics  has  unanimously  approved  this  resolu- 
tion ; the-efore  be  it 

RESOLVED,  That  the  Florida  Medkal  .Association  go 
on  reco-d  as  officially  recognizing  N.AT.A’s  certification 
procedu'es  and  certification  board,  and  be  it  further 

RESOLVED,  That  where  and  when  possible  recom- 
mend to  local  boards  of  education  the  appointment  of 
ce>'tifi“d  athletic  t'^ainers  (N.AT.A)  to  wo’'k  with  physicians 
in  the  important  area  of  health  and  supervision  of  athletes. 

Resolution  71-15 

Co.mmunity  Medical  Educational  Programs 
Escambia  County  Medical  Society 

The  Reference  Committee  recommended  an 
amendment  to  the  last  paragraph  of  this  resolu- 
tion, by  deleting  the  words  “cooperatively  with, 
but  independently  of,”  and  by  adding  in  their 
place  “in  concert  with,”  so  the  first  sentence  of 
the  paragraph  would  read; 

“RESOL\'ED,  That  these  Community  Medical 
Education  Programs  form  the  basis  for  expanded 
m.edical  education  opportunities  inherent  in  the 
Florida  Plan  of  Medical  Education  by  working  in 
concert  with  the  medical  schools.” 

.\  substitute  motion  for  the  reference  commit- 
tee’s recommendation  was  made  from  the  floor, 
which  would  retain  the  original  wording  of  the 
entire  last  paragraph  of  the  resolution,  and  would 
add  at  the  end  the  phrase,  “and  that  in  Florida, 
this  be  through  the  Board  of  Regents.” 

The  substitute  motion  carried,  and  Resolution 
71-15  was  adopted  as  amended. 
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Resolution  71-15 

Community  Medical  Educational  Programs 

Whereas,  There  is  a well-established  need  to  meet  the 
demands  for  health  services  in  this  country,  and 

Whereas,  The  practitioner  physician  is  well-qualified 
by  training  and  experience  to  devise  appropriate  and 
adequate  methods  of  delivery  of  health  services,  and 

Whe  eas,  The  practitioner  physician  has  demonstrated 
his  adequate  qualifications  to  teach,  and 

Whereas,  Community  Medical  Educational  Programs 
can  provide  an  appropriate  means  to  meet  medical  needs, 
be  it  therefore 

RESOLVED,  That  the  professional  physician  associa- 
tions (County,  State,  and  American  Medical  Association) 
init'ate  the  development  of  the  Community  Medical  Edu- 
cation Programs  under  local  sponsorship  of  the  medical 
societies  in  coope  ation  with  the  hospitals  and  the  com- 
munity, and  further  be  it 

RESOLVED,  That  these  Community  Med'cal  Edu- 
cation Programs  form  the  basis  for  expanded  Medical 
Education  opportunities  inherent  in  the  Florida  Plan  of 
Medical  Education  by  working  cooperatively  with,  but 
independently  of,  the  medical  schools.  That  the  Florida 
Medical  Association  and  the  Ame-ican  Medical  Association 
through  appropriate  representation  request  State  Govern- 
ment and  Legislatures  to  support  said  Community  Medi- 
cal Education  Prog’-ams,  and  that  in  Florida,  this  be 
through  the  Board  of  Regents. 

Resolution  71-28 

Support  for  Training  in  Mental  Health 
Samuel  G.  Hibbs,  Delegate 

The  Reference  Committee  suggested  that  Res- 
olution 71-28  be  amended  by  adding  to  the  end 
of  the  resolution  a directive  that  the  resolution  be 
sent  to  the  members  of  the  House  of  Representa- 
tives Committee  on  Appropriations  and  Subcom- 
mittee on  Labor,  Health,  Education  and  Welfare. 

The  amendment  was  adopted,  and  Resolution 
71-28  was  adopted  as  amended. 

Resolution  71-28 

Support  for  Training  in  Mental  Health 

Whereas,  Mental  illness,  related  problems  of  drug 
abuse  and  alcoholism  and  mental  reta  dation  continue  to 
rank  at  the  top  of  the  nation’s  health  problems — whether 
measured  by  numbers  of  patients,  amount  of  suffering  by 
patients  and  their  families,  cost  of  care  or  the  loss  of 
manpower  to  our  society,  and 

Whereas,  We  are  in  the  midst  of  a nationwide  com- 
prehensive community  mental  health  and  mental  retarda- 
tion program  which  was  designed  to  attack  the  problem 


from  all  aspects  ranging  from  prevention  to  rehabilitation  j 
with  a major  emphasis  on  developing  an  improved  vehicle 
for  delivery  of  comprehensive  health  services,  and 

Whereas,  Special  prog  ams  a*e  being  developed  to  com- 
bat the  growing  problem  of  drug  abuse,  alcoholism  delin- 
quency and  crime,  and  > 

Whereas,  Mental  health  manpower  is  the  vital  element  > 
necessary  to  insure  the  success  of  the  programs  mentioned 
above,  and 

Whereas,  The  educational  training  of  this  manpower  k 
has  been  heavily  supported  by  NIMH  t aining  grants,  and  I 

Whereas,  There  have  been  recent  announcements  of  the  { 
proposed  elimination  of  trainee  stipends  and  a serious  i 
(6.7  million  dollar)  cut  in  the  financial  support  for  ; f 
training  programs,  and 

Whereas,  Elimination  or  reduction  of  such  support 
would  seriously  cripple  and  in  many  instances  eliminate 
graduate  education  in  psychiatry  and  other  mental  health  ii 
and  reta  “dation  related  disciplines,  and 

Whereas,  The  loss  or  reduction  of  support  at  this  time  ^ 
will  soon  seriously  hamper  the  efforts  to  improve  delivery 
of  services  in  the  areas  mentioned  above;  now  therefore  i 
be  it 

RESOLVED,  That  this  association  go  on  record  to 
deplore  the  proposed  reduction  or  elimination  of  fede-al 
suppo-t  for  mental  health,  mental  retardation  and  related  | 
disciplines  and  manpower  training  and  to  express  our  | 

grave  concern  for  the  consequences  of  such  proposed  i 

cutbacks ; and  be  it 

RESOLVED,  Further  that  the  association  express  its  i 
alarm  and  conce-n  and  the  concern  of  medicine  in  general 
to  the  Florida  congressional  delegation,  to  the  .Ame-ican  i 
Medical  Association  Council  on  Mental  Health  and  to  the 
appropriate  committees  of  the  Florida  State  Legislature; 
and  be  it  fu-ther 

RESOLVED,  That  we  urge  our  representatives  in 
Cong-ess  to  do  all  they  can  to  restore  the  cuts  and  exert 
all  possible  influence  with  the  executive  branch  of  the 
government  to  insure  that  the  intent  of  Cong-ess  to  con- 
tinue to  support  education  and  teaming  in  mental  health 
and  mental  retardation  and  related  fields  be  supported, 
and  that  a written  statement  contaming  the  substance  of 
this  resolution  be  sent  to  the  following  members  of  the 
House  of  Representatives  Committee  on  .App-oprat'ons 
and  Subcommittee  on  Labor,  Health,  Education  and  Wel- 
fa“e:  Daniel  J.  Flood,  Pennsylvania,  Chai-man;  William 
H.  Natcher,  Kentucky;  Neal  Smith,  Iowa;  W.  R.  Hull,  Jr., 
Missouri;  Bob  Casey,  Texas;  Edward  J.  Patten,  New 
Jersey;  Robert  H.  Michel,  Illinois;  Ga-ner  E.  Shriver, 
Kansas;  Charlotte  T.  Reid,  Illinois;  Silvio  O.  Conte, 
Massachusetts. 

Dr.  Ruffin:  “The  chairman  wishes  to  express 
his  appreciation  to  all  of  the  members  who  ap- 
peared before  our  committee  and  to  the  members 
of  the  committee  who  worked  so  diligently.” 

A motion  to  adopt  the  report  of  the  reference 
committee  as  a whole  as  amended  carried. 

“Mr.  Speaker,  this  concludes  the  report  of 
Reference  Commitee  No.  I.” 
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Public  Policy 


Dr.  Norman  F.  Coulter,  Chairman  of  Refer- 
ence Committee  No.  II,  Public  Policy,  came  for- 
ward to  present  the  report  of  the  Reference  Com- 
mittee. 

Council  on  Allied  Professions 
and  Vocations 

With  reference  to  the  portion  of  the  report  of 
the  Council  on  Allied  Professions  and  Vocations 
pertaining  to  physician’s  assistants,  the  Reference 
Committee  recommended  that  physician’s  assis- 
tants not  be  licensed.  Dr.  Coulter  explained  that 
the  Reference  Committee  believed  that  licensure 
of  physician’s  assistants  would  gradually  lead  to 
the  establishment  of  private  practice  by  these 
assistants. 

The  Reference  Committee  proposed  an  amend- 
ment in  the  report,  under  the  Committee  on  Medi- 
cal Assistants,  sixth  paragraph,  last  sentence,  by 
adding  the  word  “not”,  so  the  sentence  would  read 
“.  . . physician’s  assistants  in  remote  areas  not 
adequately  under  his  supervision  and  control  . . .” 

The  amendment  was  adopted. 

The  Reference  Committee  recommended  that 
the  Council’s  Recommendation  No.  8 be  amended 
by  adding  the  words  “contrary  to  present  legisla- 
tive activity”  parenthetically  at  the  end  of  the 
recommendation. 

The  amendment  was  adopted. 

The  Reference  Committee  believed  that  Rec- 
ommendation No.  9 of  the  Council  might  be  too 


restrictive  and  recommended  that  it  be  referred  to 
the  Board  of  Governors  for  further  study. 

The  Reference  Committee’s  recommendation 
was  adopted,  and  Council  Recommendation  No. 
9 was  referred  to  the  Board  of  Governors. 

The  Reference  Committee  recommended  an 
amendment  to  the  Council’s  Recommendation  No. 
15,  by  deleting  the  words  “paramedical  person- 
nel” and  substituting  in  their  place  the  words 
“allied  health  personnel.” 

An  amendment  was  moved  from  the  floor,  to 
delete  from  the  recommendation  the  phrase  “and 
that  the  American  Society  of  Radiological  Tech- 
nicians’ certificate  be  accepted  as  certification,” 
and  to  insert  the  word  “voluntary”  before  the 
word  “certification”  in  the  two  remaining  places 
it  appears. 

The  amendment  was  adopted;  and  the  Refer- 
ence Committee’s  recommendation  was  adopted  as 
amended. 

With  reference  to  Recommendation  No.  16  of 
the  Council,  concerning  exchange  of  speakers  with 
the  Florida  Podiatry  Association,  the  Reference 
Committee  recommended  that  this  not  be  an 
annual  tradition  but  that  it  be  reviewed  annually 
by  the  societies  involved. 

The  Reference  Committee’s  recommendation 
was  adopted. 

The  Reference  Committee  recommended  that, 
inasmuch  as  Recommendation  No.  18  of  the 
Council  reiterates  what  already  exists  and  publica- 


Reference  Committee  II  personnel  were  Drs.  Nelson  H.  Kraeft,  Karl  R.  Rolls,  Miles  J.  Bielek,  Samuel  M.  Day 
and  Norman  F.  Coulter  (Chairman).  Sandy  Neel  was  recording  secretary. 
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lion  of  this  ruling  is  not  in  the  best  interest  of 
organized  medicine,  Recommendation  No.  18  be 
deleted. 

The  Reference  Committee’s  recommendation 
was  adopted. 

There  was  a motion  from  the  floor  to  amend 
Recommendation  No.  20  of  the  Council  to  read 
“.  . . except  that  the  physician  has  the  responsi- 
bility to  strongly  recommend  the  acceptance  or 
rejection  of  the  optician  chosen  by  the  patient 
for  just  cause.” 

There  was  discussion,  and  the  amendment  was 
not  adopted. 

The  report  of  the  Council  on  Allied  Professions 
and  \"ocations  was  then  adopted  as  amended.  A 
later  motion  to  reconsider  the  report  of  the  Coun- 
cil on  Allied  • Professions  and  \'ocations  failed  to 
carry. 

Council  on  Allied  Professions 
and  Vocations 

William  J.  Hutchison,  Chairman 

The  council  held  one  meeting  during  the  year,  on  Sep- 
tember 20,  1970.  \ summa.y  of  activities  and  recommen- 
dations of  the  Council  and  its  13  committees  follows; 

Committee  on  Dietetics — The  committee  chairman 
met  several  times  with  members  of  the  Florida  Dietetic 
■Association,  and  the  major  activity  was  the  preparation 
of  a dietary  manual  for  use  in  small  hospitals  and  nursing 
homes  in  the  state  of  Florida. 

FM.A’s  consultant  role  to  the  Florida  Dietetic  Associa- 
tion was  extremely  well  received,  and  liaison  has  been 
excellent.  The  dietary  manual  has  three  completed  sec- 
tions which  are  now  in  field  trials.  The  completed  manual 
is  expected  to  be  field-tried  within  the  next  year.  When 
it  is  ready  for  publication,  certain  FM.\  members  will  be 
asked  to  write  introductory  paragraphs  to  each  of  the 
five  or  six  specific  sections. 

In  November  1970,  the  chairman  was  a guest  speaker 
at  the  Florida  Dietetic  Association’s  annual  convention 
in  Ft.  Lauderdale.  There  was  an  atmosphere  of  coopera- 
tion between  the  Florida  Dietetic  .Association  and  the 
FM.A,  an  effort  which  is  the  first  major  one  between 
these  two  organizations. 

Committee  on  Dentistry — There  were  no  matters  re- 
quiring a formal  meeting  of  this  committee.  There  was 
continuing  dialogue  between  the  chairman  and  his  coun- 
terpart of  the  Florida  Dental  .Association’s  Committee  on 
Medicine.  Relations  appear  to  be  excellent  and  continuing 
liaison  is  a valuable  communicative  link  between  the  two 
professions. 

Committee  on  Medical  Assistants — The  Committee  on 
Medical  .Assistants  held  two  meetings,  September  20,  1970, 
and  January  10,  1971. 

The  most  pressing  matter  considered  by  this  commit- 
tee was  health  manpower  and  the  growing  need  for  allied 
health  personnel.  Of  particular  importance  is  the  increas- 
ing use  of  various  categories  of  “physician  assistants” 
across  the  country. 

The  committee  carefully  deliberated  the  possible  imple- 
mentation of  this  concept  of  providing  health  services  in 
Florida.  In  addition,  the  committee  met  jointly  with  a 
special  ad  hoc  committee  of  the  State  Board  of  Medical 
Examiners.  The  following  definition  of  physician’s  assis- 
tants was  accepted: 

“The  physician’s  assistant  is  a skilled  person  quali- 
fied by  academic  and  practical  training  to  provnde  pa- 
tient services  under  the  supervision  and  direction  of  a 


licensed  physician  who  is  responsible  for  the  perform-  ■ 

ance  of  that  assistant.” 

In  order  to  define  the  various  types  of  physician’s  as-  I ■ ■ 
sistants  and  to  p-ovide  a working  definition,  the  simple  ■ « 
outline  by  Jack  Fleming,  M.D.,  was  accepted  as  a classifi-  I'  - 
cation  of  the  health  care  assistants.  I 

1.  Physician  Oriented  Health  Care  Assistants — I 

(Physician’s  .Assistants)  .A.  Physician’s  associates  lit 
such  as  trained  by  the  four  year  Duke  program.  I 
B.  Specialized  physician’s  assistants  such  as  pediat-  I : 
ric  assistants  and  orthopaedic  assistants.  C.  Gene  al  J 
physician’s  assistants  are  those  with  less  training  I 
than  the  physician’s  associate.  jl 

2.  Nursing  Oriented  Health  Care  Assistants — ll 

A.  L'censed  p’^actical  nurse.  B.  Specialized  nursing  'I .. 
technician.  C.  Gene-al  nursing  technician.  ll 

3.  Office  Oriented  Health  Care  Assistants — (Medi-  II 

cal  assistants,  such  as  the  Girl  Friday.)  I 

The  committee  has  made  specific  recommendations  rela-  > I 
tive  to  the  training,  utilization  and  regulation  of  physi-  1 1 
cian’s  assistants,  and  all  other  categories  of  allied  health  1 1 
personnel.  Further,  the  committee  has  unde-taken  to  sur-  I 
vey  members  of  the  FloTda  Medical  .Association  to  clearly  ' I 
determine  the  degree  of  need  and  desirability  for  training  ( I 
physician’s  assistants  in  Florda.  I 

It  was  the  opinion  of  the  council  that  no  special  statute  1 I 
be  enacted  for  licensing  physician’s  assistants.  It  has  been 
established  that  the  physician’s  assistants  may  wo-k  under  | 
the  existing  license  of  the  employing  physician.  It  was 
recommended  that  the  qualifications  of  the  particular 
physician’s  assistant  and  a work  description  be  forwa-ded 
to  the  Board  of  Medical  Examiners  and  that  it  then  , 
certify  a specific  physician’s  assistant  to  work  for  a par-  ' 
ticular  physician.  This  would  prevent  abuse  of  the  physi-  | 
cian’s  assistants  prog’-ams,  particularly  whe-e  the  physician  ; 
may  have  several  physician’s  assistants  in  remote  areas  not  1 
adequately  under  his  supervision  and  control,  and  would  ! 
prevent  the  use  of  the  physician’s  assistant  in  a field  for 
which  he  has  not  been  trained. 

In  other  activity  the  committee  acted  to  make  the  j 
county  societies  aware  of  the  Medical  .Assistants  .Associa- 
tion, and  to  clarify  the  role  of  the  medical  assistant.  This 
was  achieved  th’-ough  a communique  from  the  secretary 
of  FM.A  to  the  component  county  societies. 

Committee  on  Opticians — This  committee  met  with  ! 
the  executive  committees  of  the  Florida  Society  of  Opti- 
cians and  the  Flo-ida  .Association  of  Opticians.  Council  I 
action  has  been  taken  regarding  committee  proposals  ■ ' 
relative  to:  defining  opticians  as  a type  of  physician’s 

assistants;  endorsement  of  the  training  prog-am  for  opti- 
cians at  Florida  Junior  College  at  Jacksonville;  and  an 
expression  of  support  for  the  opticians  in  litigation  b’-ought 
by  optometrists  regarding  the  dispensing  of  contact  lenses. 

The  Committee  on  Opticians  formu'ated  five  recom- 
mendations concerning  opticians  and  the  fil'ing  of  prescrip- 
tions for  contact  lenses,  which  am  included  with  the 
council  recommendations  later  in  this  report. 

Committee  on  Nursing — The  committee  met  on  Sep- 
tember 20,  1970,  and  as  is  annual  custom,  met  jointly 
with  members  of  the  Flonda  Nurses  .Association  on  Janu- 
ary 9,  1971.  The  committee  concerned  itself  with  a num- 
ber of  mattem,  including  recommendations  regarding  the 
expanding  role  of  nurses  and  their  possible  utilization  as 
physician’s  assistants. 

The  committee  demonstrated  its  feeling  that  continu- 
ing haison  is  vital  to  mutual  understanding  between  the 
physician  and  the  nurse.  .A  joint  meeting  with  rep-esenta- 
tives  of  the  Florida  Nurses  .Association  produced  dialogue 
enhancing  mutual  understanding  on  many  matters,  and, 
specifically,  on  the  expanding  role  of  the  nume  and  her 
possible  role  as  a physician’s  assistant.  .An  ag'eement  was 
reached  that  physician’s  assistants  not  be  recruited  exclu- 
sively from  registe-ed  nurses,  but  that  RN’s  not  be  ex- 
cluded from  becoming  physician’s  assistants.  Other  signifi- 
cant action  included  the  decision  to  prepare  a joint  posi- 
tion paper  on  the  role  of  nu'ses  and  physicians  in  de- 
livering health  care  in  the  70’s  in  Florida,  and  a clear 
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' expression  of  the  need  and  value  of  liaison  between  the 
. two  professions. 

‘ Committee  on  Physical  Therapy  and  Rehabilitation — 
I On  September  20,  1970,  the  committee  met  jointly  with 
1 representatives  of  the  Florida  Chapter  of  the  American 
I Physical  Therapy  Association.  The  committee  concerned 
I itself  with  the  need  and  request  for  a second  state  school 
of  physical  therapy,  to  be  located  at  the  University  of 
t South  Florida;  changes  in  the  Physical  Therapy  Act;  and 

i participation  in  Board  activities  dealing  with  physical 
I therapy  by  physical  therapy  members  of  the  State  Board 

of  Medical  Examiners. 

Committee  on  Podiatry — This  committee  met  jointly 
I with  the  Medical  Liaison  Committee  of  the  Florida  Podia- 
( try  .Association  on  September  19,  1970.  Cordial  profes- 
.sional  relations,  and  understanding  between  the  two  pro- 
• fessions  are  apparent.  Significant  achievements  included 
an  agreement  for  an  exchange  of  speakers  at  the  annual 
meeting  of  the  respective  organizations,  an  article  on 
■ podiatry  in  the  Journal  oj  the  Florida  Medical  Associa- 

ii  tion,  and  continuing  communication  between  chairmen  of 
I the  two  committees. 

Committee  on  Medicine  and  Religion — The  commit- 
tee held  one  meeting  on  April  12,  1970.  Activities  included 
a special  program  presented  at  the  1970  FMA  Annual 
Meeting  entitled,  “The  Physician’s  Responsibility  in  the 
Prolongation  of  Life.”  The  committee  also  had  an  exhibit 
on  Medicine  and  Religion  at  the  annual  meeting.  Other 
action  included  laying  of  plans  to  hold  regional  workshops 
on  Medicine  and  Religion  in  different  areas  of  the  state  in 
lieu  of  the  annual  workshop  customarily  held  at  the  time 
of  the  FM.A’s  .Annual  Presidents  and  Secretaries  Con- 
I ference. 

Committee  on  Pharmacy — This  one-man  committee 
i!  has  been  concerned  with  trying  to  draft  a prescription 
' form  for  use  in  prescribing  narcotics  and  other  drugs  sub- 
ject to  abuse.  The  committee  plans  a meeting  with  mem- 
bers of  the  Florida  Pharmaceutical  Association  particu- 
larly to  discuss  legislative  cooperation. 

Committee  on  Radiologic  and  Nuclear  Medicine 
Technologists — A problem  was  referred  to  the  Committee 
on  Radiologic  and  Nuclear  Medicine  Technologists  concern- 
ing Senate  Bill  3973  which  pertains  to  x-ray  technicians. 
Essentially,  this  bill  would  endorse  federal  control  over 
schools  of  x-ray  technology  and  licensure  of  x-ray  tech- 
nicians, and  would  require  a registered  x-ray  technician  to 
make  all  x-rays  even  in  a physician’s  or  dentist’s  office. 

Progress  is  being  made  in  the  development  of  training 
programs  for  radiologic  and  nuclear  medicine  technologists 
in  the  state. 

Junior  college  programs  with  continuing  good  work  in 
this  field  are  located  in  Hillsborough,  Duval,  Indian  River 
and  Broward  Counties.  A new  program  is  being  insti- 
tuted in  Palm  Beach  County.  We  hope  that  Dade  County 
can  again  establish  an  approved  program  for  training  of 
radiologic  technologists.  The  members  of  the  Florida 
Radiologic  Society  and  the  Greater  Miami  Radiologic 
Society  are  most  interested  in  its  success. 

The  nuclear  medicine  technology  two-year  program  at 
Hillsborough  County  Junior  College  is  progressing  and  is 
needed,  particularly  since  the  School  of  Nuclear  Medicine 
Technology  at  Winter  Haven  has  closed. 

The  Committees  on  Law,  Medical  Technologists  and 
Veterinary  Medicine  have  not  been  active  during  the  year 
and  held  no  formal  meetings.  However,  continuing  liaison 
has  been  maintained  between  these  committees  and  their 
related  organizations. 

RECOMMENDATIONS 

1.  That  training  of  physician’s  assistants 
not  be  construed  as  having  higher  prior- 
ity than  the  training  of  practicing  phy- 
sicians. 

2.  That  the  Florida  Medical  Association 
accept  and  approve  the  following  work- 


ing definition  of  physician’s  assistants  as 
adopted  by  the  AM  A: 

"The  physician’s  assistant  is  a skilled 
person  qualified  by  academic  and  prac- 
tical training  to  provide  patient  services 
under  the  supervision  and  direction  of 
a licensed  physician  who  is  responsible 
for  the  performance  of  that  assistant.” 

3.  That  training  programs  for  physician’s 
assistants  be  established  only  after  Flor- 
ida Medical  Association  and  State  Board 
of  Medical  Examiner’s  approval.  The 
Florida  Medical  Association  favors  the 
simple  outline  of  health  care  assistants, 
as  presented  to  the  Council  by  Dr.  Jack 
Fleming,  as  a tentative  working  defini- 
tion and  classification  of  health  care 
assistants. 

4.  That  physician  assistants  not  be  recruit- 
ed exclusively  from  RN’s,  but  that  RN’s 
not  be  excluded  from  becoming  physi- 
cian assistants. 

5.  That  FMA  stage  one  approval  (proce- 
dural endorsement)  be  granted  the  pilot 
study  to  test  physician’s  assistants  in 
rural  areas  as  proposed  by  Dr.  Richard 
Henry,  using  physician’s  assistants  who 
have  already  been  trained  in  an  approved 
program. 

6.  That  FMA  approve  in  principle  and  en- 
courage further  exploration  by  the  Uni- 
versity of  Florida  into  the  cardiovascular 
technician  training  program,  and  that 
stage  one  approval  (procedural  endorse- 
ment) be  granted  this  program. 

7.  That  the  FMA  emphasize  that  first  prior- 
ity in  training  of  physician’s  assistants  is 
for  the  rendering  of  health  care  outside 
of  the  hospital  setting  in  the  local-physi- 
cian supervised  general  delivery  of  health 
care. 

8.  That  the  Board  of  Medical  Examiners  be 
requested  to  consider  certification  as  op- 
posed to  licensure  of  physician’s  assis- 
tants in  Florida  (contrary  to  present 
legislative  activity). 

9.  {Referred  to  Board  of  Governors} 
That  eventual  qualifications  of  physi- 
cian’s assistants  be  determined  by  a 
national  certification  body,  with  endorse- 
ment and  permission  for  a particular  as- 
sistant to  be  employed  by  a particular 
physician  by  the  Florida  Board  of  Medi- 
cal Examiners. 

10.  That  FMA  oppose  the  "California-Type” 
bill  which  was  proposed  for  prefiling  by 
a legislator  for  the  State  of  Florida;  that 
it  favor  the  bill  proposed  by  the  State 
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Board  of  Medical  Examiners;  and  that 
this  matter  be  given  top  priority  by  the 
Board  of  Governors.  (R.C.  IV) 

11.  That  the  FMA  and  the  Florida  Nurses 
Association  prepare  a joint  statement  on 
the  role  of  nurses  and  physicians  in 
delivering  health  services  in  Florida 
along  the  general  lines  of  the  AMA 
Committee  on  Nursing’s  position  paper 
on  "Medicine  and  Nursing  in  the  1970’s” 
issued  September  14,  1970,  in  the  Journal 
of  the  AMA;  and  that  the  FMA  Com- 
mittee on  Nursing  continue  to  act  in  a 
liaison  capacity  with  the  Florida  Nurses 
Association. 

12.  That  the  FMA  urge  the  Board  of  Re- 
gents to  establish  a second  school  for 
physical  therapists  at  the  University  of 
South  Florida. 

13.  That  the  Florida  Medical  Association 
endorse  the  proposed  changes  in  the 
physical  therapy  act  other  than  the 
eighth  change.  (R.C.  IV) 

14.  That  the  Florida  State  Board  of  Medical 
Examiners  be  urged  to  invite  those  phys- 
ical therapy  members  of  the  board  to 
meetings  whenever  anything  concerning 
physical  therapy  is  to  be  on  the  agenda. 

15.  That  the  Florida  Medical  Association 
endorse  voluntary  certification  rather 
than  licensure  of  radiologic  technolo- 
gists; and  that  voluntary  certification 
rather  than  licensure  for  all  allied  health 
personnel  be  considered. 

16.  That  the  chairman  of  the  Committee  on 
Podiatr)'  be  authorized  to  correspond 
with  the  Florida  Podiatry  Association’s 
Medical  Liaison  Committee  to  discuss 
and  work  out  mutual  problems  and  con- 
cerns; approval  of  the  Florida  Podiatry 
Association’s  submitting  an  article  for 
publication  in  the  Florida  Medical  As- 
sociation’s Journal  defining  the  educa- 
tional background,  training  and  aims  of 
podiatrists  in  the  state  and  that  such  an 
article  be  co-authored  by  a member  of 
the  Florida  Medical  Association’s  Com- 
mittee on  Podiatry;  and  that  a Florida 
podiatrist  be  invited  to  speak  at  the  or- 
thopedic scientific  section  during  the 
1971  FMA  annual  meeting  and  that  an 
orthopedist  speak  at  the  next  meeting  of 
the  Florida  Podiatry  Association. 

17.  That  resolution  69-8,  (Orange  County’s 
Resolution)  Definition  of  Podiatry,  not 
be  approved  and  be  dropped  from  the 
agenda.  (R.C.  IV) 

18.  {Deleted} 


19.  That  an  optician  is  a licensed  allied 
health  professional  and  a prescription 
from  the  physician  to  the  optician  for 
contact  lenses  should  contain  tlie  refrac-  I 
tory  power  to  be  incorporated  into  the 
lenses  and  such  other  information  as  the 
physician  desires. 

20.  That  each  patient  shall  have  a free  choice  i 
of  the  optician  he  desires  to  fill  the 
physician’s  prescription  for  contact  lenses 
except  that  the  physician  has  the  final 
right  and  responsibility  to  accept  or 
reject  the  optician  chosen  by  the  patient 
for  just  cause. 

21.  That  an  optician  must  have  direct  writ- 
ten permission  from  the  prescribing 
physician  for  each  patient  of  that  physi- 
cian for  the  filling  of  a contact  lens  pre- 
scription. 

22.  That  an  optician  must  acknowledge  to 
the  physician  in  writing  that  he  is  re- 
sponsible for  instructing  each  contact  lens 
patient  to  return  to  the  prescribing  phy- 
sician for  examinations  as  the  prescribing 
physician  indicates. 

23.  That  the  prescribing  physician  shall  have 
the  final  authority  for  all  care  relating 
to  the  fitting,  altering,  and  wearing  of 
contact  lenses  prescribed  by  him  and 
dispensed  under  his  supervision. 

Council  on  Medical  Services 

The  Reference  Committee  recommended  that 
Recommendation  No.  3 of  the  Council  on  Medical 
Services  be  amended  by  deleting  the  words  “be  en- 
couraged to”  from  the  phrase  “that  all  blood 
banks  be  encouraged  to  institute  appropriate 
tests  . . .” 

The  amendment  was  adopted. 

With  reference  to  Recommendation  No.  1 of 
the  Council  concerning  the  1971  White  House 
Conference  on  Aging,  Dr.  Jean  Perdue  of  Dade 
County  was  recognized  by  the  Chair.  Dr.  Perdue 
explained  that  although  attendance  at  this  confer- 
ence is  officially  by  invitation,  any  member  who 
wishes  to  attend  would  certainly  be  welcome. 

The  report  of  the  Council  on  Medical  Services 
was  adopted  as  amended. 

Council  on  Medical  Services 

Thomas  B.  Thames,  Chairman 

The  Council  on  Medical  Services  had  a busy  year 
which  saw  numerous  and  varied  problems  and  issues 
facing  most  of  its  13  committees.  One  formal  Council 
meeting  was  held  February  28,  1971,  for  the  purpose  of 
considering  the  committees’  individual  reports  and  recom- 
mendations and  preparing  the  Council’s  annual  report. 
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This  1970-71  report  of  the  Council  will  begin  with 
brief  descriptions  of  several  matters  which  affected  the 
entire  Council  or  more  than  one  of  its  committees.  It 
will  continue  with  summaries  of  the  individual  commit- 
tees’ activities  and  conclude  with  recommendations  iden- 
tified as  to  committee  source  to  facilitate  reference  for 
further  information. 

Legislative  advice — One  significant  new  source  of 
activity  for  the  Council  is  the  Florida  Legislature.  With 
its  annual  sessions  and  committees  functioning  nearly  the 
year  round,  the  state  legislative  body,  through  the  Asso- 
ciation’s Capital  office,  has  increasingly  called  upon  various 
committees  of  the  Council  for  medical  advice  and  testi- 
mony on  proposed  measures.  The  current  concern  with 
environmental  problems  as  reflected  in  the  number  of 
legislative  bills  introduced  has  brought  about  a need  for 
recognition  of  this  important  area  in  the  Association’s 
committee  structure.  For  this  reason,  a change  in  name 
is  being  proposed  for  the  Committee  on  Public  Health. 

State  central  coordination  of  medical  services — 
.\t  the  request  of  the  E.xecutive  Committee,  the  Council 
reviewed  a concept  of  consolidation  and  coordination  of 
State  medical  services  proposed  by  the  Secretary  of  the 
Department  of  Health  and  Rehabilitative  Services.  This 
tentative  concept  was  endorsed  in  the  interest  of  improve- 
ment and  better  utilization  of  the  state’s  medical  service 
programs. 

Survey  of  medical  care  needs  of  state  institutions — 
In  the  fall  of  1970,  the  Association  was  requested  by  the 
Secretary  of  the  Department  of  Health  and  Rehabilitative 
Services  to  review  and  evaluate  field  surveys  of  the  medi- 
cal needs  of  all  facilities  and  institutions  operated  by  that 
agency.  The  surveys  were  conducted  by  professional  teams 
from  the  Department’s  Division  of  Health  and  by  outside 
consultants.  Appropriate  committees  of  the  Council 
carried  out  the  evaluations  for  each  category  of  institu- 
tion. The  participating  committees  were  Child  Health, 
Mental  Health,  Mental  Retardation  and  Public  Health. 

summary  report  of  the  findings  was  transmitted  to  the 
state  through  the  President  of  the  Association. 

Disney  World  medical  services — At  the  Board  of 
Governors’  request,  the  Council  chairman  prepared  a re- 
port on  the  plans  for  medical  and  related  services  for  the 
new  Disney  World  complex  in  Orange  and  Osceola  coun- 
ties. This  report  was  presented  to  the  Board  at  its  Janu- 
ary 1971  meeting. 

Multiphasic  biochemical  screening  project — .At  the 
request  of  the  Board  of  Governors,  the  Council  and  the 
Committee  on  Public  Health  studied  a multiphasic  bio- 
chemical screening  project  proposed  by  a Dade  County 
physician  and  recommended  that  the  proposal  be  referred 
to  the  local  medical  association  in  that  area  for  review. 

Resolution  70-6,  "Cooperative  Efforts  of  Medical  So- 
cieties and  School  Boards  on  Problems  of  Education  of 
the  Pregnant  Child”— The  Council,  through  its  Commit- 
tee on  Child  Health,  was  requested  by  the  Executive  Com- 
mittee to  present  Resolution  70-6  to  the  state  school  sys- 
tem. .Although  this  action  was  accomplished,  it  was  learned 
by  the  committee  that  a legislative  measure  was  under 
development  which  would  assist  materially  in  implement- 
ing the  intent  of  the  resolution.  A recommendation  of 
support  for  this  legislation  was  formulated  and  approved 
by  the  Council. 

The  Committee  on  Aging  reviewed  all  policies  of  the 
.Association  of  the  past  decade  affecting  the  health  of  the 
aging  and  assembled  them  into  a single  file.  The  commit- 
tee has  continued  to  represent  the  Association  in  the  semi- 
annual meetings  of  the  Florida  Joint  Council  on  Health 
of  the  .Aging.  The  committee’s  major  area  of  activity  has 
been  keeping  abreast  of  Florida’s  planning  for  the  1971 
White  House  Conference  on  .Aging,  to  be  held  in  Novem- 
ber. The  chairman  participated  in  a Governor’s  Confer- 
ence on  .Aging  held  in  Miami  Beach  in  October,  1970,  and 
has  been  appointed  to  one  of  the  task  forces  for  Florida’s 
White  House  Conference  planning,  which  will  culminate 
with  another  state  conference  in  May,  1971. 

The  Committee  on  Blood  continued  to  work  towards 
the  establishment  of  necessary  regulation  of  the  practice 
of  plasmapheresis  in  Florida.  It  is  hoped  that  a meeting 


to  be  held  in  the  near  future  between  the  committee  and 
representatives  of  the  State  Board  of  Medical  Examiners 
and  the  Division  of  Health  will  produce  some  specific 
results.  The  Committee  also  devoted  attention  to  inform- 
ing physicians  and  blood  banks  of  the  ramifications  of 
recent  legal  decisions  upholding  the  implied  warranty  on 
“strict  liability”  concept  of  blood  and  blood  products. 

The  Committee  on  Child  Health  remained  one  of 
the  .Association’s  busiest  committees  in  meeting  quarterly 
as  School  Health  Medical  .Advisory  Committee  to  the 
State  Department  of  Education  and  Division  of  Health. 

The  Committee  also  was  designated  by  law  as  advisory 
committee  to  the  schools  in  the  Drug  Abuse  Education 
.Act  of  1970.  Some  of  the  committee’s  numerous  activities 
and  accomplishments  during  the  past  year  included  efforts 
to  keep  students  from  being  excluded  from  school  for 
reasons  of  pregnancy,  motherhood  or  marriage  (referred 
to  earlier  in  the  report  on  resolution  70-6)  ; preparation 
of  a “policy  index”  containing  all  school  health  policies 
adopted  by  the  committee  over  the  years  for  the  guidance 
of  schools,  health  departments  and  medical  societies; 
formulation  of  a uniform  package  program  of  health  in- 
su  ance  requirements  for  county  school  systems;  expan- 
sion and  improvement  of  health  education  teacher  train- 
ing programs  in  the  state  universities;  development  of 
recommendations  aimed  at  discouraging  smoking  in 
schools;  approval  of  the  use  of  low-calorie  lunches  as  a 
new  approach  in  dealing  with  the  problem  of  obese  stu- 
dents, and  production  of  a videotape  on  vision  screening 
methods  in  cooperation  with  the  FM.A  Committee  on 
Vision  and  the  State  Department  of  Education. 

The  Committee  on  Emergency  Medical  Service 
maintained  surveillance  over  developments  in  its  field 
throughout  the  nation  and  state.  Receiving  particular  at- 
tention were  the  use  of  helicopters  for  emergency  trans- 
portation, the  improvement  of  emergency  communications 
systems  and  the  effects  of  changing  staffing  patterns  of 
hospital  emergency  departments.  The  Committee  also  con- 
tinued to  function  separately  as  state  medical  advisory 
committee  for  the  Selective  Service  System  and  it  was 
concluded  in  view  of  a need  for  increased  attention  and 
activity  in  the  rapidly  moving  area  of  emergency  services 
that  these  duties  should  no  longer  be  the  responsibility  of 
a single  committee. 

The  Committee  on  Hearing  undertook  an  appraisal 
of  hearing  screening  programs  for  Florida  school  children. 
It  continued  attempts  to  overcome  a number  of  problems 
retarding  the  establishment  of  an  ongoing  statewide  pro- 
gram. In  the  meantime,  the  Committee  has  encouraged 
local  screening  efforts  by  public  health  nurses,  teachers, 
parents  and  physicians  by  which  patients  may  be  referred 
to  ear  specialists  for  correction.  The  committee  also  has 
been  searching  for  a civic  organization  or  philanthropist 
to  help  finance  activities  in  this  field. 

The  Committee  on  Labor  has  been  accorded  a stand- 
by status,  as  in  recent  years,  pending  development  of  any 
matters  requiring  active  liaison  with  organized  labor 
groups  in  the  state. 

The  Committee  on  Maternal  Health  reviewed  pro- 
posed legislation  revising  Florida’s  abortion  statutes  and 
elected  to  make  its  members  available  to  provide  expert 
testimony  on  this  subject  during  the  1971  session  of  the 
legislatu-e.  The  Committee  also  reviewed  plans  for  a 
legal,  ethical  abortion  facility  in  international  waters  and 
\'oted  to  neither  endorse  nor  oppose  the  project. 

.A  proposed  definition  of  a nurse-midwife  for  inclusion 
in  the  rules  and  regulations  of  the  Division  of  Health 
was  approved.  A question  concerning  the  need  for  legis- 
lation permitting  and  regulating  voluntary  sterilization 
was  referred  to  the  Committee  and  its  opinion  was  that 
such  provision  should  be  made  in  hospital  medical  staff 
by-laws  rather  than  by  state  law.  During  the  year  the 
Committee  continued  its  statewide  maternal  mortality 
survey,  reporting  a high  degree  of  cooperation  from  phy- 
sicians and  hospitals. 

The  Committee  on  Mental  Health  evaluated  the 
medical  needs  of  facilities  and  institutions  of  the  Depart- 
ment of  Health  and  Rehabilitative  Services’  divisions  of 
Mental  Health  and  Corrections.  Prior  to  that,  in  .April, 
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1970,  at  the  request  of  the  Secretary  of  that  state  agency, 
the  committee  conducted  an  intensive  on-site  field  investi- 
gation of  newspaper  charges  of  patient  neglect  at  the  Flor- 
ida State  Hospital,  Chattahoochee.  The  final  report,  which 
found  most  of  the  allegations  without  foundation,  was 
submitted  in  June.  The  Committee’s  findings  continue  to 
be  useful  to  the  state.  Much  of  the  Committee’s  activity 
during  the  remainder  of  the  reporting  period  was  devoted 
to  rendering  opinions  on  proposed  legislation  in  the  men- 
tal health  field. 

The  Committee  on  Mental  Retardation  participated  in 
the  evaluation  of  medical  needs  of  the  facilities  of  the 
Division  of  Retardation.  The  Committee  also  concerned 
itself  with  the  problem  of  testing  newborns  for  PKU  and 
other  metabolic  disorders. 

The  Committee  on  Occupational  Health  reviewed  its 
past  activities  and  has  under  development  an  evaluation 
of  its  role  and  functions. 

The  Committee  on  Public  Health  remained  one  of 
the  Association’s  most  active  committees  in  serving  as  the 
primary  referral  point  for  not  only  all  matters  generally 
considered  in  the  public  and  community  health  area  but 
increasingly  for  environmental  problems.  As  indicated 
earlier  in  this  report,  an  expanded  title  is  being  recom- 
mended for  the  Committee.  A brief  listing  of  some  of  the 
principal  matters  acted  upon  by  the  Committee  during 
the  past  year  includes  planning  for  a statewide  conference 
on  communicable  diseases  (as  previously  authorized  by 
the  House  of  Delegates)  in  cooperation  with  the  Division 
of  Health  to  be  held  late  in  1971,  medical  services  for  mi- 
grant farm  workers  in  Collier  County,  premarital  phy- 
sical examinations,  the  status  of  PKU  and  other  metabolic 
disease  screening,  swimming  pool  sanitation,  the  health 
hazards  of  toxic  pesticides,  the  public  health  aspects  of 
remotely  located  residential  retirement  developments,  ad- 
ministration of  the  state’s  clinical  laboratory  law,  fluorida- 
tion of  public  water  supplies,  the  presentation  of  expert 
medical  legislative  testimony  on  environmental  proposals, 
participation  by  the  Association  in  conservation  organiza- 
tions, resolution  of  overlapping  inspection  responsibilities 
of  state  agencies,  the  need  for  additional  laws  providing 
protection  against  radiation  hazards,  the  status  of  imple- 
mentation of  Florida’s  implied  consent  law,  the  need  for 
improved  venereal  disease  control  measures,  and  relation- 
ships between  county  medical  societies  and  health  depart- 
ments. 

The  Committee  on  Rural  Health  continued  to  repre- 
sent the  Association  in  the  activities  of  the  joint  Florida 
Committee  on  Rural  Health  which  numbers  seven  state- 
wide agencies  and  organizations  in  its  membership.  The 
Committee  has  closely  followed  progress  of  the  University 
of  Florida’s  Lafayette  County  clinic  project,  and  noted 
with  interest  the  first  formal  meeting  of  the  project’s 
medical  advisory  committee  on  November  22,  1970.  The 
advisory  committee  has  been  requested  to  report  its 
activities  to  the  Committee  on  Rural  Health.  During 
the  period  of  this  report,  the  Committee  devoted  major 
effort  to  the  problems  of  the  health  of  retired  persons 
residing  in  remote  areas,  emergency  transportation  of  the 
sick  and  injured  and  the  improvement  of  communications 
for  physicians  and  hospitals  in  rural  locations. 

The  Committee  on  Vision  completed  production  of 
a videotape  on  vision  screening  of  children.  The  video- 
tape, which  was  produced  in  cooperation  with  the  State 
Department  of  Education  and  its  School  Health  Medical 
Advisory  Committee,  will  be  made  available  to  county 
school  systems  and  health  departments.  Other  areas  of 
Committee  activity  included  the  development  of  training 
programs  for  ophthalmic  technicians,  review  and  monitor- 
ing of  proposed  legislation  in  the  eye  field,  and  the  pro- 
vision of  advice  to  the  Division  of  Vocational  Rehabilita- 
tion and  other  agencies  and  groups  concerned  with  vision 
problems.  . 

recom:mendatioxs 

(Committee  on  Aging) 

1.  That  the  Association’s  membership  and 
component  county  medical  societies  be 


urged  to  participate  to  the  most  active 
possible  extent  in  the  Florida  planning 
and  follow-up  for  the  1971  White  House 
Conference  on  Aging. 

(Committee  on  Blood) 

2.  That  the  "strict  liability”  concept  of 
blood  and  blood  products  be  noted  as  a 
problem  with  serious  ramifications  for  all 
of  medicine  and  kept  under  careful  sur- 
veillance for  possible  appropriate  action 
if  indicated. 

3.  While  recognizing  that  presently  avail- 
able approved  tests  for  hepatitis  are  not 
totally  reliable,  that  all  blood  banks  in- 
stitute appropriate  tests  of  blood  for 
hepatitis-associated  antigen. 

(Committee  on  Child  Health) 

4.  That  Senate  Bill  124  providing  manda- 
tory education  to  age  16  be  endorsed  as 
a significant  step  towards  implementing 
the  intent  of  Resolution  70-6.  (R.C.  IV) 

5.  That  the  Association  express  concern  that 

there  is  inadequate  health  education  in 
State  University  Teacher  Training 
Courses  at  elementary  and  secondary 
levels  and  urge  expansion  and  improve- 
ment of  such  instruction  to  better  equip 
teachers  to  observe  learning  disabilities 
and  instruct  students  in  health-related 
problems. 

(Committees  on  Child  Health  and  Public 
Health) 

6.  That  compulsory  immunization  of  chil- 
dren as  a prerequisite  for  admission  to 
schools  and  day  care  centers  be  reen- 
dorsed, with  determination  of  specific 
required  immunizations  to  be  made  by 
the  Division  of  Health. 

7.  [Deleted  by  R.C.  No.  Ill} 

8.  [Deleted  by  R.C.  No.  Ill} 

9.  That  all  possible  support  be  given  to 
House  Bill  3495  providing  for  fluorida- 
tion of  public  water  supplies  and  that  the 
Association’s  Committee  on  State  Legisla- 
tion be  requested  to  utilize  the  key  con- 
tact physician  system  for  this  purpose, 
and  further,  that  it  be  considered  a prime 
legislative  goal  of  the  Association. 
(Amended-R.C.  IV) 

10.  That  the  Association  support  three  legis- 
lative measures  proposed  by  the  Division 
of  Health  to  (1)  establish  a fee  system 
for  radiological  inspections,  (2)  regulate 
the  transportation  of  radioactive  mate- 
rials, and  (3)  control  the  use  of  lasers. 
(R.C.  IV) 
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11,  That  the  Association  support  full  imple- 
mentation of  Florida’s  Implied  Consent 
Law  with  appropriate  funding  in  connec- 
tion with  the  Federal  Highway  Safety 
Act  and  that  this  recommendation  be 
referred  to  the  Medical  Advisory  Com- 
mittee to  the  Florida  Department  of 
Highway  Safety  and  Motor  Vehicles. 

(Committee  on  Rural  Health) 

12.  That  the  problem  of  providing  emer- 
gency transportation  for  the  ill  and  in- 
jured, especially  in  rural  areas,  be  given 
high  priority  by  the  Association. 

Supplemental  Report 
Committee  on  Blood 

Upon  recommendation  of  the  Reference  Com- 
mittee, the  Supplemental  Report  of  the  Committee 
on  Blood  was  adopted  as  printed. 

Supplemental  Report 
Committee  on  Blood 

The  House  of  Delegates  in  1970  supported  the  opinion 
of  the  Committee  on  Blood  that  the  practice  of  plasma- 
pheresis constitutes  the  practice  of  medicine  and  that  the 
State  Board  of  Medical  Examiners  should  be  the  appropri- 
ate agency  to  regulate  such  practice  in  the  public  interest. 

To  help  bring  about  implementation  of  this  necessary 
regulatory  responsibility,  the  Committee  held  a joint 
meeting  April  7,  1971  in  Jacksonville  with  representatives 
of  the  Board  of  Medical  Examiners  and  the  Division  of 
Health,  which  is  responsible  for  administration  of  tbe 
Clinical  Laboratory  Law.  Agreement  was  reached  that 
the  two  agencies  working  in  conjunction  have  the  author- 
ity and  responsibility  to  regulate  the  practice  of  plasma- 
pheresis in  Florida.  As  an  initial  test  case,  it  was  decided 
that  the  Board  of  Medical  Examiners,  upon  the  request  of 
the  Division  of  Health,  would  enter  into  the  investigation 
of  a plasmapheresis  center  already  being  investigated  by 
the  latter  agency  for  alleged  noncompliance  with  the 
Clinical  Laboratory  Law. 

The  Committee  on  Blood  will  keep  abreast  of  all  de- 
velopments in  this  critical  area  of  medical  practice  and 
will  be  prepared  to  formulate  any  necessary  further 
recommendations. 

Council  on  Voluntary  Health  Agencies 

Upon  the  recommendation  of  the  Reference 
Committee,  the  report  of  the  Council  on  Voluntary 
Health  Agencies  was  adopted  as  submitted. 

Council  on  Voluntary 
Health  Agencies 

Frank  L.  Creel,  Chairman 

The  Council  held  meetings  on  September  26,  1970  and 
February  13,  1971.  Both  meetings  included  joint  meetings 
with  executive  directors  of  the  recognized  voluntary 
health  agencies. 

The  following  is  a summary  of  the  Council’s  activities 
during  1970-71: 

Educational  Exhibit — The  Council  sponsored  an  edu- 
cational exhibit  during  the  1970  Florida  Medical  Associa- 
tion’s annual  meeting.  The  pictorial  exhibit  iillustrated 
the  Council’s  structure,  and  outlined  its  functions  and 
relation  to  the  recognized  voluntary  health  agencies. 


Liaison  With  Agency  Executive  Directors  and  Flor- 
ida Voluntary  Health  Agencies— -Dialogue  with  the  ex- 
ecutive directors  of  the  recognized  voluntary  health  agen- 
cies continued  to  be  a vital  part  of  Council  activity  dur- 
ing the  year.  Two  joint  meetings  were  held,  with  good 
attendance  at  both  meetings.  Many  subjects  were  dis- 
cussed, and  there  was  productive  exchange  of  information. 

.A  noteworthy  matter  of  discussion  at  the  joint  meet- 
ing was  the  continuing  professional  education  programs 
which  have  been  implemented  by  the  Florida  Voluntary 
Health  Association  for  agency  executives.  The  first  man- 
agement seminar  was  held  in  cooperation  with  the  School 
of  Health  Related  Professions  at  the  University  of  Flor- 
ida. The  program  emphasized  basic  management  courses 
for  new  executives.  More  advanced  courses  are  being  con- 
sidered for  senior  executives.  While  this  program  does  not 
offer  courses  for  anyone  outside  the  Voluntary  Health 
.Association  at  the  present  time,  individual  agencies,  namely 
the  Florida  Heart  .Association  and  Florida  Association  for 
Retarded  Children  have  had  courses  which  included  phy- 
sician participation.  Physician  involvement  at  the  local 
level  continues  to  receive  a great  deal  of  emphasis  and 
is  recognized  as  a vital  factor  in  the  local  agency’s  goals 
and  programs.  The  Council  has  acted  to  recommend  a 
survey  of  component  county  medical  societies  of  Florida 
Medical  Association  to  determine  liaison  committee  com- 
position and  activities.  The  survey  would  uncover  infor- 
mation which  would  subsequently  aid  in  achieving  the 
most  productive  liaison  between  the  local  voluntary  health 
agencies  and  the  medical  community. 

The  Council  has  maintained  liaison  with  the  Florida 
Voluntary  Health  Association,  the  joint  state  coordinating 
body,  whose  membership  is  composed  of  executive  direc- 
tors of  the  voluntary  health  agencies.  The  Council  par- 
ticipated in  the  1970  Annual  Voluntary  Health  Institute 
at  Pier  66  in  Ft.  Lauderdale. 

Recognition  Program — One  of  the  primary  roles  of 
the  Council  is  recognition  of  voluntary  health  agencies 
which  have  met  the  necessary  criteria.  Recognition  is 
renewed  yearly.  A new  agency.  The  Leukemia  Society  of 
.America,  has  applied  for  and  received  approval  for  rec- 
ognition. Other  agencies  currently  recognized  include: 
Florida  Chapter,  The  Arthritis  Foundation 
Florida  Society  for  the  Prevention  of  Blindness 
Florida  Division,  American  Cancer  Society 
United  Cerebral  Palsy  of  Florida 
Florida  Society  for  Crippled  Children  and  .Adults 
Florida  Heart  Association 
Florida  Association  for  Mental  Health 
National  Multiple  Sclerosis  Society 
The  National  Foundation 
Florida  Association  for  Retarded  Children 
Florida  Tuberculosis  and  Respiratory  Disease  .Asso- 
ciation 

Other  actions  by  the  Council  include  the  following: 

1.  The  Council  believes  its  future  role  should  be  one 
of  serving  to  encourage  physician  involvement  in  health 
agency  activity  at  local  level. 

2.  It  was  noted  that  legislation  had  abolished  the  .Ad- 
visory Committee  for  the  Charitable  Solicitations  Act. 
The  Council  offered  its  services  to  the  Secretary  of  State 
as  an  unofficial  advisory  council. 

3.  In  considering  matters  relating  to  the  voluntary 
health  agencies,  the  Council: 

. . . endorsed  a five  year  follow-up  study  on 
“Jailing  of  the  Mentally  111”  to  deter- 
mine progress  in  this  area. 

. . . approved  in  principle  proposed  compul- 
■'  sory  immunization  legislation. 


Report  of  Board  of  Governors 

Referral  by  1970  House  of  Delegates 
Plasmapheresis  Regulation 

Upon  recommendation  of  the  Reference  Com- 
mittee, the  report  of  the  Board  of  Governors  on 
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the  referral  by  the  1970  House  of  Delegates, 
Plasmapheresis  Regulation,  was  adopted  as  sub- 
mitted by  the  Board. 

(See  Board  of  Governors  Report,  page  46.) 

Board  Action  No.  13 

Physician’s  Assistants 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  of  Governors’  Action  No.  13  con- 
cerning physician’s  assistants  was  adopted  as 
printed. 

(See  Board  of  Governors  Report,  page  47.) 

Board  Action  No.  19 
Medical  Services  in  State  Institutions 

Board  Action  No.  19,  Medical  Services  in  State 
Institutions,  was  filed,  due  to  the  lack  of  specific 
information  concerning  the  report  involved. 

(See  Board  of  Governors  Report,  page  47.) 

Resolution  71-3 

Food  and  Drug  Administration 
Escambia  County  Medical  Society 

The  Reference  Committee  recommended  that 
Resolution  71-3  be  amended  by  deleting  in  the 
fifth  paragraph  (the  first  “Resolved”)  the  words 
“That  first,  the  Florida  Medical  Association  go  on 
record  as  censuring  the  Food  and  Drug  .Adminis- 
tration in  general  and  Dr.  Edwards  in  particular 
for  this  precipitous  action,”  and  by  substituting 
therefor  the  words  “That  the  Florida  Medical 
.Association  disagrees  with  the  precipitous  action 
of  the  Food  and  Drug  .Administration  in  limiting 
the  use  of  oral  medications  (Tolbutamide,  .Aceto- 
hexamide.  Chlorpropamide  and  Tolazamide)  in  the 
treatment  of  diabetes  based  on  inadequate 
studies  . . .” 

.An  additional  amendment  was  moved  on  the 
floor,  to  change  the  word  “debacle”  near  the  end 
of  the  same  paragraph  to  “incidence.” 

There  was  discussion,  and  the  amendment 
from  the  floor  was  not  adopted. 

The  amendment  recommended  by  the  Refer- 
ence Committee  was  adopted,  and  Resolution  71-3 
was  adopted  as  amended. 

Resolution  71-3 

Food  and  Drug  Administration 

Whereas,  In  October,  1970,  Dr.  Charles  C.  Edwards, 
Commissioner  of  Food  and  Drugs,  Food  and  Drug  .Ad- 
ministration, U.S.  Department  of  Health,  Education  and 
Welfare,  did  issue  a “current  drug  information”  bulletin 
quoting  joint  review  of  the  University  Group  Diabetes 


Program  study  by  the  Council  on  Drugs  of  the  .American 
Medical  .Association,  a committee  of  the  .American  Dia- 
betes .Association,  and  the  Food  and  Drug  .Administration 
and  did  thereby  state  that  the  FD.A  recommended  “that 
the  use  of  Orinase  (Tolbutamide)  and  other  sulfonyl  urea 
type  agents,  Dymelor  (acetohexamide),  Diabinese  (chlor- 
propamide), Tolinase  (tolazamide)  should  be  limited  to 
those  patients  with  symptomatic  adult  onset  non-ketonic 
diabetes  mellitus  which  cannot  be  adequately  controlled 
by  diet  or  weight  loss  alone  and  in  whom  the  addition 
of  insulin  is  impractical  or  unacceptable,”  and 

Whereas,  Dr.  Charles  C.  Edwards  did  further  state  in 
this  same  bulletin  that,  as  a result  of  this  study,  “all  oral 
hypoglycemic  agents  should  be  employed  with  caution 
and,  if  prescribed,  then  only  when  serious  application  of 
diet,  or  diet  plus  insulin,  has  proven  ineffective  in  the 
judgment  of  the  physician,”  and 

Whereas,  Following  release  of  the  full  report  as  a 
supplement  to  “Diabetes,”  the  Journal  of  the  .American 
Diabetes  .Association,  in  December,  1970,  a large  majority 
of  the  leading  authorities  on  the  treatment  of  diabetes 
in  the  United  States,  the  British  Medical  .Association,  the 
Canadian  Medical  .Association,  and  other  leading  diabetol- 
ogists  in  England,  Sweden  and  elsewhere,  have  effectively 
contradicted  the  validity  of  the  design  of  the  study,  its 
results,  and  the  interpretation  thereof,  and 

Whereas,  Dr.  Edwards  was,  at  the  least,  precipitous  in 
the  issuance  of  the  aforesaid  bulletin  and  did,  by  so  issu- 
ing it,  cause  inexcusable  difficulties  for  the  practicing  phy- 
sicians in  the  United  States  and  untold  amounts  of  con- 
fusion and  anxiety  in  the  thousands  of  diabetic  patients 
being  so  treated.  Be  it  therefore 

RESOLVED,  That  the  Florida  Medical  .Association 
disagrees  with  the  precipitous  action  of  the  Food  and 
Drug  .Administration  in  limiting  the  use  of  oral  medica- 
tions (Tolbutamide,  .Acetohexamide,  Chlorpropamide  and 
Tolazamide)  in  the  treatment  of  diabetes  based  on  in- 
adequate studies;  and  second,  that  the  Florida  Medical 
.Association  delegation  present  to  the  .American  Medical 
-Association  an  appropriate  resolution  in  the  same  vein; 
and,  third,  the  Florida  Medical  .Association  present  to  the 
.American  Medical  .Association  a companion  resolution 
recommending  a legislative  inquiry'  into  the  policy-making 
mechanisms  of  the  FD.A  and  a definition  of  its  powers 
to  avoid  a similar  debacle  in  the  future. 

Resolution  71-9 

Liaison  with  Florida  Pharmaceutical  Association 
Francis  T.  Holland,  Delegate 

Resolution  71-9,  Liaison  with  Florida  Pharma- 
ceutical .Association,  was  adopted  as  submitted. 


Resolution  71-9 

Liaison  with  Florida  Pharmaceutical  Association 

Whereas,  The  responsibility  of  compounding  and  dis- 
pensing of  drugs  has  been  entrusted  to  the  pharmacy 
profession,  and 

Whereas,  This  very  important  privilege  has  been 
proselyted  and  relegated  to  a position  of  inadequacy  as 
to  space,  drugs  available,  and  facilities  for  compounding, 
by  merchandising  outlets  which  operate  under  the  guise 
of  the  time  honored  name  of  pharmacy,  therefore  be  it 

RESOLVED,  That  the  FM.A  Committee  on  Pharmacy 
establish  a liaison  with  the  Florida  Pharmaceutical  .Asso- 
ciation to  study  this  situation  with  the  aim  of  protecting 
patients  by  restoring  professionalism,  the  adequacy  of 
drug  dispensing  retail  establishments,  and  guarding  the 
ethics  of  both  pharmacists  and  pharmacies. 
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Dr.  Coulter:  “The  chairman  wishes  to  express 
his  appreciation  to  all  of  the  members  who  ap- 
peared before  our  Committee  and  to  the  members 
of  the  Committee  who  worked  so  diligently. 

“I  move  the  adoption  of  the  report  of  Refer- 


ence Committee  No.  II  as  a whole  as  amended.” 
It  was  adopted. 

“Mr.  Speaker,  this  concludes  the  report  of 
Reference  Committee  No.  II.” 


Past  Presidents  of  FMA,  Drs.  William  C.  Roberts  and  John  D.  Milton,  chat  with  Dr.  Hurt. 
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Report  of  Reference  Committee  No.  Ill 
Finance  and  Administration 

Dr.  Rufus  K.  Broadaway,  Chairman  of  Refer-  There  was  discussion;  a motion  was  made  to 


ence  Committee  No.  Ill,  Finance  and  Administra- 
tion, came  forward  to  present  the  report  of  the 
Reference  Committee. 

Report  of  the  Board  of  Governors 

The  Reference  Committee  complimented  the 
publication  of  the  Executive  Vice  President’s 
Newsletter  (Board  Action  No.  3)  as  a valuable 
communications  medium  of  the  Association. 

The  Reference  Committee  also  commended 
Mr.  W.  Harold  Parham,  Executive  \’ice  Presi- 
dent, for  his  outstanding  services  to  the  Associa- 
tion over  the  past  years. 

The  Reference  Committee  recommended  that 
Recommendation  No.  1 of  the  Board  of  Governors 
be  adopted. 

It  was  adopted. 

The  Reference  Committee  recommended  that 
the  portion  of  Recommendation  No.  2 which,  if 
adopted,  would  change  the  name  of  the  official 
publication  of  the  Florida  Medical  Association  to 
“Florida  IMedicine,”  be  adopted,  with  the  stipula- 
tion that  the  identification  that  the  publication 
is  the  official  “Journal  of  the  Florida  IMedical 
.Association”  shall  continue  to  be  indicated  in 
printing  on  the  front  page  of  the  publication. 

Upon  request  for  clarification,  it  was  deter- 
mined that  by  the  term  “front  page,”  the  Refer- 
ence Committee  was  referring  to  the  cover  of  the 
Journal. 

.An  amendment  to  the  Reference  Committee’s 
recommendation  was  moved  from  the  floor,  to  sub- 
stitute for  “front  page”  the  words:  “first  page 
inside  the  cover  or  on  the  masthead  rather  than 
on  the  cover.” 


table  any  action  on  the  change  in  the  name  of  the 
official  publication  of  the  Association;  the  motion 
carried;  and  the  subject  was  tabled.  ' 

The  Reference  Committee  recommended  a | 
change  in  wording  in  the  proposed  by-laws  amend-  1 
ment  outlining  the  composition  of  the  Board  of 
Governors,  so  as  to  comply  with  Sturgis’  Standard  ] 
Code  of  Parliamentary  Procedure.  The  change 
proposed  was  to  substitute  the  term  “advisory”  ' 
for  “non  voting”  wherever  it  appeared. 

The  amendment  recommended  by  the  Refer- 
ence Committee  w^as  adopted.  , 

i 

Recommendation  No.  2 of  the  Board  of  Gov-  1 
ernors,  which  consisted  of  proposed  by-laws 
amendments,  was  adopted  as  amended  with  the 
exception  of  those  portions  referred  to  in  the  | 
preceding  motion  to  table. 

The  report  of  the  Board  of  Governors  was 
adopted  as  amended. 


Report  of  Board  of  Governors 

J.AMEs  T.  Cook,  Chairman 

Four  sessions  of  the  Board  of  Governors  have  been 
held  since  the  1970  Annual  Meeting  of  the  Florida  Medi- 
cal Association.  Dates  of  these  meetings  were  May  10, 
1970;  October  1-3,  1970;  January  16-17,  1971;  and 
March  28,  1971.  Most  of  the  Board  sessions  were  pre- 
ceded by  meetings  of  the  Executive  Committee. 

Before  proceeding  with  the  Board’s  official  report  and 
recommendations,  your  chairman  wishes  to  recognize  the 
dedicated  efforts  of  FM.A’s  officers,  other  members  of  the 
Board,  committee  and  council  chairmen  and  members. 
Without  the  complete  cooperation  of  these  interested 
physicians,  it  would  have  been  impossible  to  carry  out 
the  programs  and  responsibilities  of  the  Association. 


Reference  Committee  III  personnel  were  Drs.  Ray  E.  Murphy  Jr.,  Thomas  M,  Caswall,  Richard  G.  Connar  and 
Rufus  K.  Broadaway  (Chairman).  Wanda  Bain  was  recording  secretary. 
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MAJOR  ACTIVITIES 

Annual  Meeting. — The  scientific  program  for  the  1971 
Annual  Meeting  was  arranged  once  again  by  the  Com- 
mittee on  Scientific  Assemblies  in  cooperation  with  our 
various  specialty  societies.  The  Board  approved  the 
format  for  the  1971  meeting,  including  a third  session 
of  the  House  of  Delegates  that  was  added  at  the  1970 
Annual  Meeting.  This  additional  session  proved  its  worth, 
and  the  policy  is  continued  at  this  year’s  meeting. 

Presidents’  and  Secretaries’  Conference. — Once  again, 
one  of  the  highlights  of  the  Association’s  year  was  the 
Annual  Conference  of  Presidents  and  Secretaries  of  County 
Medical  Societies.  This  year’s  13th  Annual  Conference, 
held  in  O.lando  on  January  30,  drew  more  than  180 
persons.  The  physicians  who  attended  represented  ap- 
proximately 97  percent  of  the  members  of  the  component 
medical  societies  of  the  Florida  Medical  Association.  A 
January  31  Seminar  on  State  Legislation,  arranged  in 
connection  with  the  officers’  conference,  also  proved  to  be 
a popular  program.  Next  year’s  conference  will  be  held 
in  Orlando  on  January  29,  1972. 

Financial  Statement  and  Budget. — The  Board  review- 
ed the  financial  statement  prepared  by  the  Executive  Vice 
President,  and  approved  the  auditor’s  statement  presented 
by  the  Secretary-Treasurer  and  prepared  by  Lucas,  Hern- 
don, Harms  and  Hyers,  Certified  Public  Accountants  of 
Jacksonville,  for  the  Association’s  fiscal  year  (calendar 
year  1970).  The  Association’s  income  from  all  sources 
was  $535,929.66;  expenses  totaled  $472,865.04,  for  an 
excess  of  $63,064.62  in  income  over  expenses.  These  fig- 
ures do  not  include  funds  expended  for  equipment  and 
interest  paid,  since  these  were  carried  under  fixed  assets 
of  the  Association. 

The  Board  approved  a budget  of  $556,500  for  calendar 
year  1971,  which  is  the  anticipated  income  from  all 
sources.  In  compliance  with  the  bylaws,  the  budget  was 
prepared  by  the  Executive  Vice  President  in  consulta- 
tion with  the  Secretary-Treasurer.  Subsequently,  it  was 
reviewed  by  the  Executive  Committee  and  approved  by 
the  Boa-d  of  Governors. 

Copies  of  the  CPA  audit  are  available  to  the  appro- 
priate Reference  Committee  and  are  on  file  in  the  Asso- 
ciation’s office  for  review  by  members  of  the  FMA. 

Appointments. — The  Board  of  Governors  appointed 
Francis  T.  Holland,  M.D.,  as  the  AMA  Delegate  to  serve 
on  the  Board  of  Governors;  Eugene  G.  Peek  Jr.,  M.D., 
as  the  State  Board  of  Health  representative  on  the  Board 
of  Governors;  and  approved  the  appointment  of  Jack  Q. 
Cleveland,  M.D.,  as  the  optional  member  of  the  Executive 
Committee,  and  as  public  relations  officer.  Clyde  M.  Col- 
lins, M.D.,  was  appointed  editor  of  The  Journal  of  the 
Florida  Medical  Association.  The  Board  approved  Dr. 
Cot'ins’  nominations  of  Oscar  W.  Freeman,  M.D.,  and 
WlUiam  M.  Straight,  M.D.,  to  be  associate  editors;  and 
the  nominations  of  Colin  Kendall,  M.D.,  Willard  E. 
Manry  Jr.,  M.D.,  and  Edward  N.  Willey,  M.D.,  to  be 
assistant  editors.  The  Board’s  associate  editor  appointee 
is  Richard  M.  Fleming,  M.D.  The  Board  reappointed  the 
Committee  on  Research,  with  Karl  B.  Hanson,  M.D., 
as  chairman. 

In  1970,  the  House  of  Delegates  directed  that  a study 
be  made  of  the  organizational  structure  of  the  FMA.  Ac- 
cordingly, an  ad  hoc  Committee  to  Consider  the  Structure 
of  the  FMA  has  been  appointed.  The  Board  of  Governors 
appointed  Robert  E.  Zellner,  M.D.,  of  Orlando  as 
chairman. 

Formation  of  the  Joint  Commission  on  Medical  Edu- 
cation and  the  ad  hoc  Committee  on  Drug  Abuse  also 
was  authorized  by  the  House  last  year.  The  Board  sub- 
sequently appointed  Henry  R.  Cooper,  M.D.,  of  Ft. 
Lauderdale  to  chair  the  Commission,  and  Robert  P.  John- 
son, M.D.,  of  Tallahassee  to  head  the  drug  abuse  group. 

The  Board  itself  established  an  ad  hoc  Committee  on 
Liaison  with  Medical  Students,  with  Billy  Brashear,  M.D., 
of  Gainesville  as  chairman. 

The  following  other  committee  chairmen  were  appoint- 
ed: William  P.  Clarke,  M.D.,  of  Jacksonville,  Inter-Ameri- 
can Relations;  Millard  P.  Quillian,  M.D.,  of  Bradenton, 
Quackery;  Carl  E.  Andrews,  M.D.,  of  West  Palm  Beach, 


Venomous  Snake  Bite;  and  Joseph  G.  Matthews,  M.D., 
of  Orlando,  Workmen’s  Compensation. 

The  Board  appointed  the  Committee  on  National 
Legislation  and  Key  Contact  Physicians  for  1971. 

James  T.  Cook,  M.D.,  was  nominated  by  the  Presi- 
dent-Elect and  approved  by  the  Board  for  appointment 
as  the  FMA  representative  on  the  FLAMPAC  Board  of 
Directors.  Clyde  M.  Collins,  M.D.,  was  appointed  to 
another  four-year  term  as  one  of  the  FMA’s  fou'-  repre- 
sentatives on  the  Board  of  Directors  of  FRMP,  Inc. 

Also  approved  by  the  Board  were  a number  of  nomi- 
nations for  gubernatorial  appointment  to  such  agencies  as 
the  State  Advisory  Council  on  Community  Medical  Facil- 
ities, Advisory  Hospital  Council,  the  Medical  .Advisory 
Committee  to  the  Division  of  Vocational  Rehabilitation, 
and  the  Florida  State  Board  of  Medical  Examiners. 

RECOGNITION 

The  Board  reviewed  nominations  received  from  county 
medical  societies  and  selected  the  recipient  of  the  A.  H. 
Robins  Company  Award  “For  Outstanding  Community 
Service  by  a Physician.”  This  awa"d  will  be  presented 
at  the  first  session  of  the  House  of  Dele<rates  on  May  5, 
1971.  Award  nomination  will  be  included  in  the  Dele- 
gates’ Packets. 

NOMINATIONS 

The  Board’s  nomination  for  recipient  of  the  Certificate 
of  Appreciation  will  be  included  in  the  Delegates’  Packets 
for  p-esentation  at  the  first  meeting  of  the  House  of 
Delegates. 

Committee  on  Membership  and  Discipline. — Under 
the  provision  of  the  Bylaws,  the  Boa-d  nominates  the  fol- 
lowing physicians  for  appointment  to  the  Committee  on 
Membership  and  Discipline  for  terms  ending  in  1975: 
District  1 — William  F.  Brunner,  M.D.,  Ma-^ianna 
District  2 — Charles  E.  Barrineau,  M.D.,  Palatka 
District  3 — Hugh  A.  Carithers,  M.D.,  Jacksonville 
District  4 — Carroll  M.  Crouch,  M.D.,  Daytona  Beach 
District  5 — Frank  C.  Bone,  M.D.,  Odando 
District  6 — Linus  W.  Hewit,  M.D.,  Tampa 
District  7 — Gordon  H.  McSwain,  M.D.,  Arcadia 
District  8 — John  P.  Ferrell,  M.D.,  St.  Petersburg 
D’st'ict  9 — Mvl  Spiv‘“v  M.D,  W'*';!  Pa'm  R-'a''h 
District  10 — Miles  J.  Bielek,  M.D.,  Ft.  Lauderdale 
District  11 — Harold  Rand,  M.D.,  Miami 
District  12 — J.  Lee  Dockery,  M.D.,  M ami 
Blue  Shield  Board  of  Directors. — The  Blue  Shield 
Nominating  Committee  presented  a list  of  nominations  for 
certification  for  election  to  the  Blue  Shield  Boa’-d  of  Direc- 
tors. The  Board  of  Governors  selected  f-om  the  list  two 
nominees  for  each  physician  seat  on  the  Blue  Shield  Board. 
The  list  is  as  follows: 

Medical  District  A:  Frank  B.  Hodnette,  M.D. 

James  W.  Walker,  M.D. 

Medical  District  C:  L.  Myrl  Spivey,  M.D. 

Joseph  G.  Matthews,  M.D. 

Medical  District  D:  M.  Eugene  Flipse,  M.D. 

Milton  E.  Lesser,  M.D. 

.\t  Large:  Robert  E.  Zellner,  M.D. 

W.  Merrill  C.  Wilhoit,  M.D. 

The  lay  members  nominated  by  the  Nominating  Com- 
mittee and  approved  by  the  Board  are  as  follows: 

Medical  District  C:  William  V.  Roy 
At  Large:  H.  P.  Osborne,  Jr. 

REFERRALS  BY  HOUSE  OF  DELEGATES 

The  Board  conducted  a review  of  the  proceedings  of 
the  1970  sessions  of  the  House  of  Delegates.  Items  requir- 
ing study  and  report  were  referred  to  the  appropriate 
committees  and  councils.  Some  matters  required  Board 
action  only.  The  individual  actions  regarding  the  policies 
of  the  House  of  Delegates  appear  in  the  various  council 
reports  as  well  as  in  this  report. 

Resolution  70-17 — Aid  to  Medical  Education. — 
This  resolution  was  referred  to  the  Council  on  Scientific 
Activities.  While  there  is  need  for  more  scholarships  and 
loans  for  medical  students,  additional  study  is  needed  with 
respect  to  the  method  advocated  in  this  resolution. 
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RECOMMENDATION 

It  is  the  recommendation  of  the  Board  that: 

1)  Resolution  70-17  remain  under  study; 

2)  The  State  Board  of  Medical  Examiners 
not  be  utilized  as  a mechanism  for  receiv- 
ing funds  for  any  state  scholarship  pro- 
gram, and  3)  the  Deans  of  the  Medical 
Schools  be  recjuested  to  take  up  the  need 
for  additional  scholarships  and  loans  with 
the  students  and  report  back  their  find- 
ings. (R.C.  I) 

Council  on  Medical  Services  Recommendation  No.  3, 
Plasmapheresis  Controls  Legislation. — This  matter  was 
referred  to  the  Committee  on  Blood  for  study.  The  com- 
mittee hopes  that  a forthcoming  meeting  with  representa- 
tives of  the  Board  of  Medical  Examiners  and  the  Division 
of  Health  wall  produce  some  results.  (R.C.  II) 

Private  Pilots  Participation  in  Association’s  Insur- 
ance Program. — In  1970,  the  House  of  Delegates  approved 
the  inclusion  of  private  pilots  in  the  FMA’s  insurance 
program  and  referred  the  matter  to  the  Board  for  imple- 
mentation. However,  after  investigation,  the  Board  is  of 
the  opinion  that  such  travel  accident  coverage  for  physi- 
cians flying  as  private  pilots  on  Association  business  is 
not  feasible.  The  minimum  premium  would  be  $225  per 
year,  and  to  implement  such  coverage  would  necessitate 
the  FMA  keeping  a complete  log  of  all  hours  flown  bj' 
FMA  members  on  Association  business. 

RECOMMENDATION 

In  lieu  of  this  coverage,  your  board  recom- 
mends that  these  physician-pilots  provide 
their  own  trip  insurance  and  seek  reimburse- 
ment for  the  cost,  but  this  reimbursement 
should  not  exceed  $5.00  per  trip.  (R.C.  V) 

1970  Board  Action  No.  28,  Board  of  Medical 
Examiners. — The  Board  of  Medical  Examiners  has  ad- 
vised the  Judicial  Council  that  it  has  funds  available  to 
meet  the  exf)enses  of  investigations,  specifically  the  travel, 
meals  and  lodging  expenses  of  members  of  the  Membership 
and  Discipline  Committee  who  participate  in  official  in- 
vestigations for  the  examining  board  as  sworn  deputies. 

Resolution  70-14 — Relative  Value  Guide. — This  res- 
olution was  referred  by  the  House  of  Delegates  to  the 
Board,  which  in  turn  referred  it  to  the  Committee  on 
Relative  Value  Studies.  This  committee  has  the  subject 
of  Resolution  70-14  under  study. 

RECOMMENDATION 

The  Board  of  Governors  concurs  in  the  rec- 
ommendation of  1970  reference  committee 
that  this  resolution  be  disapproved.  This 
judgment  is  based  upon  information  from 
the  Committee  on  Relative  Value  Studies  that 
a survey  is  being  done,  has  been  the  method  of 
choice  of  the  Florida  Medical  Association 
and  would  be  redundant  in  the  light  of  pres- 
ent policies  of  the  FMA.  (R.C.  V) 

Resolution  70-19 — Specialty  Group  Representation, 
and  Resolution  70-1 — Restructuring  of  FMA. — Recom- 
mendations of  the  ad  hoc  Committee  to  Study  the  Struc- 
ture of  the  FM.\  and  their  endorsement  by  the  Board  are 
included  in  that  Committee’s  report  to  the  House  of 
Delegates. 

Licensure  by  Endorsement. — The  Board  does  not  fa- 
vor amending  the  Medical  Practice  .\ct  to  provide  for 
medical  licensure  by  endorsement.  However,  it  recognizes 
that  within  the  State  Legislature  there  is  a strong  move- 
ment toward  some  degree  of  reciprocity  with  other  states. 
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RECOMMEND.ATION 

The  Board  of  Governors  recommends  that 
FMA  approve  licensure  of  physicians  by  limit- 
ed reciprocity  or  certification  to  the  extent 
that  only  physicians  who  pass  part  III  of  the 
National  Boards  or  the  FLEX  examination 
within  the  eight-year  period  immediately 
preceding  application  for  licensing  are  eli- 
gible. In  any  event,  the  Board  of  Medical 
Examiners  should  retain  discretionarj'  author- 
ity to  require  any  applicant  to  submit  to  the 
regular  written  examination.  (Amended-R.C. 
IV) 

Legislation  to  Define  the  Practice  of  Medicine. — 
The  House  of  Delegates  referred  to  the  Boa  d of  Gover- 
nors a proposal  that  FM.\  sponsor  an  amendment  to  the 
Medical  Practice  .\ct  that  will  “more  adequately  and  fully 
define  the  practice  of  medicine,”  etc. 

RECOMMENDATION 

The  Board  of  Governors  recommends  that  a 
definition  of  the  practice  of  medicine  not  be 
included  as  part  of  the  FMA  program  for 
1971.  (R.C.  IV) 

Board  Actions  of  Major  Importance 

1.  Workmen’s  Compensation. — The  Florida  Division 
of  Labor  and  Employment  Opportunities  put  into  effect 
a new  Workmen’s  Compensation  fee  schedule  on  February 
IS.  This  resulted  from  a hearing  conducted  on  January  4 
before  Division  Director  J.  W.  Peebles  at  the  request  of 
the  FM.\.  In  the  opinion  of  the  Board  of  Governors,  the 
fee  schedule  placed  in  effect  on  February  15  is  inadequate. 
.\t  the  direction  of  the  Board,  a petition  for  another 
hearing  was  filed  in  March.  (See  report  of  the  ad  hoc 
Committee  on  Workmen’s  Compensation.)  (R.C.  V) 

2.  Liaison  with  Gov.  Reubin  Askew. — Representa- 
tiv'es  of  the  .Association  met  with  Gov.  Reubin  Askew  in 
Tallahassee  on  February  18,  1971,  to  discuss  matters  of 
concern  to  the  FMA.  Among  several  subjects  on  the 
agenda,  a proposal  for  formation  of  a Governor’s  Steering 
Committee  on  Health  was  agreed  to. 

3.  Executive  Vice  President’s  Newsletter. — A news- 
letter of  limited  distribution  entitled  the  “Gray  Paper” 
began  publication  during  the  year.  It  is  distributed  from 
the  office  of  the  Executive  Vice  President  to  committee 
and  council  chairmen,  component  society  officers,  and 
others. 

4.  "Politithon.” — The  FM.\  participated  in  the  tele- 
vision feature  “Politithon  ’70”  through  its  vice  president, 
Richard  C.  Dever,  M.D.,  of  Miami.  The  Board  has  au- 
thorized continued  FMA  participation  in  these  educational 
telecasts. 

5.  Congressional  Visit. — Several  FM.A  members  at- 
tended the  .AM.A-.AMP.\C  Public  .Affairs  Workshop  in 
Washington,  D.C.,  March  13-14,  and  then  participated  in 
the  annual  visit  with  members  of  Florida’s  congressional 
delegation  and  congressional  luncheon. 

6.  Florida  Medical  Insurance  Trust. — ^The  Board 
took  several  actions  with  respect  to  the  Florida  Medical 
Insu'ance  Trust  (F.M.I.T.).  Physicians  who  become  dis- 
abled will  be  allowed  to  continue  to  participate  in  the 
entire  program  until  they  reach  the  age  of  65  or  become 
eligible  for  Medicare  benefits.  Eligibility  for  coverage  was 
opened  to  interns  and  residents,  provided  they  hold  some 
type  of  membership  in  their  county  medical  societies  and 
in  the  FM.A.  The  Board  reappointed  the  special  commit- 
tee to  study  the  overall  program  on  a long-range  basis 
particularly  as  it  pertains  to  new  enrollment  periods. 
(R.C.  V) 

7.  Procedures  for  Approving  Allied  Health  Training 
Courses. — The  Board  adopted  a program  for  approving 
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or  endorsing  programs  in  the  new  or  emerging  health  pro- 
fessions. Endorsements  granted  at  each  of  the  three  levels 
are  subject  to  annual  review.  The  first  step,  Procedural 
endorsement,  may  be  granted  for  programs  with  apparent 
merit  which  are  in  the  planning  or  development  state. 
Provisional  endorsement  may  be  granted  to  prog-ams 
which  have  students  actually  enrolled.  F^dl  endorsement 
is  reserved  for  programs  whose  students  have  been  evalu- 
ated to  the  complete  satisfaction  of  the  FMA,  or  for 
programs  which  have  been  established  in  other  regions 
with  evaluations  meeting  the  standards  of  the  Association. 

8.  Comprehensive  Health  Planning. — The  Board 
adopted  the  position  that  legislation  governing  Compre- 
hensive Health  Planning  must  include  protection  of  the 
consuming  public  and  physicians  by  utilization  of  the 
local  health  planning  councils  and  the  medical  profession 
in  the  determination  of  the  certificate  of  need  and  at  all 
levels  of  the  appeals  process;  and  that  the  certificate  of 
need  not  be  mandatory  unless  there  is  to  be  use  of  gov- 
ernment funds;  and  further,  that  this  policy  be  followed 
until  such  time  as  the  membership  of  comprehensive 
health  planning  councils  is  composed  of  an  adequate  num- 
ber of  p.'ofessional,  knowledgeable  members  who  a'e  com- 
petent to  make  such  a determination  of  need.  (R.C.  IV) 

9.  Legislative  Objectives. — .“Vt  the  request  of  the 
Committee  on  State  Legislation  and  the  Council  on  Legis- 
lation and  Public  Agencies,  the  Board  authorized  the  pub- 
lication of  a pamphlet  entitled  “Legislative  Objectives — 
1971.”  The  intent  of  this  publication  was  to  provide  in- 
formation to  interested  persons,  particulady  members  of 
the  Legislature,  relative  to  FMA’s  1971  Legislative  pro- 
gram. (R.C.  IV) 

10.  Directors  of  Divisions  of  Health  and  Mental 
Health. — Word  reached  the  Board  that  the  positions  of 
Drs.  William  D.  Rogers  and  Wilson  T.  Sowder  were  in 
doubt  in  the  new  state  administration.  The  Boa'd  took 
note  of  the  two  physicians’  exemplary  service  through  the 
years — Dr.  Sowder  as  Director  of  the  Division  of  Health 
and  Dr.  Rogers  as  Director  of  the  Division  of  Mental 
Health.  The  Board  urged  Governor  ,\skew  to  continue 
the  services  of  these  two  officials,  which  he  agreed  to  do. 

11.  Libel  Insurance. — It  was  brought  to  the  atten- 
tion of  the  Board  that  many  component  medical  societies, 
particulady  the  smaller  ones,  would  be  hard  pressed  to 
pay  the  deductible  portion  of  any  libel  judgment  rende-ed 
in  connection  with  peer  review  activities.  Accordingly, 
the  Board  committed  the  FMA  to  assist  county  medical 
societies  to  a maximum  of  $10  000  with  the  deductible 
under  their  libel  insurance  policies. 

12.  Amended  Agreement  with  Blue  Shield. — The 
Boa-d  voted  to  approve  an  amended  agreement  between 
the  Florida  Medical  Foundation  and  Blue  Shield  for  peer 
review  of  Blue  Shield  and  Medicare  claims.  (R.C.  V) 

13.  Physician's  Assistants. — A number  of  statements 
regarding  physician’s  assistants  were  adopted  by  the 
Board.  These  may  be  found  in  the  report  of  the  Council 
on  Allied  Professions  and  Vocations.  The  following  defini- 
tion of  a physician’s  assistant  was  adopted; 

“The  physician’s  assistant  is  a skilled  person  quali- 
fied by  academic  and  practical  training  to  provide 
patient  services  under  the  supervision  and  direction  of 
a licensed  physician  who  is  responsible  for  the  per- 
formance of  that  assistant.”  (R.C.  II) 

14.  Lay  Laboratories. — Various  questions  concerning 
lay  laboratories  were  considered  by  the  Board.  Noting 
that  the  FM.\  has  no  jurisdiction  over  these  facilities,  the 
Board  adopted  a Judicial  Council  recommendation  con- 
cerning their  regulation.  Subsequently,  the  Board  asked 
the  Division  of  Health  to  include  regulations  governing 
the  circulation  of  fee  schedules  in  the  rules  and  regulations 
for  licensure  of  lay  laboratories.  The  Board  also  voted  to 
continue  the  present  policy  regarding  lay  laboratory-spon- 
sored exhibits  at  the  FM.A  Annual  Meeting  and  advertis- 
ing in  the  Journal. 

15.  Policy  Statement  on  Medicaid. — The  Board 
adopted  a policy  statement  on  Title  XIX  (Medicaid)  sub- 
mitted by  the  Committee  on  State  Legislation  as  follows; 
“1.  In  view  of  an  emergency  shortage  of  funds  in  the 
Title  XIX  program,  any  new  funds  should  emphasize  out- 


patient services,  and  these  outpatient  services  should  not 
contain  a unit  limitation  of  $100  per  recipient  as  currently 
exists.  2.  Increased  funding  is  recommended  for  the  nurs- 
ing home  facilities  portion  of  the  Medicaid  program.  3. 
Because  of  a scarcity  of  funds,  present  services  provided 
in  the  program  should  not  be  expanded.”  The  Legislature, 
in  special  session,  provided  a deficiency  appropriation  to 
meet  the  Medicaid  emergency.  In  a later  meeting,  the 
Board  of  Governors  adopted  the  following  motion;  “That 
the  Association  once  again  request  the  appropriate  state 
agency  to  pay  physicians’  usual  and  customary  fees  for 
care  of  Medicaid  recipients  until  the  appropriations  are 
exhausted,  and  stop  expecting  physicians  of  Flo  ida  to  sub- 
sidize the  State  of  Florida  in  the  care  of  these  patients.” 
(Amended-R.C.  IV.) 

The  Boa~d  of  Governors  is  authorized  by  the  House  of 
Delegates  to  institute  legal  or  other  action,  as  feasible,  to 
enforce  these  recommendations.  (Amendment  added  from 
floor  of  House — R.C.  IV.) 

16.  Redefinition  of  Chiropractic. — The  Boa'd  is 
aware  of  the  aims  of  chi'opractors  to  win  inclusion  in 
Medicaid  and  other  health  insurance  prog  ams  by  legis- 
lative action.  The  Committee  on  State  Legislation  believes 
that  in  order  to  repel  these  efforts,  the  FM.\  must  have 
an  offensive  weapon  to  use  in  the  Legislatu-e.  Accord- 
ingly. the  Boa'd  of  Governo's  has  granted  the  committee 
greater  flexibility  in  its  support  of  any  legislation  that 
may  be  introduced  to  redefine  chiropractic.  (R.C.  IV) 

17.  Professional  Liability. — The  Board  approved  the 
framework  for  the  legislative  effo't  towa'd  obtaining 
relief  in  the  area  of  professional  liability.  The  effort  will 
focus  on  a reduction  in  the  statute  of  limitations  and 
adoption  of  the  concept  of  “advance  payment  without 
admission  of  guilt.”  (R.C.  IV) 

18.  Withholding  of  Medicare  Payments  to  Physi- 
cians.— The  Board  of  Gove-nors  took  note  of  the  policy 
of  the  Social  Security  .Administration  of  withholding 
Medicare  payments  to  physicians  undergoing  peer  review. 
The  Board  condemned  this  practice,  and  has  under  con- 
sideration the  possibility  of  legal  action  challenging  the 
SSA’s  authority  to  suspend  these  payments.  (R.C.  V) 

19.  Medical  Services  in  State  Institutions. — The 
Council  on  Medical  Services  was  requested  to  assist  the 
Florida  Division  of  Health  in  a study  of  medical  services 
in  state  institutions.  The  study  was  completed  and  a sum- 
mary report  of  findings  was  t'ansmitted  to  the  state 
through  the  President  of  the  FMA.  (R.C.  II)  (Filed.) 

20.  Vocational  Rehabilitation-Blue  Shield.  — The 
Board  considered  a problem  which  occasionally  arises  in 
which  a Vocational  Rehabilitation  client  bas  a Blue  Shield 
service  benefits  contract.  Notice  was  taken  of  an  FMA 
policy  promulgated  by  the  House  of  Delegates  in  1967, 
to  wit;  “That  when  an  individual  becomes  a ward  of 
the  government,  he  is  no  longer  considered  an  indigent 
patient.”  The  Board  adopted  a policy  that  “where  service 
benefits  are  involved  and  the  government  takes  the  re- 
sponsibility for  the  patient’s  care,  the  service  benefit  pro- 
vision no  longer  applies.” 

21.  Utilization  Review'.- — The  Board  took  a position 
with  respect  to  reimbursement  for  physicians  who  serve 
on  medical  staff  utilization  review  committees.  Policy  was 
established  to  the  effect  that  reimbursement  to  physicians 
who  serve  on  medical  staff  utilization  review  committees 
in  profit-making  hospitals  is  proper;  that  no  reimburse- 
ment should  be  made  if  service  on  the  committee  is  part 
of  medical  staff  functions  in  a non-profit  hospital;  and 
that  this  policy  should  not  apply  to  peer  medical  utiliza- 
tion review.  (R.C.  V) 

22.  FRMP  Fiscal  Agent. — The  Board  recommended 
to  the  Board  of  Directors  of  the  Florida  Medical  Foun- 
dation that  the  Foundation  terminate  its  function  as 
fiscal  agent  for  the  Florida  Regional  Medical  Program, 
Inc.  The  Foundation  was  relieved  of  these  duties  as  of 
February  28,  1971. 

23.  FMA  Liability  for  Accident  Damages. — The 
Association’s  liability  for  accident  damages  to  members 
engaged  in  the  official  business  of  the  FM.A  was  a matter 
of  concern  to  the  Board  of  Governors.  Accordingly,  the 
Board  moved  “to  adopt  the  policy  concerning  FMA  liabil- 
ity for  the  attendance  by  members  of  the  Florida  Medical 
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Association  at  any  meetings  of  its  House  of  Delegates, 
Board  of  Governors,  Executive  Committee,  Councils  and 
Committees,  or  any  other  meetings  or  conferences  of  any 
nature,  the  responsibility  of  such  member  for  travel  to 
and  from  such  meeting  is  the  member’s  sole  responsibility, 
and  any  such  member  shall  not  be  considered  to  be  in- 
volved in  or  to  be  performing  any  business  of  or  for  FMA 
except  and  only  during  the  time  he  is  physically  present 
in  an  official  meeting  room  of  the  committee,  council, 
executive  committee,  board  of  governors,  or  house  of 
delegates  in  which  he  is  participating  as  such  member.” 

24.  AMA  Membership. — The  number  of  FMA  mem- 
bers who  also  hold  membership  in  the  American  Medical 
.\ssociation  was  a matter  of  concern  to  the  Boa-d  during 
the  year.  In  recent  years,  FMA  has  had  five  ,\MA  dele- 
gates, based  on  a membership  of  more  than  4,000.  In  the 
early  part  of  last  October,  Florida’s  AMA  membership 
stood  at  4,972.  If  a total  of  5,001  in  .^MA  members  could 
be  reached  by  December  31,  1970,  Florida  would  be 
alloted  a sixth  AM.\  delegate.  The  Board  initiated  an 
intensive  membership  campaign  directed  th-ough  county 
societies.  The  membership  drive  was  successful,  and  FM.\ 
will  elect  the  sixth  delegate  during  this  annual  meeting. 

25.  Model  Medical  Staff  Bylaws. — The  Committee  on 
Hospitals  and  Extended  Care  Facilities  drafted  a Model 
Medical  Staff  By-Laws  and  Rules  and  Regulations.  These 
were  approved  by  the  Board. 

26.  Annual  Meeting  Program. — This  year,  as  in  past 
years,  the  scientific  program  for  the  .\nnual  Meeting  was 
not  completed  until  a late  date.  .Accordingly,  the  Board 
is  asking  the  Committee  on  Scientific  Assemblies  and 
specialty  groups  to  start  plans  early  to  enable  the  com- 
mittee to  submit  the  scientific  program  to  the  Board  at  its 
fall  meeting  so  promotion  of  the  meeting  program  may 
begin  in  January  each  year.  (R.C.  I) 

27.  Foundations  for  Medical  Care. — The  “foundation 
concept”  led  to  Board  action  1)  adopting  criteria  for  the 
approval  and  chartering  of  foundations  for  medical  care; 
2)  approving  the  new  Foundation  for  Medical  Care  in 
Duval  County,  Inc.,  pending  its  adoption  of  acceptable 
bylaws;  and  3)  suggesting  that  the  Florida  Medical  Foun- 
dation assist  in  the  coordination  of  the  various  foundations 
in  the  state.  In  addition,  the  Boa'd  decreed  the  formation 
of  an  ad  hoc  Committee  on  Foundations  for  Medical  Care. 
This  committee  will  be  composed  of  the  presidents  of  all 
approved  foundations  for  medical  care  in  Florida. 

28.  Annual  Meeting  Registration  Fee. — The  Board 
adopted  a $25  registration  fee  for  non-member  physicians 
attending  the  annual  meetings  of  the  FM.\,  effective  with 
this  meeting.  Subject  to  payment  of  the  fee  will  be  those 
physicians  who  are  not  .AM.A  or  FM.A  members,  and  who 
are  not  attending  the  meeting  as  invited  guests  of  FM.A. 
Interns  and  residents,  and  guest  speakers  will  be  excused 
from  payment  of  this  fee. 

29.  Department  of  Health  and  Rehabilitative 
Services. — The  Board  studied  the  present  organization  and 
functions  of  the  Florida  Department  of  Health  and  Reha- 
bilitative Services.  The  Boa-d  favors  the  establishment 
of  a separate  Department  of  Health,  to  include  such 
agencies  as  Division  of  Health  and  Mental  Health,  Voca- 
tional Rehabilitation,  Bureau  of  Crippled  Children,  Coun- 
cil for  the  Blind,  and  other  health-related  agencies. 

30-  Resolution  70-10 — "More  than  Allow'able 

Charge.” — Blue  Shield  has  reported  to  the  Board  on  ef- 
fo’-ts  to  have  the  phrase  “mo'e  than  allowable  charge”  on 
Medicare  notices  changed.  The  Social  Security  .Adminis- 
tration has  agreed  to  a change,  but  the  wording  is  in- 
definite at  this  time;  therefore,  the  matter  remains  under 
the  surveillance  of  the  Board.  (R.C.  V) 

- 31.  Physicians’  Image  Survey. — Blue  Shield  has  pro- 
posed to  undertake  a survey  of  all  physicians  in  Florida 
to  determine  if  it  might  be  of  assistance  in  improving 
the  image  of  the  medical  profession.  The  Boa-d  agreed 
that  the  questionnaire  for  the  time  being  be  sent  only 
to  members  of  the  FM.A  House  of  Delegates  and  their 
alternates  so  that  the  results  will  be  available  for  the 
Blue  Shield  .Annual  Meeting.  The  questionnaire  could 
later  be  distributed  to  the  entire  FM.A  membership,  if  the 
House  so  chooses.  (R.C.  V) 

32.  Social  Security  Medical  Care  Directives. — The 


autocratic  method  in  which  the  Social  Security  Adminis-. 
tration  issues  directives  regarding  medical  care  from  its 
offices  in  VVashington  and  Atlanta  has  been  a source  of 
continuing  irritation  to  many  members  of  the  FMA.  The 
Board  of  Governors  has  voted  to  protest  to  this  objection- ' 
able  attitude  in  writing,  with  copies  to  members  of  the' 
Florida  congressional  delegation.  (R.C.  V) 

33.  Outpatient  Insurance  Payments. — The  Board  has 
asked  the  Blue  Shield  Board  of  Directors  to  provide  con- 
tracts covering  outpatient  services  in  cases  where  sub- 
scribers pu-chase  Blue  Cross  contracts  paying  for  these 
services.  (R.C.  V) 

34.  Blue  Shield. — The  Board  of  Governors  considered 
in  detail  relationships  among  Blue  Shield,  the  federal 
government  and  the  physicians  of  Flor'da  in  regard  to 
the  Medicare  plan.  The  Council  on  Medical  Economics 
suggested,  and  the  Board  agrees,  “if  measures  are  not 
taken  by  Blue  Shield  to  resolve  the  differences  between 
the  federal  government  with  the  physicians  of  Flo-ida, 
which  in  our  opinion  threaten  to  totally  destroy  the  phy- 
sicians’ support  and  thus  Blue  Shield,  that  serious  con- 
sideration be  given  to  implementing  the  mechanics  neces- 
sa-y  to  cancel  the  contract  between  the  Department  of 
Health,  Education  and  Welfare  and  Blue  Shield  of  Flo'ida, 
Inc.,  as  carrier,  relative  to  Section  1842  of  the  Social 
Security  Act.”  (R.C.  V) 

35.  Abortion. — The  Committee  on  State  Legislation 
and  the  Board  of  Governors  have  considered  the  role  the 
Association  should  play  this  year  with  respect  to  legisla- 
tion to  liberalize  the  abortion  law.  It  was  decided  that 
the  FM.A  position  should  be  one  of  support  rather  than 
sponsorship.  (R.C.  IV) 

36.  Executive  Vice  President. — The  Board  received  a 
report  from  the  Executive  Vice  President  outlining  the 
reorganization  of  the  executive  offices  and  renewed  for  a 
period  of  ten  years  the  contract  of  employment  dated 
Janua-y  12,  1964,  with  W.  Harold  Parham,  Executive 
Vice  President. 

37.  Lawsuits. — The  Board  of  Governors  has  followed 
closely  the  suit  against  the  Association  brought  by  two 
osteopaths  under  the  Sherman  Antitrust  Act  requesting 
triple  punitive  damages.  The  Association  received  a fa- 
vorable ruling  in  the  federal  district  court  in  Tampa ; and 
the  case  is  now  on  appeal  in  the  5th  Circuit  Court  of 
Appeals  in  New  Orleans.  This  court  has  requested  an  ad- 
viso-y  opinion  from  the  Flo'ida  State  Supreme  Court. 

The  Association  is  currently  defending  a suit  jointly 
with  The  Employers’  Group  of  Insurance  Companies 
brought  by  a member  of  the  Association  in  Dade  County 
rega-ding  denial  of  professional  liability  insurance 
coverage. 

RECOMMENDATIONS 

1.  That  the  FMA  oppose  dropping  the 
ECFMG  certificate  requirement  for  Flor- 
ida licensure  of  graduates  of  foreign  medi- 
cal schools. 

2.  After  careful  consideration,  the  Board  of 
Governors  recommends  to  the  House  of 
Delegates  the  following  amendments  to 
the  current  By-laws  of  the  Florida  Medical 
Association,  Inc.: 

a)  CH.APTER  I,  MEMBERSHIP— SECTION  2; 

CLASSIFICATIONS 

1)  Under  “Associate  Members,”  #1,  delete  the 
words  “former  active,”  so  that  the  paragraph 
reads: 

“1.  Members  who  have  completely  and  per- 
manently retired  from  active  p-actice,  either 
through  choice  or  through  disability.” 

b)  CH.APTER  IV,  HOUSE  OF  DELEGATES 

1)  .Amend  Section  1,  Designation  and  Composition, 
by  deleting  the  last  phrase  which  reads  “.  . : and 
the  officers  of  the  Association  as  defined  in  these 
By-Laws,”  and  by  add'ng  in  its  place  “and  the 
Speaker  and  Vice  Speaker  of  the  House,”  so 
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that  the  paragraph  reads: 

“The  House  of  Delegates  is  the  legislative  and 
business  body  of  the  Association,  and  its  mem- 
bers are  the  delegates  officially  elected  by  the 
component  societies  in  acco  dance  with  the 
provisions  of  these  By-Laws  AND  THE 
SPEAKER  AND  THE  VICE  SPEAKER  OF 
THE  HOUSE.” 

2)  Amend  Section  6,  Determination  of  Delegates, 
second  paagraph,  by  deleting  the  phrase 
“.  . . the  officers  and  the  members  of  the  Board 
of  Governors,”  so  that  the  sentence  will  read: 

“.  . . In  addition  to  the  delegates  from  the 
county  medical  societies,  the  members  of  the 
Council  on  Specialty  Medicine  shall  be  mem- 
be-s  of  the  House  of  Delegates.” 

3)  Amend  Section  14,  Privilege  of  Floor,  to  read: 

“The  privilege  of  the  floor  shall  be  restricted 
to  seated  delegates,  OFFICERS,  MEMBERS 
OF  THE  BOARD  OF  GOVERNORS,  AMA 
delegates,  past  presidents,  and  AM.'V  past 
presidents  who  are  FMA  members,  except  by 
permission  of  the  presiding  officer.” 

c)  CH.\PTER  VI,  OFFICERS  AND  DELEGATES 

TO  HOUSE  OF  DELEGATES  OF  AMERICAN 

MEDICAL  ASSOCIATION 

1)  Amend  Section  9,  Delegates  to  House  of  Dele- 
gates of  American  Medical  Association,  by  add- 
ing a new  pa’-agraph  to  read: 

“THE  DELEGATES  TO  THE  HOUSE  OF 
DELEGATES  OF  THE  AMERICAN  MEDI- 
CAL ASSOCIATION,  ALONG  WITH 
THEIR  DULY  ELECTED  ALTERNATES, 
SHALL  COMPRISE  A SPECIAL  ST.\ND- 
ING  COMMITTEE  OF  THE  BOARD  OF 
GOVERNORS,  RESPONSIBLE  DIRECTLY 
TO  THE  EXECUTIVE  COMMITTEE, 
BOARD  OF  GOVERNORS  AND  FMA 
HOUSE  OF  DELEGATES.” 

d)  CHAPTER  VII,  BOARD  OF  GOVERNORS 

1)  Amend  Section  1,  Composition,  to  read: 

“The  Board  of  Governors  shall  consist  of  the 
President,  President-Elect,  Vice  President, 
Secretary,  Treasurer,  the  two  immediate  past 
presidents,  one  of  the  delegates  to  the  House 
of  Delegates  of  the  AMA  (who  shall  be  ap- 
pointed by  the  President),  and  five  members 
appointed  by  the  President.  The  President 
shall  appoint  one  member  from  each  of  the 
four  medical  districts  with  staggered  terms, 
and  thereafter  they  shall  be  appointed  for  four 
years  as  each  term  expires;  he  shall  also  ap- 
point each  year  one  member  at  large  for  a 
term  of  one  year. 

“The  President  shall  designate,  with  the  ap- 
proval of  the  Board,  one  member  to  serve  as 
a Public  Relations  Officer. 

“The  Boa-d  at  its  discretion  MAY  SELECT 
TO  SERVE  ON  THE  BOARD  OF  GOVER- 
NORS IN  AN  ADVISORY  CAPACITY,  FOR 
A TERM  OF  ONE  YEAR  EACH,  A REP- 
RESENTATIVE FROM  THE  FLORIDA 
DEPARTMENT  OF  HEALTH  AND  RE- 
HABILITATIVE SERVICES,  FROM  THE 
STATE  BOARD  OF  MEDICAL  EXAM- 
INERS AND  FROM  THE  BOARD  OF  DI- 
RECTORS OF  BLUE  SHIELD  OF  FLOR- 
IDA, INC.,  ALL  OF  WHOM  MUST  BE 
MEMBERS  OF  THE  ASSOCIATION. 

“THE  SPEAKER  OF  THE  HOUSE  OF 
DELEGATES  SHALL  BE  AN  ADVISORY 
MEMBER  OF  THE  BOARD  OF  GOVER- 
NORS.” 

2)  Amend  Section  6,  Executive  Committee,  Item  2, 
by  adding  another  pa-agraoh  to  read: 

“THE  EXECUTIVE  COMMITTEE  SHALL 
MAINTAIN  LIAISON  WITH  AND  SERVE 
IN  AN  ADVISORY  CAPACITY  TO  THE 
WOMAN’S  AUXILIARY  TO  THE  FLOR- 
IDA MEDICAL  ASSOCIATION.” 


e)  CHAPTER  VIII,  COUNCILS 

1)  Amend  Section  2,  Composition,  Selection  and 
Appointment  to  Fill  Vacancy,  by  changing  the 
last  sentence  of  the  paragraph  to  read: 

“The  President  shall  appo'nt  annually  a chair- 
man AND  A VICE  CHAIRMAN  WHEN 
INDICATED  of  each  Council.” 

2)  Amend  Section  3,  Duties  and  Functions,  by 
deleting  Item  2 in  its  entirety  which  outlines 
the  duties  and  composition  of  the  Judicial  Coun- 
cil, and  renumber  the  remaining  items  accord- 
ingly. 

3)  Amend  Section  3,  Duties  and  Functions,  Item 
7,  by  deleting  reference  to  advisory  to  Woman’s 
Auxiliary  and  AM.A  delegates,  so  this  section 
will  read: 

“The  Council  on  Special  Activities  shall  main- 
tain liaison  with  and  coo-dinate  the  activities 
of  the  Boa'd  of  Past  Presidents,  and  the  ac- 
cumulation and  maintenance  of  archives  rec- 
ords of  the  Association.” 

4)  Add  a new  Section  4,  to  be  entitled  “Judicial 
Council,”  to  read: 

“SECTION  4.  JUDICIAL  COUNCIL. 

“1.  COMPOSITION.  THE  JUDICIAL 
COUNCIL  SHALL  CONSIST  OF  FIVE 
MEMBERS  ELECTED  BY  THE  HOUSE 
OF  DELEG.\TES  UPON  HAVING  FIRST 
BEEN  NOMINATED  BY  THE  BOARD  OF 
GOVERNORS,  ONE  FROM  EACH  OF  THE 
FOUR  MEDICAL  DISTRICTS  AND  ONE 
FROM  THE  STATE  AT  LARGE,  ON  A 
STAGGERED  BASIS  SO  THAT  ONE 
MEMBER’S  TERM  EXPIRES  EACH 
YEAR,  AND  THEREAFTER  FOR  FIVE 
YEAR  TERMS  EACH.  THE  HOUSE  OF 
DELEGATES  MAY  RETECT  A NOMINEE 
BUT  MAY  NOT  INITIATE  THE  NOMI- 
NATION. 

“2.  ELIGIBILITY.  TO  BE  ELIGIBLE 
FOR  NOMINATION  FOR  ELECTION  TO 
THE  JUDICIAL  COUNCIL,  A MEMBER 
MUST  H.WE  BEEN  A MEMBER  OF  THE 
FLORIDA  MEDICAL  ASSOCIATION  FOR 
AT  LE.AST  TEN  YEARS,  AND  HIS  NOMI- 
NATION MUST  HAVE  THE  CONCUR- 
RENCE OF  THE  COUNTY  MEDICAL  SO- 
CIETY IN  WHICH  HE  HOLDS  MEMBER- 
SHIP. 

“NO  MEMBER  MAY  SERVE  ON  THE 
JUDICIAL  COUNCIL  FOR  MORE  TH.\N 
TWO  CONSECUTIVE  FIVE  YEAR 
TERMS. 

“3.  DUTIES  AND  FUNCTIONS.  THE 
JUDICIAL  COUNCIL  SHALL  DIRECT 
AND  SUPERVISE  THE  ACTIVITIES  OF 
THE  ASSOCLATION  WHICH  PERTAIN  TO 
QUESTIONS  OF  MEDICAL  ETHICS,  DIS- 
SENSION AND  DISPUTES  REFERRED 
TO  THE  ASSOCIATION  FOR  INVESTIGA- 
TION AND  ADTUDICATION,  COM- 
PLAINTS BY  PATIENTS  AGAINST  MEM- 
BERS OF  THE  ASSOCIATION  AND  QUES- 
TIONS OF  MEMBERSHIP  AND  DISCI- 
PLINARY ACTION.  IN  THE  CARRYING 
OUT  OF  THESE  ACTIVITIES,  IT  SHALL 
HAVE  THE  SAME  AUTHORITY  AS 
OTHER  COUNCILS  TO  DELEGATE  AND 
REFER  MATTERS  TO  THE  COMMIT- 
TEES UNDER  IT  FOR  CONSIDERATION 
AND  RECOMMENDATIONS,  EXCEPT 
THAT  THE  CHAIRMEN  OF  THESE 
COMMITTEES  SHALL  NOT  BE  MEM- 
BERS OF  THE  COUNCIL  UNLESS  SO 
ELECTED  BY  THE  HOUSE  OF  DELE- 
GATES. THE  COUNCIL  SHALL  RECEIVE 
REPORTS  AND  RECOMMENDATIONS 
FROM  ITS  COMMITTEES  AND  SHALL 
IN  TURN  REPORT  THEIR  ACTIVITIES 
TO  THE  BOARD  OF  GOVERNORS. 
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“THE  PRESIDENT  SHALL  AN^NUAL- 
LY  DESIGNATE  ONE  OF  THE  ELECTED 
MEMBERS  OF  THE  COUNCIL  AS  ITS 
CHAIRMAN;  ONE  AS  ITS  VICE  CHAIR- 
MAN; AND  ONE  AS  THE  CHAIRMAN  OF 
THE  COMMITTEE  ON  MEMBERSHIP 
AND  DISCIPLINE.  THE  COUNCIL  SH.\LL 
FROM  AMONG  ITS  MEMBERS  DESIG- 
NATE ONE  MEMBER  TO  SERVE  AS 
LIAISON  WITH  THE  STATE  BOARD  OF 
MEDICAL  EXAMINERS  FOR  LICEN- 
SURE POLICIES  AND  PROCEDURES, 
AND  IT  SHALL  DESIGN.ATE  ONE  OF  ITS 
MEMBERS  TO  ASSUME  RESPONSIBIL- 
ITY FOR  HANDLING  COMPLAINTS  AND 
GRIEV.VNCES  RECEIVED  FROM  THE 
GENER.\L  PUBLIC  AGAINST  MEMBERS 
OF  THE  ASSOCIATION.  MEMBERS  SO 
SELECTED  BY  THE  COUNCIL  SHALL 
REPORT  REGULARLY  TO  THE  FULL 
COUNCIL,  AND  THE  COUNCIL  IN  TURN 
SHALL  REPORT  REGULARLY  TO  THE 
BOARD  OF  GOVERNORS  THROUGH  THE 
EXECUTIVE  COMMITTEE.” 

f)  CHAPTER  IX,  COMMITTEES 

1)  Amend  Section  1,  Organization,  second  para- 
graph to  read: 

“The  Council  on  .Mlied  Professions  and  Voca- 
tions: Committees  on  Dentistrj’,  Law,  Medi- 
cal Technologists,  Nursing,  Opticians,  Phar- 
macy, Physical  Therapy  and  Rehabilitation, 
PHYSICIAN’S  ASSIST.\NTS  AND  Medical 
Assistants,  Pod'atr>',  Medicine  and  Religion, 
Veterinary  Medicine,  and  Radiological  and 
Nuclear  Medicine  Technologists;  and  other 
pa-amedical  personnel  as  approved  by  the 
Board  of  Governors.” 

2)  Amend  Section  1,  Organization,  third  paragraph 
to  read: 

“The  Judicial  Council:  Committee  on  Mem- 
bership and  Discipline.” 

3)  Amend  Section  1,  Organization,  sixth  paragraph 
to  read: 

“The  Council  on  Medical  Scvices:  Commit- 
tees on  Aging,  ADVISORY  TO  SELEC- 
TIVE SERVICE,  Blood,  Child  Health,  COL- 
LEGE HE.\LTH,  Emergency  Medical  Service, 
Hearing,  Labor,  Maternal  Health,  Mental 
Health,  Mental  Retardation,  Occupational 
Health,  Public  Health  .AND  THE  ENATRON- 
MENT,  Rural  Health,  and  Vision.” 

4)  .Amend  Section  1,  Organization,  seventh  para- 
graph to  read: 

“The  Council  on  Scientific  .Activities:  Com- 
mittees on  CONTINUING  MEDICAL  EDU- 
CATION, Medical  Schools,  MEDICAL  STU- 
DENTS, Regional  Medical  Program,  Re- 
search, Scientific  .Assemblies,  and  SCIENTIF- 
IC PUBLICATIONS.” 

5)  .Amend  Section  1,  Organization,  eighth  paragraph 
to  read: 

• “The  Council  on  Special  .Activities:  Commit- 
tee on  .ARCHIVES  and  Board  of  Past  Presi- 
dents.” 

6)  .Amend  Section  1,  Organization,  ninth  paragraph 

to  read: 

“The  Council  on  Specialty  Medicine:  Com- 
mittees on  Anesthesiology,  Dermatolog>-,  Gen- 
eral Practice,  Internal  Medicine,  NEUROL- 
OGY, Neurosurgery,  Obstetrics  and  Gynecol- 
ogy, Ophthalmology,  Orthopedics,  Otolaryn- 
- golog>'.  Pathology,  Pediatrics,  Plastic  Surger>-, 
Psychiatry,  Radiology,  Surgerj’,  and  Urology.” 

7)  .Amend  Section  2,  Composition,  Selection  and 
Tenure  of  Committees,  Item  2 under  “Special 
Standing  Committees  shall  be,”  to  read: 

“SCIENTIFIC  PUBLICATIONS.— The  Jour- 
nal of  the  Florida  Medical  .Association  Ls  the 


official  organ  of  the  .Association.  It  shall  be 
organized  and  operated  in  accordance  with  the 
provisions  established  in  these  By-Laws.  (Sec- . 
ond  paragraph  to  remain  unchanged.)” 

8)  .Amend  Section  3,  Duties  and  Functions,  Item  i 
6,  to  read: 

“The  Committee  on  SCIENTIFIC  PUBLI- 
C.ATIONS  shall  direct  and  supervise  the  pub- 
lication of  The  Journal  of  the  Florida  Medical 
.Association  (remainder  of  paragraph  to  re- 
main unchanged.)” 

g)  CHAPTER  X,  DsCOME  .AND  EXPENDITURES 
1)  Amend  Section  2,  Item  6,  Exemptions,  by 

adding: 

“.  . . OR  FOR  GIVI.NG  UP  PRACTICE  FOR 
A PERIOD  OF  HUM.ANITARI.AN  SER- 
VICE (SUCH  AS  MEDICAL  WORK  IN- 
SOUTHEAST  ASIA,  MEDIC.AL  MISSIO.N- 
ARA^  WORK,  SERVICE  WITH  PROTECT 
HOPE,  ETC.),  PROVIDED  THE  TERM  OF 
SERATCE  IS  SIX  MONTHS  OR  LO.NGER, 
SUCH  EXEMPTION  TO  BE  IN  EFFECT 
FOR  THE  E.NTIRE  PERIOD  OF  THE 
SERVICE  REGARDLESS  OF  THE 
AMOUNT  OF  TI.ME  THE  MEMBER  RE- 
MAINS IN  SUCH  SERVICE,  AND  PRO- 
VIDED HE  REMALNS  A MEMBER  OF 
A COUNTA'  SOCIETA"  IN  FLORIDA.” 

h)  CHAPTER  XIV,  AMENDMENTS 

1)  .Amend  Section  1,  By-Laws  .Amended,  to  read: 
“These  By-Laws  may  be  amended  by  SUB- 
MISSION TO  THE  BOARD  OF  GOVER- 
NORS PROPOSED  AMENDMENTS,  BA- 
THE HOUSE  OF  DELEGATES,  COM- 
PONENT COUNTY  MEDICAL  SOCIETIES, 
COUNCILS,  OR  THE  BOARD  ITSELF; 
FOLLOWED  BY  STUDY  BY  the  Board  of 
Governors,  and  the  report  of  the  Boa"d  of 
Go%'ernors  shall  be  submitted  to  the  House 
of  Delegates  and  the  appropriate  refe'ence 
committee.  .After  the  report  of  the  reference 
committee,  it  shall  require  a majority  vote 
of  the  delegates  seated  to  oass  such  an  amend- 
ment. THE  AMENDME.NT  AS  SUBMIT- 
TED TO  THE  HOUSE  OF  DELEGATES 
SHALL  NOT  BE  MODIFIED  OR  SUB- 
ST.ANTI.ALLA'  ALTERED  BY  THE  REF- 
ERENCE COMMITTEE  OR  BY  THE 
HOUSE.  MI.NOR  CHANGES  IN  GRAM- 
MAR OR  PHRASEOLOGY  M.AY  BE 
MADE.  PROVIDED  THEY  DO  NOT  AL- 
TER THE  INTE.NT  OR  PURPOSE  OF  THE 
AME.ND.MENT.” 

Supplemental  Report 
Board  of  Governors 

The  Reference  Committee  joined  the  Board  of 
Governors  in  its  commendation  of  the  .\d  Hoc 
Committee  to  Study  the  Structure  of  the  FM.A  for 
its  efforts,  and  recommended  that  the  Supplemen- 
tal Report  of  the  Board  of  Governors  concerning 
this  ad  hoc  committee  be  adopted. 

A substitute  motion  was  made  from  the  floor, 
“That  the  report  of  the  .\d  Hoc  Committee  to 
Study  the  Structure  of  the  FiM.\  be  received  as 
information,  and  that  a new  committee  be  appoint- 
ed by  the  President  to  study  this  matter  and  re- 
port back  to  the  next  annual  session  of  this  .Asso- 
ciation.” 

There  was  discussion,  and  the  substitute  mo- 
tion was  not  adopted. 
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The  Supplemental  Report  of  the  Board  of 
Governors  was  adopted  as  submitted. 

Supplemental  Report  of 
Board  of  Governors 

James  T.  Cook,  Chairman 

The  entire  report  of  the  ad  hoc  Committee  to  Study  the 
Structure  of  the  FM.\  begins  on  page  65  of  the  Hand- 
book. The  Board  of  Governors’  reference  to  this  commit- 
tee appears  at  the  bottom  of  page  45  in  the  Handbook; 
however,  some  information  was  inadvertently  omitted, 
such  as  the  composition  of  the  committee,  which  was: 

Years  FMA 

Name  Year  Born  Age  Member 

Robert  E.  Zellner,  M.D., 


Chai-man 

(AMA  Delegate,  Past 
President) 

1915 

55 

24 

Richard  C.  Clay,  M.D. 

(Chairman  of  Ref.  Comm, 
which  considered  this 
resolution) 

1918 

52 

18 

William  J.  Dean,  M.D. 
(Member,  Board  of 
Governors) 

1924 

46 

15 

Joseph  C.  Von  Thron,  M.D. 
(Council  Chairman) 

1926 

44 

14 

Richard  C.  Dever,  M.D. 
(Vice  Pres.,  Council 
Chairman) 

1927 

43 

11 

Thomas  B.  Thames,  M.D. 
(Council  Chairman) 

1930 

40 

12 

James  L.  Borland  Jr.,  M.D. 
(Committee  Chairman) 

1932 

38 

5 

1 The  Board  of  Governors  thanked  the  members  and  the 
chairman  of  the  ad  hoc  committee  for  their  excellent  work 
and  voted  to  discharge  the  committee.  The  Board  has 
I submitted  specific  By-Laws  changes  as  a part  of  its  report 
and  recommendations  to  the  House  to  implement  each 
suggestion  of  the  ad  hoc  committee  and  concurred  in  the 
recommendations  of  the  committee  as  contained  in  its 
report,  which  included  continued  study  regarding  the 
Council  on  Specialty  Medicine’s  relationship  to  the  House 
of  Delegates. 

Subcommittee  on  Inter-American  Relations 

Upon  recommendation  of  the  Reference  Com- 
mittee, the  report  of  the  Subcommittee  on  Inter- 
.\merican  Relations  was  adopted  as  printed. 

Subcommittee  on 
Inter-American  Relations 

William  P.  Clarke,  Chairman 

The  Subcommittee  on  Inter-American  Relations  has 
had  no  activity  in  the  past  year.  Present  considerations 
regard  the  development  of  training  seminars  in  conjunc- 
tion with  Florida  physicians  and  medical  groups  in  the 
Caribbean  and  in  Latin  America.  There  is  a mutual  ex- 
change of  teaching. 

Ad  Hoc  Committee  to  Study 
the  Structure  of  the  FMA 

Recommendation  No.  1 of  the  Ad  Hoc  Com- 
mittee to  Study  the  Structure  of  the  FMA  was 
adopted. 


Recommendations  No.  1,  2 and  3 at  the  end 
of  the  Ad  Hoc  Committee’s  report  were  adopted. 

Upon  recommendation  of  the  Reference  Com- 
mittee, the  report  of  the  Ad  Hoc  Committee  to 
Study  the  Structure  of  the  FMA  was  adopted  as 
printed. 

Ad  Hoc  Committee  to  Study 
The  Structure  of  the  FMA 

Robert  E.  Zellner,  Chairman 

The  chairman  of  this  committee,  at  its  inception,  con- 
sidered the  charge  to  the  committee  and  concluded  that 
it  had  two  duties:  One,  the  specific  consideration  of  Res- 
olutions 70-1  and  70-19,  and  two,  a general  consideration 
of  the  organizational  structure  of  the  FMA.  Accordingly, 
a letter  was  written  to  all  members  of  the  House  of 
Delegates,  FMA  council  chairmen,  and  presidents  and 
secretaries  of  component  medical  societies,  enclosing  a 
copy  of  the  current  FM.\  constitution  and  by-laws, 
informing  them  of  the  composition  of  the  committee  and 
its  purpose,  and  asking  them  for  written  and  verbal  sug- 
gestions. The  committee  held  its  first  meeting  on  Decem- 
ber 6,  1970.  Following  this  meeting,  a second  letter  was 
written  to  the  presidents  of  all  county  medical  societies 
informing  them  of  a second  meeting  to  be  held  in  Orlando, 
January  31,  1971,  following  the  presidents  and  secretaries 
meeting  and  inviting  all  interested  FMA  members  to  re- 
spond, either  in  person  or  in  writing.  The  response  to 
these  two  mailings  was  remarkably  poor.  All  told,  two 
county  medical  societies,  two  council  chairmen,  one 
specialty  society  and  eight  individuals  responded.  This 
would  suggest  either  widespread  satisfaction  with  our 
present  system  of  government  or  appalling  apathy  on  the 
part  of  the  people  who  are  most  concerned  with  orga- 
nized medicine  in  the  state  and  with  making  it  work. 

In  preparation  for  the  committee’s  study,  the  consti- 
tutions and  by-laws  of  eight  other  state  medical  associa- 
tions somewhat  comparable  in  size  and  p'oblems  to  the 
FMA  were  analyzed  and  synopsized  for  the  members  of 
the  committee.  These  were  Massachusetts,  Minnesota, 
Michigan,  Ohio,  Pennsylvania,  Wisconsin,  Illinois  and 
Indiana.  In  addition,  the  chairman  prepared  a critique  of 
the  FMA  constitution  and  by-laws  for  consideration  by 
the  committee  members.  The  committee  unanimously 
concluded  that: 

1.  The  constitution  and  by-laws  under  which  the 
Floiida  Medical  Association  operates  are  basically  ex- 
cellent and  meet  the  needs  of  the  doctors  of  Florida 
better  than  any  other  that  we  studied. 

2.  There  are  certain  areas  in  our  constitution  and 
by-laws  which  can  be  improved. 

3.  The  Information  and  recommendations  which  were 
received  from  the  membership  are  so  scanty  that  any 
recommendations  which  could  be  made  by  the  com- 
mittee would  be  little  more  than  the  opinions  of  the 
committee  members. 

4.  A continuing  study  of  the  constitution  and  by-laws 
should  be  made  and  the  way  in  which  this  committee 
might  best  serve  its  purpose  would  be  to  pose  questions 
for  further  consideration  by  all  concerned  rather  than 
to  suggest  answers.  It  was  the  opinion  of  the  commit- 
tee that  any  solutions  which  had  not  been  thoroughly 
aired  and  thoroughly  discussed  in  advance  would  satis- 
fy very  few  people  and  have  very  small  chance  of  be- 
ing adopted. 

5.  Insofar  as  making  specific  recommendations  is 
concerned,  the  committee  will  confine  itself  to  the  first 
part  of  the  charge,  i.e..  Resolutions  70-1  and  70-19. 
Resolution  70-1. — The  committee  conside-ed  each  of 

the  “Whereases”  in  the  resolution,  inasmuch  as  the  resolu- 
tion is  based  on  the  assumption  of  the  validity  of  these 
paragraphs,  and  makes  the  following  repo-t: 

(Whereas  No.  1):  “Whereas,  The  .\M.A  at  the  ver>' 
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time  it  is  most  needed  to  preserve  our  American  way 
of  medical  practice  which  has  resulted  in  our  nation’s 
becoming  the  medical  leader  of  the  world,  is  annually 
numbering  a smaller  percentage  of  American  physi- 
cians among  its  members  and, 

(Whereas  No.  2):  “Whereas,  If  the  present  rate  of 

this  membership  loss  continues,  by  the  end  of  the  year 
1970  the  AM.\  will  number  less  than  fifty  per  cent 
(50%)  of  this  nation’s  medical  doctors  as  members, 
and’’ 

.A.MA  membership  at  that  time  was  219,500 — over  91% 
of  those  eligible  for  membership,  and  an  increase  of  2,300 
over  the  previous  year — an  all-time  high  and  two-thirds 
of  the  estimated  gross  doctor  population  of  330,000. 

(Whereas  No.  3) : “Whereas,  This  situation  has  result- 

ed from,  among  other  reasons,  the  need  for  more  effec- 
tive leadership  by  this  body,  and” 

As  indicated  above,  the  “situation”  does  not  exist. 
The  committee  agrees  that  more  effective  leadership  is 
and  alwaj’s  will  be  needed. 

(Whereas  No.  4) : “Whereas,  The  present  structure  of 

organized  medicine  has  been  the  fault  for  such  lack  of 
effectiveness,  and  has  also  resulted  in  organized  medi- 
cine’s failing  to  allow  itself  to  take  advantage  of  the 
vigor  of  its  youthful  component,  and” 

This  “Whe-eas”  presents  a statement  which  at  best  is 
debatable  and  which  at  worst  is  nothing  other  than  an 
opinion  of  the  author  of  the  resolution,  with  which  opin- 
ion your  committee  does  not  agree.  The  committee  agreed 
with  the  last  two  “Whereases”  which  indicate  that  the 
AM.\  is  the  sum  total  of  its  constituent  medical  societies 
and  that  improvement  in  those  organizations  would  result 
in  improvement  of  the  Association. 

With  the  single  exception  of  the  author  of  the  Resolu- 
tion, not  a single  voice  was  raised  in  support  of  Res- 
olution 70-1.  Two  typical  comments  of  members  of  the 
House  of  Delegates;  First,  from  a thirty-three-year-old 
member — “WTiat  we  need  is  greater  cohesion,  not  division, 
of  organized  medicine.”  And  from  a forty-three-year-old 
member — “The  FM.\  is  an  association  of  all  the  doctors 
in  Florida,  represented  indiscriminately  as  to  age,  sex, 
color,  type  of  practice,  locale,  and  so  forth,  and  as  such 
ought  to  be  kept  as  that  type  organization.  To  try  to 
fractionate  the  FM.\  on  any  basis,  clique,  faction,  and  so 
forth,  will  probably  destroy  the  effectiveness  of  the  orga- 
nization.” With  these  sentiments  the  committee  agrees. 
We  believe  that  the  rationale  for  dividing  the  House  ac- 
cording to  age  is  no  stronger  than  that  for  dividing  it 
according  to  sex,  specialty,  color,  religion,  or  any  other 
such  qualification. 

RECOMMENDATION 

1.  It  is  recommended  that  Resolution  70-1 
be  disapproved. 

The  second  part  of  the  committee’s  charge  was  to 
study  the  structure  of  the  Florida  Medical  Association. 
Since  Resolution  70-19  addresses  itself  to  a change  in  the 
structure  of  the  FMA,  it  was  considered  in  this  context 
and  will  be  considered  in  this  report  in  that  order. 

Most  governments  in  this  country,  both  in  political  and 
medical  societies,  consist  of  three  branches:  the  executive, 
the  legislative  and  the  judicial.  The  committee  considered 
the  organizational  structure  of  the  FM.\,  of  eight  other 
state  medical  associations  and  of  the  AM.\.  .\s  a result 
of  this  study,  certain  conclusions  were  reached  and 
several  questions  were  raised.  The  committee’s  ideas  may 
best  be  presented  in  a lucid  manner  by  presenting  these 
in*  the  three  separate  divisions. 

The  Executive  Branch  (Board  of  Governors). — 
Our  Board  of  Governors  has  members  which  are  elected 
and  others,  which  are  appointed.  In  this  respect  we  are 
unique  when  compared  with  the  other  eight  associations. 
■\11  the  others  provide  for  the  election  of  their  Boards  of 
Governors  in  various  ways — some  by  popular  election  in 
the  districts  entitled  to  representation,  some  by  delegates 
from  the  represented  district,  some  by  the  House  of  Dele- 
gates from  nominees  residing  in  the  various  districts.  In 
our  opinion,  our  system  is  the  best  of  the  lot.  .Ml  but  six 


members  of  our  Board  owe  their  membership  to  their  ' 
having  been  elected  to  office  by  the  House  of  Delegates.  i 
These  are  the  president,  vice  president,  president-elect,  im- 
mediate past  president,  immediate  past  president  once  i 
removed,  secretarj’-treasurer,  speaker  of  the  House,  and  an 
AM.\  delegate  representative.  The  appointed  members 
are  the  members  from  the  four  medical  districts  and  the 
at-la-ge  member,  plus  the  representative  from  the  State 
Board  of  Health.  W'hile  it  may  be  more  democratic  to 
elect  all  members  of  the  Board,  having  some  members 
appointed  provides  for  greater  flexibility  and  has  other 
very  distinct  advantages.  Elections  are  often  decided  hy 
personal  popularity,  how  well-known  a person  is,  how 
long  he  has  been  active  in  the  Association  and  how  large 
and  influential  his  medical  society  may  be.  Whenever 
members  of  the  Boa'd  are  elected,  the  large  counties  in 
the  various  districts  tend  to  monopolize  membership  on 
the  Board.  Another  advantage  is  that  our  system  permits 
the  President  to  bring  to  the  Board  younger  men  and 
men  from  smaller  county  medical  societies  who  would 
be  unlikely  to  be  elected  on  their  own.  It  is  suggested 
that  no  change  be  made  in  this  aspect  of  the  selection  of 
the  members  of  our  Board  of  Governors. 

The  Boa’"d  of  Governors  is  the  executive  body  of  the 
FM.\  and  its  responsibilities  include  not  only  carrying  out 
the  d'-ectives  of  the  House  of  Delegates,  but  governing 
the  FM.\  between  sessions  of  the  House,  reporting  its 
actions  to  the  House  and  making  recommendations  on 
various  matters.  At  the  present  time  there  is  some  over- 
lapping of  legislative  and  executive  responsibilities  which 
in  our  opinion  is  undesirable.  Our  by-laws  p'ovide  that 
all  members  of  the  Boa-d  of  Governors  are  members  of 
the  House  of  Delegates,  as  well  as  providing  that  the 
Speaker  of  the  House  is  a voting  member  of  the  Boa'-d. 
We  th’nk  this  constitutes  a conflict  of  interest,  because 
the  Board  not  only  makes  recommendations  to  the  House 
but  then  in  a closely  contested  matter  being  debated  in 
the  House  it  could  conceivably  not  only  act  as  advocate 
but  could  cast  the  deciding  votes.  By  cont’ast,  the  AM.\ 
provides  that  whenever  a member  of  the  House  is  elected 
to  the  Boa-d  of  Trustees  he  automatically  surrenders  his 
seat  in  the  House.  Members  of  the  Board  of  Trustees 
have  the  privilege  of  the  floor  but  they  are  unable  to  vote 
and  thus  cannot  take  active  part  in  approving  decisions 
which  as  the  Board  of  Trustees  they  recommend.  By  tlie 
same  token,  the  Speaker  of  the  House  of  Delegates  is  an 
ex-officio  member  of  the  Boa-d  of  T-ustees,  but  he  is  not 
a voting  member.  Our  Speaker  of  the  House  shou'd  be 
simila-ly  privileged;  that  is,  he  should  be  an  ex-officio 
member  of  the  Board  of  Governors  but  he  should  not  be 
a voting  member. 

•\s  earlier  indicated,  the  Boa’-d  of  Governors  selects  one 
member  from  the  State  Board  of  Health  to  serve  on  the 
Board.  The  two  physicians  on  the  State  Board  of  Health 
are  appointed  by  the  Governor  of  Florida,  sometimes 
without  consultation  with  the  FM.\.  We  think  it  is 
objectionable  that  there  are  only  two  physicians  from 
which  the  President  may  make  a choice.  Inasmuch  as  this 
member  by  virtue  of  long  service  on  the  State  Board  of 
Health  may  very  well  be  the  oldest  member  of  the  Board 
of  Governors  insofar  as  tenure  of  office  is  concerned,  it  is 
possible  that  he  could  very  well  become  the  dominant 
member  of  the  Board.  The  late  Dr.  Herbert  Br>-ans,  for 
many  years  president  of  the  State  Boa'-d  of  Health, 
ser%-ed  on  our  Board  of  Governors  as  Board  of  Health 
representative  for  something  like  twenty  years,  which  no 
other  physician  in  Florida  history  has  done.  It  is  suggest- 
ed that  if  it  is  desirable  to  have  on  the  Board  of  Gover- 
nors a member  of  the  State  Board  of  Health,  he  too  be  an 
ex-officio  member  without  vote.  Consideration  should  be 
given  to  having  the  president  or  some  other  member 
officially  representing  the  Boa-d  of  Directors  of  Blue 
Shield  of  Florida  as  an  ex-officio  member  of  the  Board. 
In  summary,  it  is  suggested  that  the  Board  of  Gove-nors 
membership  be  constituted  as  it  now  is,  with  its  members 
both  elected  and  appointed  as  they  now  are,  except  that 
the  Speaker  of  the  House  be  an  ex-officio  member  without 
vote,  that  the  State  Board  of  Health  representative  be 
ex-officio  without  vote,  and  that  a member  from  the 
Board  of  Medical  Examiners  and  a member  from  the 
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Board  of  Directors  of  Blue  Shield  be  considered  for  ex- 
officio  membership  on  the  Board  without  vote.  Another 
suggestion  would  be  that  no  member  of  the  Board  of 
Governors  serve  as  a member  of  the  House  of  Delegates 
while  serving  on  the  Board. 

House  of  Delegates. — Currently  there  are  three  classes 
of  membership  in  the  House  of  Delegates.  First,  there  are 
those  who  are  elected  by  county  medical  societies  on  a 
proportionate  basis;  second,  there  are  the  members  of  the 
Board  of  Governors,  and  third,  there  are  the  members  of 
the  Council  on  Specialty  Medicine.  The  majority  of  state 
medical  societies  whose  charters  and  by-laws  were  re- 
viewed provide  with  few  exceptions  that  the  vote  in  the 
House  is  restricted  to  delegates  elected  by  the  constituent 
county  medical  societies.  We  extend  the  vote  more  gener- 
ously than  any  other  medical  organization  reviewed.  Offi- 
cers of  the  Association,  members  of  tbe  Board  of  Gover- 
no  s,  AM.A  delegates.  Past  Presidents,  may  be  given  ex- 
officio  membership  in  the  House  of  Delegates,  but  it  is  our 
opinion  that  they  should  have  no  vote.  The  Speaker 
should  have  a vote  only  in  the  case  of  tie;  otherwise,  it 
destroys  the  purpose  of  having  a tie-breaking  vote.  The 
Council  on  Specialty  Medicine  deserves  more  considera- 
tion, not  only  insofar  as  its  membership  in  the  House  of 
Delegates  is  concerned,  but  in  many  of  its  other  activities, 
and  its  consideration  will  be  reserved  until  the  whole 
council  is  discussed. 

Judicial  Council. — In  none  of  the  other  charters  and 
by-laws  examined  is  the  membership  of  the  Judicial 
Council  treated  in  such  a casual  manner  as  in  ours.  In 
most  states,  members  of  the  Council  are  elected  by  the 
House  of  Delegates.  Seve-al  states  specify  qualifications 
for  membership  on  the  Council:  past  president,  past 

membership  on  the  Board  of  Governors,  membership  in 
the  House  of  Delegates  for  10  years,  past  county  medical 
society  president,  and  so  forth.  Our  system  of  govern- 
ment is  constituted  so  that  the  Association  is  administered 
through  the  Boa'd  of  Governors  by  the  various  commit- 
tees and  councils.  All  these  councils  are  set  up  so  that 
the  chairmen  of  the  various  committees  grouped  under 
the  respective  councils  are  members  of  the  council,  and  the 
individual  councils  have  a chairman  as  a coordinator. 
AH  the  councils  are  treated  alike,  with  one  exception:  the 
Council  on  Specialty  Medicine.  If  any  council  deserves 
special  consideration,  certainly  it  should  be  the  Judicial 
Council,  the  duties  of  which  may  be  extremely  important 
to  any  and  all  members  of  the  Association.  In  its  com- 
position it  is  treated  in  the  same  manner  as  all  the  other 
councils,  with  the  exception  of  the  Council  on  Specialty 
Medicine;  that  is,  the  chairmen  of  the  various  committees 
composing  the  Judicial  Council  serve  as  the  members  of 
the  Judicial  Council.  These  are,  respectively,  the  chair- 
men of  the  grievance  committee,  the  committee  on  medical 
licensure,  the  committee  on  membership  and  discipline,  and 
the  committee  on  archives,  plus  one  member  elected  by 
the  Board  of  Past  Presidents  from  its  membership.  As 
it  now  stands,  it  is  conceivable  that  the  president  of  the 
Association  could,  by  appointing  new  chairmen  of  each 
of  the  committees  comprising  the  Judicial  Council,  com- 
pletely change  the  membership  of  the  Judicial  Council 
each  year.  It  is  suggested  that  our  Judicial  Council  be 
constituted  in  a manner  similar  to  that  of  the  AM.A,  that 
the  Council  have  five  members,  each  member  to  be  elected 
for  a five  year  term  by  the  House  of  Delegates,  in  such 
a way  that  one  would  be  elected  each  year,  with  one 
representing  each  of  the  four  medical  districts  and  the 
fifth  elected  from  the  state  at  large.  In  the  AMA,  poten- 
tial members  of  the  Judicial  Council  are  nominated  by 
the  Board  of  Trustees  and  elected  by  the  House  of  Dele- 
gates. The  House  of  Delegates  may  reject  a nominee, 
but  may  not  initiate  the  nomination.  In  other  words,  if 
the  nominee  is  rejected,  the  Board  of  Trustees  must  make 
a second  nomination.  This  procedure  might  be  considered 
for  adoption  by  the  Florida  Medical  Association. 

Council  on  Specialty  Medicine. — It  was  agreed  by  all 
who  testified,  either  in  person  or  by  letter,  including  the 
chairman  of  the  Council,  and  it  was  agreed  by  the  com- 
mittee, that  the  Council  on  Specialty  Medicine  as  now 
constituted  is  awkward  and  has  outlived  its  usefulness. 
The  opinions  as  to  what  should  be  done  about  it  were 


as  varied  and  as  numerous  as  those  who  testified.  For 
this  reason,  the  committee  has  no  recommendation  on 
Resolution  70-19.  Rather  it  feels  that  the  questions  which 
have  been  raised  affect  the  basic  structure  of  the  FMA 
and  should  be  thoroughly  discussed  and  debated  before 
any  solution  should  be  offered  to  the  problem  of  the 
Council  on  Specialty  Medicine.  Before  raising  the  ques- 
tions, it  might  be  helpful  to  consider  the  background 
against  which  these  questions  are  raised. 

Without  exception,  the  various  specialty  societies  feel 
that  they  should  select  their  own  representative  on  the 
Council.  This  seems  reasonable  enough  for  those  special- 
ties where  there  is  a sharp  distinction  in  practice,  such 
as  radiology  or  anesthesiology.  The  problem  of  duplicate 
representation  arises,  however,  in  surgery,  whe.e  the  Flor- 
ida Association  of  General  Surgeons,  Florida  Chapter  of 
the  .American  College  of  Surgeons,  Flo  ida  Chapter  of  the 
International  College  of  Surgeons,  Florida  Industrial  Medi- 
cal Association,  all  may  have  largely  the  same  member- 
ship. A Council  on  Specialty  Medicine  representing  all  the 
specialty  societies  recognized  by  the  Association  with 
representatives  selected  by  the  societies  might  be  the  most 
logical  solution  to  the  problem,  were  it  not  for  the  desire 
of  the  specialty  interests  to  own  seats  in  the  House  of 
Delegates.  This  poses  a problem  which  leads  to  further 
questions.  First,  should  the  House  of  Delegates  which 
has  set  a limit  of  250  members,  permit  an  unlimited 
number  of  delegates  from  special  interests,  where  the  addi- 
tion of  each  new  special  interest  delegate  would  mean  one 
less  delegate  from  the  county  medical  societies?  The 
second  question— should  a delegate  from  a special  interest 
with  500  members  have  the  same  vote  as  a member  repre- 
senting 30  members,  when  county  medical  society  dele- 
gates are  apportioned  on  a l-to-40  basis?  It  is  generally 
agreed  that  there  will  continue  to  be  more  fragmentation 
of  medical  practice  and  ever-increasing  number  of  spe- 
cialty societies,  leading  to  an  ever-increasing  demand  for 
more  representation  for  specialty  societies  in  the  House 
of  Delegates.  With  one  exception,  no  other  state  medical 
association  studied  provided  for  membership  in  their 
House  of  Delegates  by  representatives  of  specialty  interests. 
In  that  state,  the  chairman  of  the  Council  on  Specialty 
Medicine  sits  in  the  House  of  Delegates  as  a representative 
of  all  specialty  interests.  The  committee  received  from 
one  county  medical  society  a proposal  that  only  delegates 
duly  elected  on  a proportionate  basis  by  a county  medical 
society  be  seated  in  the  House  of  Delegates.  Another  sug- 
gestion was  that  the  Council  on  Specialty  Medicine  be 
limited  to  10  seats  in  the  House  of  Delegates,  with  those 
10  delegates  elected  from  and  by  the  entire  membership 
of  the  council,  with  each  council  member’s  vote  weighted 
in  proportion  to  the  number  of  members  he  represented. 
This  proposal  presupposed  that  the  various  representatives 
would  be  selected  by  the  specialty  societies  themselves. 

Reference  has  been  made  to  the  method  which  the 
AMA  recently  adopted  for  handling  its  specialty  sections 
as  recommended  in  the  Quinn  Report.  It  should  be  point- 
ed out  that  the  FMA  and  AM.A  situations  are  not  com- 
parable in  that  the  various  specialty  societies  are  sub- 
o-dinate  units  of  the  FM.A  and  require  approval  by  the 
FMA,  in  contrast  to  the  independent  national  specialty 
organizations  whose  only  .AMA  connection  is  through  the 
specialty  section.  Since  this  new  AM.^  system  will  be 
implemented  for  the  first  time  in  1971,  it  remains  to  be 
seen  if  it  will  be  an  improvement  over  the  old  one. 

Because  of  the  complexity  of  the  problem  and  because 
of  the  need  for  wide  discussion  and  considemtion  before 
any  proposal  is  brought  to  a vote,  the  committee  offers 
no  solution  to  this  matter. 

RECOMMENDATIONS 

It  is  recommended  that: 

1.  The  study  of  the  structure  of  the  FMA  be 
continued; 

2.  Publicity  be  given  to  the  problems  as 
suggested  by  the  committee  in  the  hope  of 
increasing  the  intellectual  input  into  the 
committee’s  deliberations;  and 
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3.  The  problems  posed  by  Resolution  70-19 
continue  to  be  studied  in  light  of  the  ques- 
tions raised  in  this  report. 

Florida  Medical  Foundation 

Upon  recommendation  of  the  Reference  Com- 
mittee, the  report  of  the  Florida  Medical  Founda- 
tion was  adopted  as  printed. 

Florida  Medical  Foundation 

Eugene  G.  Peek  Jr.,  President 

The  Florida  Medical  Foundation  is  observing  its  ISth 
anniversary  this  year. 

Established  by  the  House  of  Delegates  of  the  Florida 
Medical  Association  in  1956,  the  Foundation’s  affairs  are 
managed  by  a Board  of  Directors  which  is  also  the  Board 
of  Governors  of  the  FM.\. 

Briefly,  the  non-profit  Foundation’s  manifold  mission 
is  to  improve  the  health  and  medical  care  of  Floridians; 
to  sponsor  medical  education  programs;  to  provide  loans 
for  deserving  Floridians  who  are  pursuing  a medical  edu- 
cation; to  assist  deserving  indigent  or  destitute  physicians; 
and  to  promote  and  sponsor  medical  research  for  public 
benefit. 

Some  of  the  Foundation’s  principal  activities  during 
the  past  year  included  approval  of  additional  research 
grant  applications;  continuation  of  the  “Program  Effec- 
tiveness System  for  Health  Care”  project;  approval  of  a 
new  contract  with  Blue  Shield  for  peer  review  services; 
and  the  award  of  additional  medical  student  loans. 

The  year  also  saw  the  Foundation’s  withdrawal  as 
fiscal  agent  for  the  Florida  Regional  Medical  Program, 
Inc.  The  termination  was  effective  February  28,  1971. 

New  research  grant  requests  approved  by  the  Board 
are  as  follows: 

“Problems  in  the  Care  of  Patients  with  Antibody 
Deficiency  States,”  Martin  L.  Schulkind,  M.D.,  University 
of  Florida,  Department  of  Pediatrics,  $6,520. 

“Human  Clinical  Pathology  Induced  by  Snake  En- 
venomation,”  Carl  E.  Andrews,  M.D.,  $11,550. 

The  Foundation  decided  to  extend  for  another  year, 
until  November  7,  1971,  its  contract  with  the  U.S.  Depart- 
ment of  Health,  Education  and  Welfare  for  the  “Pro- 
gram Effectiveness  System  for  Health  Care  (PRES).”  The 
Foundation  was  informed  that  with  the  one-year  exten- 
sion, practical  application  can  be  made  of  information 
compiled  during  the  early  stages  of  the  project.  This 
would  include  computerization  of  the  business  side  of  100 
physicians’  offices. 

•\t  its  meeting  on  January  17,  1971,  the  Foundation 
approved  a new  contract  with  Blue  Shield  for  peer  review 
of  Blue  Shield  and  Medicare  claims.  The  contract  lists 
the  functions  and  responsibilities  of  Blue  Shield,  the 
Foundation,  and  local  medical  peer  review  committees 
in  the  performance  of  review  services,  and  provides  for 
the  financial  reimbursement  for  the  provision  of  these 
services. 

Along  these  same  lines,  the  Directors  also  authorized 
the  Foundation  to  participate  in  a contract  to  provide 
peer  review  for  the  Title  XIX  (Medicaid)  program  in 
Florida. 

During  the  period  from  April  1,  1970  to  February  28, 
1971,  58  applications  were  received  under  the  Founda- 
tion’s Loan  Guarantee  Plan.  Thirty-eight  loans  totaling 
$55,225  were  approved.  Three  applications  were  with- 
drawn and  17  others  were  pending  as  this  report  was 
prepared.  Total  assets  were  $32,346.36.  After  deduction 
of  the  10  per  cent  recourse  funds  ($5,522.50)  the  balances 
available  for  loans  totals  $26,823.86. 

In  two  significant  organizational  matters,  the  Board 
approved  a proposal  that  the  Foundation  be  reorganized 
in  such  a way  as  to  function  as  a Health  Maintenance 
Organization  or  Professional  Review  Service  Organization 


if  feasible  and  if  such  legislation  is  enacted;  and  ordered | 
that  application  be  made  for  membership  in  the  United 
Foundations  for  Medical  Care. 

.\mong  other  actions  at  its  meetings  during  the  past 
year,  the  Board: 

— Renewed  for  1971  the  $1,000  scholarship  for  the 
senior  division  winner  of  the  State  Science  Fair. 

— -Approved  a joint  mail  appeal  for  contributions  wnthl 
the  American  Medical  .Association  Education  and  Research  I 
Foundation.  i 

— Directed  that  the  Foundation  apply  to  the  Florida] 
Public  Service  Commission  and  the  Federal  Communica- 
tions Commission  for  a public  service  communications 
channel. 

— -Approved  a surv'ey  of  medical  services  in  state  insti- 
tutions under  a standing  agreement  with  the  Florida  Divi- 
sion of  Health. 

President’s  Address 

I I 

The  Reference  Committee  acknowledged  its  j 
assignment  to  consider  the  report  of  the  President  | 
as  presented  in  his  address  to  the  First  House  of  j 
Delegates  on  Wednesday,  commended  him  for  his  [ 
stimulating  humor  and  recommended  adoption  of 
his  address  as  presented. 

It  was  adopted.  (The  President’s  address  be- 
gins on  page  21.) 

Remarks  of  the  Speaker 

The  Reference  Committee  expressed  its  ap- 
preciation for  the  information  and  instructions  j 
contained  in  the  Remarks  of  the  Speaker  as  pre-  | 
sented  to  the  House  at  its  first  meeting. 

The  remarks  of  the  Speaker  were  adopted  as 
presented.  (The  Remarks  of  the  Speaker  appear  i 
on  page  26.) 

Judicial  Council  ^ 

The  Reference  Committee  reported  that  it  con-  | 
curred  in  the  Board  of  Governors’  disapproval  of 
the  Judicial  Council’s  recommendation  for  an 
amendment  to  the  by-laws,  as  reported  in  the  ' 
Council’s  report  under  the  heading  “Osteopathy,” 
and  recommended  that  the  Board  of  Governors’ 
recommendation  for  disapproval  be  adopted.  i 

The  Board  of  Governors’  recommendation  was 
adopted,  thereby  disapproving  the  Council’s  rec- 
ommendation. 

The  Reference  Committee  recommended  that 
additional  thought  be  given  by  the  appropriate 
committees  to  the  establishment  of  a statewide 
committee  for  liaison  with  osteopathy. 

The  Reference  Committee’s  recommendation 
was  adopted. 

Recommendation  Xo.  1 of  the  Judicial  Council 
was  adopted. 

Recommendation  Xo.  2 of  the  Council,  recom- 
mending acceptance  of  placement  advertising  in 
the  Journal  and  by  the  FM.A  placement  service 
from  osteopaths,  was  not  adopted. 
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Dr.  Cook  proudly  introduces  his  son,  Dr.  James  T.  Cook 
III  and  his  wife  at  the  President’s  reception. 


Dr.  and  Mrs.  Cook  welcome  Dr.  and  Mrs.  Luis  M.  Perez 
at  the  President’s  reception.  Dr.  Perez  was  recipient  of 
the  A.  H.  Robins  Award. 


Dr.  and  Mrs.  James  T.  Cook,  and  Dr.  and  Mrs.  Floyd  K.  Hurt,  and  Mrs.  Bennie  Spanjers,  President  of  the  Woman’s 
Auxiliary  to  the  FMA,  at  the  President’s  reception. 
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Recommendation  Xo.  3 of  the  Council  was 
adopted. 

Recommendation  Xo.  4 of  the  Council  was 
adopted. 

Recommendation  Xo.  5,  concerning  hospital 
staff  privileges  for  osteopaths,  was  not  adopted. 

The  report  of  the  Judicial  Council  was  then 
adopted  as  amended. 

Judicial  Council 

John  J.  Cheleden,  Chairman 

The  Judicial  Council  held  two  sessions  since  we  last 
reported — in  Tampa  on  November  21-22,  1970,  and  in 
Jacksonville  on  March  7. 

\ number  of  matters  involving  professional  ethics  and 
discipline  came  before  the  Council  for  consideration,  but 
its  principal  concerns  included;  1)  professional  relation- 
ship between  medical  doctors  and  doctors  of  osteopathy, 
2)  turbulence  within  the  medical  communities  in  two 
cities  in  Florida,  and  3)  the  role  of  Florida-licensed  physi- 
cians in  abortions  performed  in  other  jurisdictions. 

Abortion:  .4  controve.'sial  issue  was  brought  before 

your  Council  by  a Brevard  County  phj’sician  who  pro- 
posed to  charter  a ship  of  foreign  registry  for  the  purpose 
of  p>erforming  abortions  on  the  high  seas. 

This  proposal  apparently  would  not  be  in  violation  of 
Florida  law.  Your  Council  held  a long  interview  with  the 
physician  who  proposed  this  venture. 

In  a motion  unanimously  adopted  by  the  Council,  par- 
ticipation by  Florida  physicians  in  abortions  under  such 
circumstances  is  deemed  to  be  unethical  for  these  major 
reasons: 

1.  The  use  of  a referral  ser\-ice  as  a source  of  pa- 
tients is  in  effect  solicitation  of  patients. 

2.  A corporate  medical  practice  would  almost  ine\'i- 
tably  result  from  the  nature  of  the  financing  of 
the  ship. 

3.  The  method  by  which  patients  would  be  referred, 
processed,  e.vamined  and  aborted  would  result  in  a 
third-party  or  subcontract  type  of  medical  care 
which  is  not  in  the  best  interest  of  the  patient. 

4.  The  project  as  proposed  effectively  takes  the  prac- 
tice of  medicine  beyond  the  jurisdiction  of  any 
regulatory  body  including  the  Florida  Medical  As- 
sociation and  the  Florida  State  Board  of  Medical 
Examiners. 

Charlotte  County-Medical  Center  Hospital:  Your 
Council  hopes  that  its  efforts  toward  settlement  of  the 
protracted  situation  in  Punta  Gorda  were  successful.  This 
unfortunate  situation  began  many  months  ago  with  the 
dismissal  of  a member  of  the  medical  staff  of  the  Medical 
Center  Hospital.  The  protagonists  basically  have  been 
the  administration  and  medical  staff  of  the  hospital  on 
one  hand,  and  the  Charlotte  County  Medical  Society  on 
the  other. 

Ydur  Council  heard  representatives  of  both  sides  at  a 
brief  hearing  in  Tampa  on  November  22,  after  which  it 
formulated  the  following  opinion: 

“The  Judicial  Council  is  of  the  opinion  that  the  man- 
ner in  which  former  medical  staff  members  of  the 
Medical  Center  Hospital  at  Punta  Gorda  were  dismiss- 
■ ed  in  1969  was  unethical;  however,  this  hospital  is 
now  under  new  management  and  has  updated  its  medi- 
cal staff  bylaws,  which  appear  to  be  proper.  The  Judi- 
cial Council  is  of  the  opinion  that  it  is  not  unethical 
to  practice  medicine  in  this  hospital  as  of  this  date 
(November  22,  1970).” 

Since  that  date  no  additional  agitation  has  come  to 
the  attention  of  this  Council;  therefore,  it  can  be  assumed 
that  some  measure  of  tranquility  has  been  restored  to  the 
medical  community  in  Punta  Gorda. 


Perry-Dortor’s  Memorial  Hospital:  The  Judicial 

Council  and  its  Committee  on  Membership  and  Discipline 
were  called  upon  to  mediate  a dispute  between  one  mem- 
ber of  the  medical  staff  of  Doctors  Memorial  Hospital  in 
Perry  and  the  other  medical  staff  members. 

The  turmoil  eventually  led  to  the  dismissal  of  the  one 
member  from  the  medical  staff.  The  District  2 Member- 
ship and  Discipline  Subcommittee  conducted  an  inquiry 
at  Perry  (See  report  of  Membership  and  Discipline  Com- 
mittee below)  and  recommended  that  the  medical  staff 
member  be  taken  back  on  the  staff  and  given  the  oppor- 
tunity to  resign.  The  hospital’s  governing  boa  d complied 
with  this  recommendation,  which  was  upheld  by  the 
Judicial  Council  at  its  Ma-ch  7,  1971,  meeting  after  a 
thorough  review  of  the  situation. 

Emergency  Room  Contracts:  Your  Council  has  con- 
tinued to  serve  as  a clearinghouse  for  contracts  between 
hospitals  and  emergency  room  phj-sicians  or  groups  of 
physicians.  Once  the  Council  has  approved  a confact. 
Blue  Shield  of  Florida  is  notified,  and  a provider  number 
is  issued. 

number  of  inquiries  have  been  received  from  both 
hospitals  and  physicians,  occasionally  from  lawyers, 
regarding  what  constitutes  an  ethical  contract.  Each  in- 
quiry is  answered  promptly. 

Two  documents  have  been  developed  to  assist  in  the 
negotiation  of  these  contracts.  One  is  a checklist  entitled 
“Criteria-Ethical  Contracts  Between  Phj'sicians  and  Hos- 
pitals” which  is  based  on  FM.\  policy  as  promulgated  by 
the  House  of  Delegates  in  recent  years.  The  other  aid  is 
a “Model  .Agreement  for  Emergency-Medical  Professional 
Ser\-ice.”  It  is  not  the  intention  of  the  Council  that  this 
model  agreement  be  adopted  exactly  by  each  and  every 
hospital  and  emergency  room  group;  rather  it  is  designed 
to  serve  as  a foundation  on  which  to  build  contracts 
fitting  individual  situations. 

Osteopathy:  Matters  of  relationships  between  doctors 

of  medicine  and  doctors  of  osteopathy  commanded  a 
major  portion  of  your  Council’s  time  du'ing  the  past 
year.  A'irtually  aU  aspects  of  this  field  have  been  explored 
in  considerable  detail,  and  your  Council  has  a number  of 
specific  recommendations  to  make  to  the  Boa'd  of  Gov- 
ernors and  to  the  House  of  Delegates.  [The  Council  has 
recommended  to  the  Board  of  Governors  that  the  bylaws 
of  the  Florida  Medical  .Association  be  amended  in  such 
a manner  that  doctors  of  osteopathy  may  be  admitted 
to  membership  in  the  FM.A  and  its  component  societies  on 
the  basis  of  their  medical  qualifications  and  without 
regard  to  their  degree.  Disapproved  by  House.] 

Specific  recommendations  to  the  House  of  Delegates 
with  regard  to  osteopathy  may  be  found  elsewhere  in 
this  report. 

It  has  been  suggested  to  the  Council  that  an  FM.A 
Liaison  Committee  on  Osteopathy  be  formed.  However, 
after  due  consideration  it  was  felt  the  intent  of  this  rec- 
ommendation could  be  met  better  if  liaison  committees 
were  formed  on  the  local  level  as  needed.  In  the  event 
these  committees  become  so  numerous  as  to  be  unw’ork- 
able,  establishment  of  a statewide  committee  might  be 
reconsidered. 

Resolution  70-4,  adopted  by  the  1970  House  of  Dele- 
gates, authorized  the  component  medical  societies  to  deter- 
mine their  own  ethics  of  relationship  with  osteopaths  sub- 
ject to  review  and  approval  by  the  Judicial  Council.  Sub- 
sequently, the  follow’ing  medical  societies  submitted  poli- 
cies on  osteopathy,  all  of  which  were  app'oved:  .Alachua 
County  Medical  Society,  Dade  County  Medical  .Associa- 
tion, Duval  County  Medical  Society,  Highlands  County 
Medical  Society,  Hillsborough  County  Medical  .Associa- 
tion, B-oward  County  Medical  .Association,  Marion  Coun- 
ty Medical  Society,  Clay  County  Medical  Society. 

.A  policy  submitted  by  the  Pinellas  County  Medical 
Society  was  returned  for  clarification. 

The  Council  took  note  that  two  county  medical  so- 
cieties complied  with  its  di'ections  to  reprimand  the  mem- 
bers of  the  medical  staff  of  one  hospital  in  each  area  for 
causing  an  osteopath  to  be  admitted  to  staff  privileges  in 
violation  of  FM.A’s  policy  in  effect  at  the  time  of  their 
action. 

VOLUME  58/NUMBER  7 


56 


J 


REFERENCE  COMMITTEE  NO.  Ill 


The  Council  also  directed  that  similar  action  be  taken 
against  a third  county  medical  society,  but  that  case  is 
pending  at  the  time  of  this  report. 

Advertising  by  Clinical  Laboratories:  Various  in- 

stances in  which  clinical  laboratories  circulated  schedules 
of  fees  and  services  were  referred  to  your  Council.  While 
it  is  indeed  unethical  for  a doctor  of  medicine  to  “ad- 
vertise” his  fees  and  to  solicit  patients  thereby,  the  FMA 
has  no  jurisdiction  over  such  practice  conducted  by  lay 
laboratories.  Since  this  is  a matter  of  some  concern,  your 
Council  has  recommended  that  the  State  Division  of 
Health  include  pertinent  regulations  in  the  rules  and 
regulations  for  licensure. 

Advertising  in  Journal  of  FMA:  The  Council  and 

its  operatives  have  been  cooperating  with  the  Editor  of  the 
Journal  of  the  Florida  Medical  Association  in  reviewing 
classified  advertising  that  may  possibly  be  in  conflict 
with  the  policy  of  the  FMA.  The  bulk  of  these  ads  is 
submitted  by  hospitals  which  are  trying  to  attract  physi- 
cians to  their  emergency  rooms.  A common  offense  of 
these  ads  is  statement  of  a guaranteed  salary  for  patient 
care.  After  Judicial  Council  review,  offensive  ads  may  be 
either  rejected  or  accepted  as  amended  or  modified. 

In  a related  matter,  we  recommend  that  for  the  time 
being,  FMA’s  policy  in  regard  to  lay  laboratory  advertis- 
ing in  the  Journal  and  exhibiting  at  the  Annual  Meeting 
remain  as  is,  pending  review  by  the  Board  of  Governors. 
Generally,  this  existing  policy  has  the  effect  of  accepting 
advertising  and  exhibits  from  these  laboratories  which  em- 
ploy professional  supervision  of  the  testing  and  which  do 
not  interpret  the  results  of  the  tests. 

FMA-County  Society  Bylaws:  The  Council  has  rec- 
ommended to  the  Board  of  Governors  one  change  in  the 
FMA  Bylaws  and  approved  revision  in  component  society 
bylaws  submitted  by  Orange  County,  Polk  County  and 
Franklin-Gulf  County.  The  FMA  Bylaws  amendment  as 
approved  by  the  Boa-d  of  Governors,  would  exempt  from 
payment  of  dues  physicians  who  leave  their  practices  for 
six  months  or  more  to  engage  in  missionary  or  other 
endeavors  of  goodwill.  Columbia  County,  responding  to 
appeals  from  this  Council,  amended  its  bylaws  to  provide 
associate  membership  for  physicians  practicing  in  Florida 
but  unlicensed  in  this  State. 

Dissolution  of  Professional  Associations:  The  Coun- 
cil was  asked  to  render  advice  on  the  ethical  aspects  and 
principles  involved  when  a professional  service  corpo-ation 
is  dissolved  or  when  a physician  leaves  the  corporation. 
The  question  arose  from  Hillsborough  County  where  Dr. 
Ernest  R.  Bourka-d,  as  chai-man  of  the  Hillsborough 
County  Medical  Association’s  Boa"d  of  Censors,  rendered 
a p'eliminary  opinion.  Your  Council  was  highly  impressed 
by  Dr.  Bourkard’s  advice  and  adopted  it  for  guidance 
in  answe-ing  future  inquiries.  Dr.  Bourkard’s  opinion 
was  published  in  the  March  issue  of  the  FMA  Journal. 

Proposed  Formation  of  a New  Component  Medical 
Society:  The  Judicial  Council  gave  tentative  approval  to 
the  petition  of  nine  doctors  for  the  formation  of  the 
Osceola  County  Medical  Society.  Final  approval  is  con- 
tingent upon  submission  of  an  acceptable  constitution  and 
bylaws. 

Miscellaneous:  A number  of  miscellaneous  matters 
arising  from  county  medical  societies  and  other  sources 
was  considered  by  the  Council.  These  included  complaints 
about  specific  physicians;  information  on  the  activities  of 
various  charlatans  who  may  be  engaged  in  the  practice 
of  medicine  without  a license;  and  matters  pe-taining  to 
medical  licensing,  physician’s  assistants,  etc.  All  were  han- 
dled in  what  was  believed  to  be  the  most  expeditious 
and  efficient  manner  in  the  framework  of  established  FMA 
policy. 

Specific  Opinions  of  the  Council:  Your  Council,  after 
due  deliberation,  rendered  several  opinions  in  response 
to  specific  inquiries: 

Opinion  No.  70-1;  It  is  ethical  for  a physician  to  own 
an  interest  in  a lay  laboratory,  as 
long  as  there  is  no  exploitation  of 
patients  and  provided  his  name  is 
not  used  in  an  unethical  manner. 

Opinion  No.  70-2:  It  is  not  proper  to  have  lay  mem- 
bers serve  on  the  board  of  direc- 


tors of  a professional  service  cor- 
poration rendering  medical  service. 

Opinion  No.  70-3:  It  is  proper  for  a physician  to  list 
himself  as  a “P.A.”  (professional 
association)  in  the  telephone  direc- 
tory, as  long  as  he  also  identifies 
the  healing  art  (i.e.,  doctor  of 
medicine)  which  he  practices. 

Opinion  No.  70-4:  If  an  arrangement  whereby  a der- 
matologist and  a podiatrist  sharing 
the  same  office  results  in  better 
professional  care,  or  a service  not 
otherwise  available  in  the  com- 
munity, from  a legal  and  ethical 
standpoint  there  is  nothing  wrong 
with  the  association;  but  it  might 
possibly  be  in  poor  taste  and  below 
the  dignity  of  the  medical  profes- 
sion. 

Opinion  No.  70-S:  It  is  ethical  for  a psychiatrist  to 
distribute  office  opening  announce- 
ments listing  the  name  of  an  asso- 
ciated psychologist,  provided  that  it 
is  clearly  implied  that  the  psycholo- 
gist is  a subordinate  and  not  involv- 
ed in  medical  practice. 

Opinion  No.  70-6:  The  Judicial  Council  sees  no  objec- 
tion to  a fulltime  public  salaried 
physician  using  his  employer’s  of- 
fice facilities  in  a part-time  private 
practice  provided  the  employer  is 
aware  of  and  agrees  to  this  ar- 
rangement. 

Your  Council  makes  the  following  recommendations 
to  the  House  of  Delegates: 

RECOMMENDATIONS 

1.  That  osteopaths  be  allowed  to  attend 
scientific  sessions  of  the  Florida  Medical 
Association  as  guests  of  member  M.D.’s, 
as  well  as  other  scientific  programs  in 
which  doctors  of  medicine  are  partici- 
pating. 

2.  {Not  Adopted} 

3.  That  the  medical  schools  of  Florida  be 
allowed  to  accept  osteopathic  physicians 
for  participation  in  postgraduate  courses 
and  for  referral  of  patients. 

4.  That  a document  prepared  by  the  Judicial 
Council  be  used  as  a guideline  for  those 
component  medical  societies  wishing  to 
revise  their  present  policy  on  osteopathy 
under  the  provisions  of  Resolution  70-4. 

5.  {Not  Adopted} 

Committee  on  Archives. — The  Archives  Committee 
of  the  Florida  Medical  Association  transacted  its  business 
in  one  telephone  conference  on  February  20,  1971,  at 
which  time  it  reviewed  the  year’s  work  and  laid  plans  for 
the  future. 

Our  activities  began  with  the  first  meeting  of  the 
House  of  Delegates,  May,  1970,  at  which  time  this  com- 
mittee conducted  a brief  Memorial  Service  in  honor  of 
our  departed  members.  We  also  recognized  those  mem- 
bers who  joined  the  FMA  in  the  years  of  1940  and  1941. 
Streamers  were  attached  to  their  badges  indicating  the 
year  they  joined  the  organization. 

The  Committee’s  ongoing  project  to  accumulate  bio- 
graphical data  on  the  members  of  the  FMA  continues  to 
do  quite  well  as  related  to  new  members.  However,  the 
cooperation  of  the  older  members  who  have  not  already 
sent  in  their  forms  has  been  nil  this  past  year. 

We  are  in  the  process  of  revising  the  archives  data 
form  to  make  it  more  applicable  to  new  members. 

Our  Subcommittee  on  the  History  of  Medicine  Mu- 
seum in  St.  Augustine  continues  to  function  under  the  able 
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chairmanship  of  Dr.  James  J.  DeVito,  but  activity  this 
year  has  been  somewhat  limited.  Attempts  to  raise  money 
for  the  execution  of  murals  and  dioramas  which  are  to 
depict  the  development  of  medicine  in  Florida,  have  not 
been  successful.  Mr.  W.  Harold  Parham,  Executive  Vice 
President  of  FMA,  has  attempted  to  obtain  funds  from 
pharmaceutical  firms  over  the  past  two  years  without 
success. 

We  are  somewhat  heartened  to  learn  that  the  Woman’s 
Auxiliary  to  the  FMA  has  agreed  to  contribute  all  pro- 
ceeds of  the  annual  art  show  at  the  FMA  meeting  to  this 
project.  We  hop>e  the  Au.xiliary  will  continue  to  assist  in 
raising  money  for  this  endeavor.  Members  of  FM.\  are 
encouraged  to  visit  the  Spanish  military  hospital  and 
museum  whenever  they  are  in  St.  .\ugustine;  we  feel  5'ou 
will  be  proud  of  the  part  which  FMA  has  plaj'ed  in  this 
project. 

In  .August,  1970,  this  committee  sponsored  a historical 
issue  of  the  Journal  of  the  Florida  Medical  Association  on 
Seminole  Indian  medicine.  This  issue  was  well  received 
judging  from  a large  number  of  letters  to  the  Editor  of 
The  Journal,  many  of  which  requested  extra  copies.  \ 
similar  issue  devoted  to  j'ellow  fever  in  Florida  is  planned 
for  .\ugust,  1971. 

The  ongoing  project  to  write  a history  of  medicine  in 
Florida  proceeds -slowly.  We  would  encourage  any  mem- 
ber of  the  Association  who  has  information  and  inclination 
to  contribute  historical  data  to  contact  the  chairman  of 
this  committee. 

Negotiations  are  currently  underway  to  install  a marker 
at  the  northeast  comer  of  Laura  and  Adams  streets  in 
Jacksonville  commemorating  the  formation  of  the  Florida 
Medical  Association  there  in  the  ofiice  of  Dr.  Abel  S. 
Baldwin  on  January  14,  1874.  It  is  hoped  that  before  the 
end  of  this  year  this  can  be  accomplished. 

This  committee  will  conduct  a Memorial  Service  on 
Wednesday,  May  5,  1971,  at  the  first  meeting  of  the  House 
of  Delegates  at  the  .\mericana  Hotel  in  commemoration 
of  those  members  who  left  our  ranks  during  the  past  year. 
We  will  also  honor  those  members  who  joined  the  Asso- 
ciation in  1942  and  1943  at  a reception  on  Thursday,  May 
6,  1971,  at  noon  and  at  that  time  attach  to  their  badges 
a ribbon  indicating  that  thej-  joined  the  Association  in 
these  years. 

During  the  past  year,  the  Association  has  lost  a num- 
ber of  its  valued  members  whose  names  are  included  in 
the  Delegates’  packet  and  in  whose  honor  the  Memorial 
Ser\-ice  will  be  held. 

Grievance  Committee. — The  Grievance  Committee 
continued  to  provide  the  machinery  for  processing  various 
typtes  of  complaints  by  patients  against  individual  physi- 
cians. Appro.ximately  30  such  complaints  have  been  han- 
dled in  the  past  year. 

It  might  be  well  to  outline  the  procedure  employed  by 
your  committee  in  processing  these  grievances. 

When  a complaint  is  received  by  the  FM.\  headquar- 
ters, it  is  sent  to  the  chairman  of  the  Grievance  Commit- 
tee of  the  appropriate  component  society.  He  is  asked  to 
investigate,  conduct  a hearing  if  necessary  and  advise  both 
the  complainant  and  the  Association  of  his  findings. 

If  a component  society  does  not  act  within  180  days, 
the  chairman  of  the  state  committee  follows  up  with  an- 
other letter  inquiring  of  the  status  of  the  case.  If  the 
county  society  fails  to  investigate,  the  state  Grievance 
Committee  may  assume  original  jurisdiction  and  hear  the 
case  itself,  although  this  was  not  necessan.^  during  the 
past  year. 

The  state  committee  also  serves  an  appellate  function 
for  either  the  physician  or  the  complainant  if  either  party 
is  not  satisfied  with  the  decision  reached  at  the  local  level. 
Two  cases  were  reviewed  by  the  state  committee  and  in 
both  instances  the  opinion  of  the  local  society  was  upheld. 

Committee  on  Membership  and  Discipline. — Your 
Committee  on  Membership  and  Discipline  is  one  of  the 
largest  committees  of  the  FM.\.  The  Bylaws  provide  that 
it  shall  consist  of  four  members  from  each  of  the  state’s 
congressional  districts. 

Florida  currently  has  12  congressional  districts,  placing 
the  Membership  and  Discipline  Committee  membership 
at  48.  As  a result  of  the  1970  census,  Florida  will  gain 


three  congressional  seats,  increasing  committee  member- 
ship to  60. 

Tvyenty-eight  of  the  48  incumbent  members  attended 
an  orientation  session  with  the  Judicial  Council  in  Tampa 
in  November.  At  that  time,  it  participated  in  a hearing 
concerning  the  conflict  between  the  Charlotte  County  1 
Medical  Society  and  the  Medical  Center  Hospital  in  1 
Punta  Gorda.  The  committee  rendered  advice  to  the 
Judicial  Council,  which  issued  an  opinion  based  on  the 
latest^  dev^elopments  in  the  prolonged  controversy  (see 
Judicial  Council  report  above). 

Your  committee’s  District  2 Subcommittee  met  at 
Perry,  Florida,  in  December  in  an  effort  to  mediate  a 
dispute  between  one  of  the  doctors  in  the  community 
and  the  remainder  of  the  medical  staff  at  Doctors  Memo- 
rial Hospital.  The  subcommittee’s  report  and  recommen- 
dation served  as  a basis  for  review  by  the  Council  at  its 
March  1971  meeting. 

.\nother  function  of  the  committee  is  that  it  provide 
the  mechanism  for  reviewing  proposed  contracts  between 
hospitals  and  hospital-based  phj'sicians.  When  a contract 
is  submitted  to  the  FMA,  the  document  is  forwarded  to 
members  of  the  appropriate  Membership  and  Discipline 
subcommittee.  The  subcommittee  measures  the  contract 
against  ethical  criteria  and  reports  its  findings  and  recom- 
mendations for  approval  or  disapproval  to  the  chairman 
of  the  Judicial  Council. 

Committee  Recommendation : 

I.  Your  Committee  on  Membership  and  Dis- 
cipline recommends  that  all  functions  and 
problems  delegated  to  it  in  the  By-Law’s  of 
the  Florida  Medical  Association  be  re- 
ferred to  this  committee  when  these  mat- 
ters are  not  settled  properly  at  the  county 
society  level.  Subcommittees  will  be  des- 
ignated to  meet  with  interested  parties 
and  conduct  the  necessary^  inquiry. 

Committee  on  Medical  Licensure. — The  number  of 
physicians  taking  the  examination  of  the  Florida  Board 
of  Medical  Examiners,  and  subsequently,  the  number  li- 
censed, continues  to  increase.  During  1970,  the  Board 
examined  2,349  physicians,  licensing  1,761  of  them. 

In  the  past,  the  Board  has  met  twice  yearly;  however, 
the  increased  workload  has  made  meetings  six  to  eight 
times  a j’ear  necessary.  Examinations  are  still  given  on 
a twice-a-year  basis,  in  January  and  Julj'. 

Individual  hearing  officers  may  now  conduct  hearings 
involving  physicians,  with  opinions  resulting  therefrom 
subject  to  review  by  the  entire  Board  at  the  next  meeting. 

In  1970,  the  Board  conducted  29  hearings.  .\s  a result  of 
these  investigations,  one  license  was  revoked,  three  were 
suspended,  and  six  physicians  were  directed  to  surrender 
their  narcotic  stamps.  Enforcement  of  the  license  suspen- 
sions was  suspended  and  the  doctors  inv'olved  were  placed 
on  probation,  subject  to  periodic  interview  by  the  Board. 
Two  probationary  suspensions  were  terminated,  and  one 
practice  was  restricted. 

Members  of  the  FM.\  Committee  on  Membership  and 
Discipline,  as  official  deputies  of  the  Board,  have  assisted 
in  the  work  of  the  Board  in  various  parts  of  Florida. 

The  “Sick  Doctor  .\mendment”  to  the  Medical  Prac- 
tice Act  enables  the  Board  to  require  a physician  to  be 
e.xamined  by  any  physician  of  the  Board’s  choosing.  The 
Board  may  restrict  the  practice  of  a physician  who  comes 
under  scrutiny  within  the  framework  of  this  law,  in  any 
manner  it  deems  adv-isable. 

Supplemental  Report 
Committee  on  Archives 

The  Supplemental  Report  of  the  Committee  on 
Archives  was  adopted  as  presented. 
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Supplemental  Report  of 
Committee  on  Archives 

William  M.  Straight,  Chairman 

The  Association  has  lost  a number  of  its  fine  members 
(luring  the  past  year  and  a list  of  these  names  is  given 
below. 

October  1969 

Miller,  Robert  L. — Volusia 
March  1970 

Batell,  Leo — Hillsborough 
April  1970 

Chunn,  C.  Frank — Hillsborough 
Fernandez,  Celestino  G. — Hillsborough 
Gable,  Lin  wood  M. — Pinellas 
Lapinsohn,  Leonard  I. — Dade 
Packer,  Marvin  S. — Dade 
Woodhouse,  George  A. — Dade 
May  1970 

Creekmore,  George  R. — Pasco-Hernando-Citrus 
Schaeffer,  Oden  A. — Dade 
Smith,  Patrick  H. — Leon- Wakulla- Jefferson 
June  1970 

Bell,  .Alan  E. — Escambia 
Lithgow,  William  D. — Dade 
Nichol,  E.  Sterling — Dade 
Proctor,  Harper  L. — Duval 
Robinson,  James  E.  Jr. — Palm  Beach 
July  1970 

Brunner,  Earlsworth  C. — Dade 
Caldwell,  Frederic  E. — Okaloosa 
Hopkins,  Clack  D. — Hillsborough 
Parsons,  Hugh  E.  — Hillsborough 
Peek,  Eugene  G.  Sr. — Marion 
Skaggs,  Thomas  W. — Dade 
Stebbins,  Alvin  L. — Escambia 
Turner,  John  B. — Santa  Rosa 
August  1970 

Flipse,  Thomas  E. — Dade 
Giles,  Robert  E. — Duval 

Kirkpatrick,  Charles  H. — DeSoto-Hardee-Glades 
Mayer,  Francis  R. — Duval 
Shedden,  William  M. — Volusia 
Weekley,  Augustine  S.  Sr. — Hillsborough 
White,  Bradford  C. — Nassau 
Williams,  R.  Reche  Jr. — Hillsborough 
September  1970 

Ammons,  Charlie  A. — Duval 
Baker,  Archie  J. — Duval 
Blake,  Lowrie  W. — Manatee 
Whitaker,  Harper  E. — Hillsborough 
October  1970 

•Abel,  Bernard — ^Dade 
Cravey,  George  M. — Duval 
Daurelle,  George  P. — Orange 
Delgado,  Robert  E. — Orange 
Denman,  Francis  E. — Dade 
Jones,  Nathaniel  H. — Marion 
Kneecller,  Milo  W. — Lake 
Strasser,  Hans  A. — ^^Orange 
November  1970 

Chambers,  Silas  E. — Dade 
Creel,  William  J. — Brevard 
Gould,  Sylvester  E. — Dade 
Smith,  Sidney — Manatee 
Thomas,  David  J.  Jr. — Palm  Beach 
December  1970 

Canning,  Harold  B. — Franklin-Gulf 
Christie,  Gerard  E. — Brevard 
Ingram,  William  Jr. — Duval 
Kobley,  Donald  E. — Dade 
Nelson,  Orville  N. — Pinellas 
Oliphant,  Jones  B. — Pasco-Hernando-Citrus 
Putnam,  George  H.— Polk 
Stahl,  Pincus  A. — Dade 
January  1971 

Bailey,  Jesse  K. — Dade 


Feigenbaum,  David — Dade 
Mitchell,  William  S. — Orange 
February  1971 

Resnicoff,  Max — Dade 
Schumacher,  Henry  C. — Alachua 
March  1971 

Lefholz,  Rothwell — Dade 
Pilcher,  John  J.  Jr. — Palm  Beach 
Schnauss,  Fauntleroy  H. — Duval 
Wood,  Edward  V\’. — Palm  Beach 


Council  on  Special  Activities 

The  Reference  Committee  recommended  that 
the  Council’s  Recommendation  No.  4 be  deleted, 
as  the  committee  referred  to  in  the  recommenda- 
tion had  been  abolished. 

The  Reference  Committee’s  recommendation 
was  adopted,  and  Council  Recommendation  No.  4 
was  deleted. 

The  remaining  recommendations  of  the  Coun- 
cil, No.  1,  No.  2,  No.  3 and  No.  5 (to  become  No. 
4),  were  adopted. 

The  Reference  Committee  concurred  in  the 
recommendation  of  the  Board  of  Governors  that 
Florida’s  AM.A  Delegation  be  commended  for  its 
efforts  and  accomplishments. 

The  Report  of  the  Council  on  Special  Activ- 
ities was  adopted  as  amended. 


Council  on  Special  Activities 

W.  Dean  Steward,  Chairman 

There  have  been  no  special  problems  referred  to  the 
Council  on  Special  .Activities  this  year,  and  the  Council 
has  not  had  a meeting.  The  Board  of  Past  Presidents  held 
their  annual  meeting  at  the  1970  FM.A  annual  meeting,  and 
will  meet  again  in  1971.  .A  representative  was  appointed 
to  serve  on  the  Judicial  Council,  a secretary  was  elected, 
and  individual  past  presidents  of  the  .Association  have 
served  as  called  upon. 

The  AM.A  Delegates  have  attended  all  meetings  of  the 
.American  Medical  .Association  and  have  carried  out  their 
assigned  duties  with  customary  dispatch  and  efficiency. 
■A  report  of  their  activities  has  appeared  in  the  Journal 
of  the  Florida  Medical  Association. 

Committee  on  Advisory  to  Woman’s  Auxiliary. — 
The  Drug  .Abuse  Program  has  been  the  prime  objective 
of  the  Woman’s  .Auxiliary  for  this  year.  They  have  done 
an  excellent  job  in  the  schools  at  the  county  level,  as  well 
as  in  teacher  education.  Over  one  thousand  dollars  was 
raised  at  the  International  Health  .Activities  Bazaar,  which 
was  donated  to  C.ARE-Medico. 

The  Auxiliary  will  again  sponsor  the  Annual  .Art  Show 
at  the  FM.A  annual  meeting,  with  the  proceeds  going  to- 
ward support  of  the  St.  Augustine  History  of  Medicine 
Museum.  Progress  is  continuing  in  the  plans  for  a trip 
abroad,  planned  for  August  1971,  the  proceeds  from  which 
will  go  to  the  Florida  Medical  Foundation. 

Two  new  Auxiliary  chapters  were  formed,  one  in 
Charlotte  County  and  the  other  in  Collier  County,  and 
a Woman’s  .Auxiliary  to  the  Student  .AM.A  was  initiated 
in  Orlando. 

The  women  have  continued  their  interest  and  work  in 
the  state  legislative  programs. 
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reco:mmendations 

1.  That  the  Past  Presidents  be  urged  to  take 
an  interest  in  the  affairs  of  the  Associa- 
tion, both  during  the  year  and  at  the  an- 
nual meeting,  even  though  the  privilege 
of  the  vote  has  been  removed.  Their 
voice  and  advice  can  still  reach  the  House. 

2.  That  the  AAIA  Delegates  be  commended 
for  their  continuing  fine  job  as  the  repre- 
sentatives of  the  Florida  Medical  Associa- 
tion. 

3.  That  the  chairman  of  the  Committee  on 
Advisor}'  to  the  Woman’s  Auxiliary  be 
commended  for  an  excellent  job  during 
the  past  year. 

4.  That  component  medical  societies  urge 
members’  wives  to  join  the  Woman’s 
Auxiliar}-,  and  that  the  presidents  of  the 
societies  exhibit  interest  and  concern  for 
the  Auxiliary,  improve  lines  of  communi- 
cation, and  show  appreciation  for  the 
work  done  by  these  ladies. 


Committee  on  AMA  House  of  Delegates. — Since  its 
last  report  to  the  House  of  Delegates,  your  ,\M.\  dele- 
gation from  Florida  has  attended  two  meetings  of  the 
AM.\  House  of  Delegates,  in  June  and  in  December  1970. 
Although  we  were  saddened  by  not  achieving  our  goal  of 
electing  Dr.  Jere  Annis  president-elect  of  the  AM.\,  his 
entry  into  the  campaign  did  a great  deal  of  good  for 
Florida  and  for  the  AM.\. 

The  20  recommendations  from  the  Committee  on 
Planning  and  Development  were  referred  to  a multitude 
of  committees,  and  members  of  the  Florida  Delegation 
were  able  to  get  around  to  all  of  them  and  be  heard. 
The  final  recommendations  which  came  out  were  accept- 
able to  all  of  us. 

Five  resolutions  adopted  at  the  1970  FM.^  House  of 
Delegates  were  introduced  by  the  delegation  to  the  AM.\ 
House  of  Delegates.  Resolution  70-27  concerning  Family 
Practice  (.■\M.\  Resolution  46)  was  adopted  as  presented. 

Resolution  70-32,  “Prisoners  of  War  of  No-th  Viet 
Nam”  (.\M.\  Resolution  47)  ; Resolution  70-34,  “Separate 
Compartment  for  Smokers  on  Public  Transportation” 
(.\MA  Resolution  49),  and  Resolution  70-24,  “Drug 
Control  Legislation”  (.4m.\  Resolution  SO)  were  adopted 
in  an  amended  form  which  retained  FM.\  intent. 

Resolution  70-26,  concerning  production  of  television 
programs,  (AM.\  Resolution  48)  was  referred  to  the 
Board  of  Trustees  for  study  and  action  as  indicated. 

Upon  direction  of  the  Board  of  Governors,  two  resolu- 
tions were  presented  by  the  Florida  delegation  at  the  AMA 
Clinical  Meeting  in  December.  The  first,  AM.\  Resolution 
7,  dealt  with  drug  advertising  in  public  news  media  and 
the  second,  AM.4  Resolution  8,  concerned  protection 
against  liability  for  peer  utilization  review  activities.  Both 
resolutions  were  adopted  in  an  amended  form  which 
retained  FM.\  intent. 

Council  on  Medical  Services 
Recommendations  No.  7 and  No.  8 

The  Reference  Committee  pointed  out  that 
By-Laws,  amendments  have  been  adopted  which 
would  accomplish  the  intent  of  Recommendation 
No.  7 and  Recommendation  No.  8 of  the  Council 
on  Medical  Services,  and  recommended  that  these 


two  recommendations  be  deleted  from  the  Coun- 
cil’s report. 

The  Reference  Committee’s  recommendation 
was  adopted;  the  Council’s  Recommendations  No. 
7 and  8 were  deleted. 

(See  Report  of  the  Council  on  Medical  Ser- 
vices, page  40.) 

Resolution  71-2 

Specialty  Medicine  Representation 
J.  Gerard  Converse,  Delegate 

The  Reference  Committee  pointed  out  that  in 
consideration  of  Resolution  No.  71-2,  Specialty 
Medicine  Representation  (in  the  House  of  Dele- 
gates), it  was  noted  that  specialists  are  widely 
represented  in  the  House  of  Delegates,  and  that 
the  President  of  the  Association  would  endeavor 
to  appoint  interested,  dignified  members  to  the 
Council  on  Specialty  Medicine,  with  the  best 
interest  of  the  Association  in  mind  and  in  consul- 
tation with  the  Presidents  of  the  specialty  socie- 
ties. The  ratio  of  members-to-delegate  representa- 
tion in  specialty  societies  would  be  vastly  com- 
plicated to  compute.  The  Reference  Committee 
also  pointed  out  that  implementation  of  this  res- 
olution would  require  a by-laws  amendment,  which 
has  not  been  recommended  to  this  House  by  the 
Board  of  Governors  and  which  is  the  required 
method  for  amending  the  by-laws.  Therefore,  the 
Reference  Committee  recommended  that  Resolu- 
tion 71-2  be  referred  to  the  Board  of  Governors 
for  further  indepth  study  by  the  body  which  is 
appointed  to  conduct  the  continuing  study  of  Res- 
olution 70-19. 

There  was  discussion;  the  recommendation  of 
the  Reference  Committee  was  adopted,  and  Res- 
olution 71-2  was  referred  to  the  Board  of  Gover- 
nors. 

A motion  to  reconsider  Resolution  71-2  was 
defeated. 

Resolution  71-2 

[Not  adopted — Referred  to  Board  of 
Governors] 

Specialty  Medicine  Representation 

RESOLVED,  That,  in  order  to  obtain  more  democratic 
representation  of  specialty  societies  in  the  Florida  Medical 
Association  House  of  Delegates,  those  specialty  groups 
comprising  the  Council  on  Specialty  Medicine,  be  allowed 
to  elect  their  individual  representatives  to  the  Council, 
rather  than  have  the  Council  on  Specialty  Medicine  con- 
tinue as  an  appointed  body,  and 

RESOLVED,  That  such  elected  members  of  the  Coun- 
cil on  Sfjecialty  Medicine  shall  have  all  the  rights  .and 
privileges  of  other  duly  elected  Delegates  to  the  FM.\ 
House  of  Delegates. 
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Resolution  71-4 

Corporation  for  Physicians’  Negotiations 
Escambia  County  Medical  Society 

The  Reference  Committee  proposed  an  amend- 
ment to  Resolution  71-4,  the  deletion  of  the  sec- 
ond “Resolved,”  concerning  the  employment  of  a 
public  spokesman,  and  the  addition  of  another 
“Resolved,”  to  read: 

“RESOLVED,  that  the  Board  of  Governors  of 
the  Florida  Medical  Association  be  directed  to 
implement,  if  feasible,  this  resolution  in  the 
most  expeditious  manner  and  at  the  appropri- 
ate time.” 

A substitute  motion  to  refer  Resolution  71-4 
to  the  Board  of  Governors  for  further  study  was 
made  from  the  floor. 

The  substitute  motion  carried,  and  Resolution 
71-4  was  referred  to  the  Board  of  Governors. 


Resolution  71-4 

[Not  adopted — Referred  to  Board  of 
Governors] 

Corporation  for  Physicians’  Negotiations 

Whereas,  Physicians  are  interested  in  providing  the  best 
of  medical  care  at  as  reasonable  cost  as  possible,  and 

Whereas,  Physicians  are  interested  in  preserving  the 
professional  integrity  of  the  ethical  practicing  physician, 
and 

Whereas,  Physicians  recognize  the  trend  toward  unilat- 
eral control  of  the  delivery  of  health  ca.e,  and 

Whereas,  Physicians  recognize  that  third  party  devices 
tend  to  direct  the  management  of  patients  thereby  usurp- 
ing the  physicians’  direction  of  patient  care.  Therefore 
be  it 

RESOLVED,  That  the  Florida  Medical  Association 
incorporate  a separate  organization  (unless  the  existing 
Florida  Medical  Foundation  would  suffice)  related  to,  and 
under  the  auspices  of  the  Florida  Medical  Association  and 
its  component  societies,  independently  funded,  and  with 
power  to  negotiate  for  and  in  the  interest  of  Florida 
physicians  individually  and  collectively — including  third 
party  contracts  relating  to  physicians’  services — granting 
authority  to  assure  the  physician  of  adequate  compensa- 
tion while  at  the  same  time  protecting  the  public  from 
excessive  physician’s  charges,  and  safeguarding  patient 
management  by  physicians  rather  than  by  third  party 
devices,  and  further  be  it 

RESOLVED,  By  the  Florida  Medical  Association  that 
such  corporate  body  employ  a non-physician  as  its  public 
spokesman,  and  further  be  it 

RESOLVED,  By  the  Florida  Medical  Association  that 
such  corporate  body  or  its  Board  of  Directors  have  the 
authority  to  enforce  the  adherence  to  such  negotiations 
within  the  present  legal  structure  of  the  Florida  Medical 
Association;  however,  with  such  final  authority  resting 
in  the  House  of  Delegates  of  the  Florida  Medical  Associa- 
tion, and  be  it  further 

RESOLVED,  That  membership  in  this  organization  be 
limited  to  members  of  the  Florida  Medical  Association 
and  be  on  a voluntary  basis. 


Resolution  71-7 
Restructuring  of  the  FMA 
Alachua  County  Medical  Society 

The  Reference  Committee  reported  that  the 
sponsors  of  Resolution  71-7  had  indicated  their 
desire  to  withdraw  the  resolution  from  considera- 
tion by  the  House.  It  was  further  reported  that 
the  Reference  Committee  had  heard  no  objection 
to  the  withdrawal  of  this  resolution  and  recom- 
mended that  Resolution  71-7  therefore  not  be 
adopted. 

Resolution  71-7  was  not  adopted. 

The  Report  of  Reference  Committee  No.  Ill 
was  adopted  as  a whole  as  amended. 

Dr.  Broadaway:  “I  wish  to  thank  the  mem- 
bers who  came  to  speak  before  Reference  Com- 
mittee No.  Ill  and  the  members  of  the  committee 
who  worked  so  diligently. 

“Mr.  Speaker,  this  concludes  the  report  of 
Reference  Committee  No.  III.” 

The  Speaker  announced  the  presentation  of 
the  1971  Certificate  of  Appreciation  to  Dr.  Russell 
B.  Carson.  Dr.  William  C.  Roberts  and  Dr.  W. 
Dean  Steward  were  asked  to  escort  Dr.  Carson  to 
the  podium,  where  the  presentation  was  made. 

Dr.  Carson  acknowledged  the  Certificate  and 
expressed  his  appreciation  for  the  privilege  of  be- 
ing a part  of  the  Association.  “I  hope  I may  con- 
tinue to  enjoy  this  same  privilege  along  with  you, 
and  for  myself  and  Eleanor,  I sincerely  appreciate 
this  award  you  have  given  to  both  of  us  today.” 


Dr.  Charles  K.  Donegan,  Speaker  of  the  House,  presents 
the  Certificate  of  Appreciation  to  Dr.  Russell  B.  Carson. 
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Certificate  of  Appreciation 

WHEREAS,  Russell  B.  Carson,  M.D.,  of  Ft.  Lauder- 
dale, has  dedicated  his  life  serving  humanity  through 
medicine  for  more  than  three  decades,  and 

WHERE.\S,  This  respected  member  of  the  profession 
was  bom  at  Frostproof,  Florida,  on  December  7,  1907, 
attended  the  University  of  Florida,  and  received  his  Doc- 
tor of  Medicine  degree  from  Tulane  University  in  1935, 
and 

WHERE.\S,  Dr.  Carson  served  his  country  as  a medi- 
cal officer  in  the  United  States  Army,  September  1942  to 
.\pril  1946,  and  achieved  the  rank  of  Major,  and 

WHERE.\S,  This  compassionate  physician  has  demon- 
strated his  expertise  in  his  chosen  field  by  earning  a di- 
ploma from  the  American  Board  of  Urologj'  and  attaining 
fellowship  in  the  American  College  of  Surgeons,  and 

WHERE.\S,  Dr.  Carson  has  served  the  Broward 
County  Medical  Association  unstintingly  as  \’ice  President, 
member  of  the  Board  of  Governors,  Chairman  of  the 
Legislative  Committee,  member  of  various  committees  and 


as  a Delegate  to  the  Florida  Medical  Association,  and 
WHERE.\S,  He  has  served  the  Florida  Medical  Asso- 
ciation as  a member  of  the  Board  of  Governors,  member 
of  the  Membership  and  Discipline  Committee,  Vice  Presi- 
dent, and  in  various  other  capacities,  and 

\\TIERE.\S,  Dr.  Carson  has  further  served  the  profes- 
sion as  a member  of  the  American  Medical  Association, 
Southern  Medical  Association,  Southeastern  Surgical  Con- 
gress, Pan  .\merican  Medical  .\ssociation,  and  the  Ameri- 
can Urological  Association,  and 

WHERE.\S,  Dr.  Carson’s  dedication  to  serxe  as  Presi- 
dent and  Chairman  of  the  Board  of  Directors  of  Blue 
Shield  of  Florida,  for  many  years,  as  well  as  serving  as  a 
national  Board  member.  Secretary,  and  finally,  Chairman 
of  the  Board  of  the  National  .Association  of  Blue  Shield 
Plans,  deserves  our  highest  praise, 

NOW  THEREFORE  BE  IT  RESOLVED,  That  this 
Certificate  of  .Appreciation  be  presented  to  this  eminent 
gentleman  whose  serx'ice  as  a teacher,  scholar,  and  civic 
leader  we  admire  and  whose  selfless  dedication  to  the 
medical  profession  and  to  the  public  deserves  our  special 
recognition. 


Dr.  Joseph  C.  Von  Thron  welcomes  Senator  Goldwater 
to  the  meeting. 
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Report  of  Reference  Committee  No.  IV 
Legislation  and  Miscellaneous 


Dr.  William  H.  Harrison  Jr.,  Chairman,  pre- 
sented the  report  of  Reference  Committee  No.  I\", 
Legislation  and  Miscellaneous. 

Council  on  Legislation  and  Public  Agencies 

The  Reference  Committee  heartily  endorsed 
the  efforts  put  forth  by  the  Committee  on  Nation- 
al Legislation  in  regard  to  the  programs  as  out- 
lined in  its  report,  and  recognized  and  expressed 
appreciation  for  the  efforts  of  Dr.  Joseph  C.  Von 
Thron  and  the  committee. 

The  subject  of  Medicredit  was  contained  in 
the  Committee  on  National  Legislation’s  report; 
the  Reference  Committee  recommended  that  the 
FM.A.  endorse  the  Medicredit  concept,  request  the 
AMA  to  exert  every  effort  to  have  it  enacted,  and 
encourage  local  physicians  to  contact  their  key 
contact  physicians  requesting  their  support  of 
Medicredit. 

The  Reference  Committee’s  recommendation 
was  adopted. 

The  Reference  Committee  took  note  that  the 
Committee  on  Government  Programs  has  been 
active  and  to  some  degree  effective  in  establishing 
lines  for  developing  liaison  between  the  Governor’s 
office  and  the  Florida  Medical  Association,  urged 
that  continued  support  be  given  this  committee  in 
the  future,  and  requested  the  Board  of  Governors 
to  encourage  the  Governor  to  appoint  his  Steering 
Committee  on  Health  as  soon  as  possible. 

The  Reference  Committee’s  recommendation 
was  adopted. 

The  Reference  Committee  noted  the  activity 
of  the  Committee  on  State  Legislation  under  the 


chairmanship  of  Dr.  Sanford  Mullen  and  the  con- 
tinued growth  in  value  of  the  FMA’s  staff  office 
in  Tallahassee,  under  the  zeal  of  Mr.  Donald  S. 
Fraser,  which  has  become  an  indispensable  arm 
for  our  legislative  committee.  Commendation  was 
extended  to  the  Capitol  Dispensary,  the  many 
doctors  who  have  served  as  “Doctor  of  the  Day” 
in  Tallahassee,  the  program  and  accomplishments 
of  the  key  contact  physicians,  the  development  of 
a “Legislative  Bulletin”  for  members  of  the  FMA 
and  the  new  pamphlet  distributed  to  members  of 
the  Florida  Legislature  entitled  “FMA  Legislative 
Objectives — 1971 .” 

The  Reference  Committee  believed  the  efforts 
of  the  Committee  in  regard  to  legislation  referred 
to  in  its  report  have  been  quite  fruitful.  Of  the 
two  bills  designed  to  lessen  professional  liability 
and  malpractice  insurance  (the  reduction  in  the 
Florida  Statute  of  Limitations  from  4 to  2 years, 
and  advance  payments  by  insurance  companies 
or  individual  physicians  to  the  plaintiff  without 
admission  of  liability),  bills  are  still  under  con- 
sideration and  have  a fair  chance  of  becoming 
law. 

Upon  the  recommendation  of  the  Reference 
Committee,  the  report  of  the  Council  on  Legisla- 
tion and  Public  Agencies  was  adopted  as  printed. 

Council  on  Legislation 
and  Public  Agencies 

Joseph  C.  V’on  Thron,  Chairman 

This  is  a year  of  crisis  for  the  private  practitioner  of 
medicine.  Each  Florida  physician  is  urged  to  follow  all 


Reference  Committee  IV  personnel  were  Drs.  William  H.  Harrison  Jr.  (Chairman),  Allyn  B.  Giffin,  Karl  B.  Han- 
son, Robert  L.  Andreae  and  Walter  C.  Jones  HI.  (Standing)  Dr.  Sanford  A.  Mullen.  Louria  Neel  was  recording 
secretary. 
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bilk  relating  to  National  Health  Insurance  more  carefully 
than  ever  before. 

President  Nixon  and  Senator  Kennedy  have  set  the 
stage  for  a major  partisan  political  battle.  When  the 
smoke  has  clea.ed,  physicians  could  well  be  the  major 
sources  of  casualty.  Take  an  almost  incomprehensible 
chapter  from  the  recent  histoiy  of  Quebec:  Last  October, 
6,000  doctors  found  themselves,  in  a space  of  two  days, 
conscripted  to  practice  cut-rate  medicine  in  the  produce’s 
new  health  plan. 

The  Council  commends  both  our  president,  Jim  Cook, 
for  his  most  active  interest,  and  Sanford  Mullen,  chair- 
man of  the  Committee  on  State  Legislation,  for  outstand- 
ing service  to  the  many  legislative  programs. 

Committee  on  National  Legislation. — The  national 
legislative  committee  unanimously  endorsed  the  AMA 
Medicredit  plan.  .\s  this  report  goes  to  press,  seven  con- 
gressmen and  one  senator  from  Florida  have  co-introduced 
this  bill. 

There  are  two  major  differences  between  the  1971 
Medicredit  legislation  and  the  bill  introduced  last  year: 
Catastrophic  coverage  has  been  added  because  Congress 
is  expected  to  approve  such  a program  before  considering 
National  Health  insurance.  The  peer  re^ew  pro\’ision  has 
been  deleted.  , 

Medicredit  would: 

(1)  Pay  the  full  cost  of  health  insurance  for  those 
too  poor  to  buy  their  owi.. 

(2)  Help  those  who  can  afford  to  pay  a part  of 
their  health  insurance  premium.  The  less  they  can 
afford  to  pay,  the  more  the  government  would  help  out. 

(3)  See  to  it  that  no  American  would  have  to 
bankrupt  himself  because  of  a long-lasting  catastrophic 
illness. 

Other  legislation  favorably  supported  by  the  committee 
includes: 

(1)  Medical  Education.  Capitation  funding  for  medi- 
cal schook  will  create  incentives  for  expansion  and 
curriculum  shortening. 

(2)  Malpractice.  Ten  thousand  claims  filed  in  1970; 
premiums  sky-rocketed;  and  doctors  practiced  “defen- 
sively.” These  are  some  of  the  complications. 

The  annual  entourage  to  Washington  by  the  Commit- 
tee on  National  Legislation  was  held  in  conjunction  with 
the  .\M.\-.\MP.\C  Conference.  Florida  led  all  states  in 
attendance,  and  placed  second  to  Ohio  in  acquiring  sup- 
port by  our  congressional  delegates  of  the  Medicredit 
plan,  k significant  part  of  our  success  can  be  attributed 
to  FL.\MP.\C.  The  work  of  this  organization,  and  its 
president,  Tom  Edwards,  resulted  in  our  committee’s 
rapidly  developing  a good  rapport  with  the  Florida  dele- 
gation. 

Committee  on  Government  Programs. — With  the 
structure  of  state  government  being  reorganized  and  all 
the  health  functions  being  consolidated  into  one  depart- 
ment of  Health  and  Rehabilitative  Services,  it  has  been 
necessary  to  also  reorganize  the  Committee  on  Govern- 
ment Programs. 

•As  of  thk  date,  conferences  have  been  held  with  of- 
ficers of  the  FM.A,  and  guidelines  for  the  operation  of  the 
committee  have  been  establkhed.  Each  member  of  the 
committee  has  been  contacted  relative  to  his  particular 
area,  and  it  is  now  planned  that  in  the  very  near  future, 
the  committee  will  hold  an  organizational  meeting,  at 
which  time  it  is  hoped  that  a representative  from  the 
AM.\  Washington  office  can  be  present  to  go  over  items 
of  mutual  national  and  state  interest. 

The  committee  is  ako  moving  ahead  with  plans  to  set 
up  formal  liaison  with  the  Department  of  Health  and 
Rehabilitative  Services.  Progress  has  been  made  with  the 
Vocational  Rehabilitation  program  relative  to  increase  of 
fees  for  medical  reports,  and  it  is  the  committee’s  hope 
that  a statewide  fee  for  service,  based  on  conversion  fac- 
tors used  in  that  area,  might  be  available  for  all  state 
agencies  instead  of  the  wide  variation  that  is  now 
experienced. 

On  February  18,  a meeting  was  held  with  Governor 
Askew  to  dkcuss  problems  that  the  .Association  feek  the 
state  of  Florida  k facing  with  regard  to  providing  quality 
medical  care.  We  w’ere  received  most  cordially  and  assured 


during  the  meeting  of  an  excellent  relationship  with  the 
Governor’s  office  during  the  next  four  years.  We  were 
particularly  pleased  that  the  Governor  pledged  to  form 
a Governor’s  .Adviso^  Committee  on  Health,  which  will 
serve  as  a formal  liakon  with  the  Office  of  the  Governor 
to  work  jointly  on  the  many  problems  that  will  be  comingi 
up  during  his  administration. 

Committee  on  State  Legislation. — The  Committee  has 
had  an  active  year  with  responsibilities  for  coordinating  aU 
state  legislation  for  the  Florida  Medical  .Association  and 
recognized  medical  specialty  groups.  Five  formal  meet- 
ings of  the  committee  have  been  held  along  with  many 
informal  conferences  among  committee  members  as  items 
of  an  urgency  nature  arose.  The  committee  is  particularly 
pleased  with  attendance  and  participation  at  the  Legisla- 
tive Seminar,  w’hich  was  held  in  connection  with  the 
annual  Conference  of  Presidents  and  Secretaries  of  County 
Medical  Societies  in  Orlando,  January  31,  1971. 

Consktent  with  the  policies  developed  by  the  FMA 
House  of  Delegates,  the  committee  wmrked  very  closely 
with  the  Board  of  Governors  in  developing  a legislative 
program  for  the  1971  session  of  the  Florida  Legklature. 

The  following  items  summarize  the  phases  of  the  com- 
mittee’s activities: 

1.  Capital  Office — The  Capital  Office  has  continued  to 
function  under  the  direct  supervision  of  Donald  S.  F aser 
Jr.,  Director  of  the  Department  of  Public  .Affairs  of  FMA. 
This  office  has  not  only  served  as  a focal  point  for  legkla- 
tive  activities  during  the  past  year,  but  has  been  a valua- 
ble resource  for  tbe  Association  in  coordinating  activities 
with  various  state  agencies  and  in  providing  information 
on  state  government  to  phj'sicians  and  county  medical 
societies  throughout  the  state.  Part-time  assistance  w'as 
used  during  the  time  the  Legklature  was  in  session,  not 
only  to  asskt  in  the  operation  of  the  Capital  Office,  but 
to  provide  close  liakon  with  the  physician  serving  as 
“Doctor  of  the  Day.”  It  k anticipated  that  during  the 
coming  year,  increased  emphask  will  be  placed  on  using 
the  resou'ces  of  thk  office  to  provide  better  service  and 
coo'dination  for  the  various  medical  specialty  groups. 

Of  particular  assistance  to  the  Capital  Office  and  the 
Committee  on  State  Legislation  has  been  the  creation  of 
a subcommittee  composed  of  four  phj'sicians  in  practice 
in  Leon  County.  Thk  has  provided  the  Capital  Of- 
fice with  an  immediate  liaison  with  a committee  for  reac- 
tion to  questions  posed  by  various  legklative  committees 
and  to  p'ovide  testimony  and  other  assistance  when  phy- 
sicians from  other  parts  of  the  state  have  had  to  cancel 
out  at  the  last  minute. 

2.  The  Capitol  Dispensary — The  committee  has  con- 
tinued to  place  major  emphasis  on  working  with  the 
Capitol  Dispensary,  which  has  proven  to  be  most  impor- 
tant in  meeting  the  medical  needs  of  legislators  and  their 
staffs.  The  committee  is  particularly  pleased  that  the 
physical  plant  has  been  improv'ed,  due  to  the  remodeling 
under  the  supervision  of  Mrs.  Delma  Hart,  R.N.  .A  great 
many  supplies  and  books  needed  at  the  Dkpensary  have 
been  made  available. 

3.  Key  Contact  Physicians — Primary  emphask  has 
been  placed  on  the  development  of  the  key  contact 
program  throughout  the  state.  The  committee  k particu- 
larly pleased  that,  for  the  first  time,  we  now  have  an  on- 
going key  contact  program  in  each  county  medical  so- 
ciety. The  committee  feek  that  thk  program  is  extremely 
beneficial  to  both  the  legklator  and  the  Florida  Medicd 
Association,  as  it  makes  available  to  each  individual  legk- 
lator a physician  in  wffiom  he  has  confidence,  to  work 
with  on  matters  of  medical  interest. 

4.  Publications — .A  legislative  bulletin  was  published 
every  week  during  the  legklative  session  and  pieriodically 
between  sessions.  The  bulletin  is  designed  to  give  up-to- 
date  information  to  members  of  the  FM.A  who  are  in- 
volved in  the  legislative  activities.  A new’  pamphlet,  de- 
signed by  the  committee  during  the  past  year,  primarily 
for  dktribution  to  members  of  the  Florida  Legislature,  k 
entitled  “FM.A  Legklative  Objectiv’es — 1971.” 

5.  1970  Legislativ’e  .Accomplkhments — During  the  1970 
legislative  session,  there  were  78  legislative  proposak  that 
required  the  action  of  the  legklative  committee  or  the 
Capital  Office  staff,  in  order  to  secure  passage  of  good 
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legislation  or  prevent  passage  of  those  proposals  which 
were  definitely  detrimental  to  good  health  care  in  Florida. 
Matters  of  major  interest  to  the  Florida  Medical  Associa- 
tion were: 

— Defeat  of  the  chiropractic  mandatory  insurance 
coverage  bill; 

— Prevention  of  inclusion  of  chiropractors  in  Title 
XIX; 

— Sustaining  the  Governor’s  veto  of  the  osteopathic 
hospital  privileges  bill; 

— Passage  of  a community  mental  health  act; 

— Passage  of  legislation  setting  up  a statewide  post- 
mortem medical  examiners  system. 

6.  Specific  Legislative  Activities — The  principal  legisla- 
tive objectives  set  for  the  1971  session  of  the  Florida 
Legislature  are: 

— Passage  of  legislation  that  will  relieve  the  problems 
being  faced  in  the  area  of  professional  liability  and 
malpractice  insurance.  Proposals  that  have  been  draft- 
ed by  FMA  legal  counsel  for  presentation  to  the 
legislature  include: 

a)  Reduction  in  the  statute  of  limitations  for  pro- 
fessional liability  action  from  four  to  two  years. 

b)  A provision  that  would  allow  for  advance  pay- 
ments by  insurance  companies  or  individual  phy- 
sicians to  the  plaintiff  without  admission  of 
liability. 

While  other  bills  in  this  area  are  being  kept  under 
consideration  by  the  committee,  the  feeling  is  that  none 
should  be  introduced  during  the  current  session  of  the 
legisla'ii"e. 

— Actions  relative  to  chiropractic: 

a)  P. event  passage  of  the  Mandatory  Chiropractic 
Insurance  Coverage  B'll  and  orevent  the  inclusion 
of  chiropractors  in  Title  XIX. 

b)  Develop  positive  proposals  to  limit  the  scope  of 
chiropractic  practice  and  to  educate  the  legisla- 
tors to  the  potential  dangers  of  chiropractic. 

— Support  legislation  reforming  Florida’s  present  abor- 
tion law. 

Supplemental  Report 
Committee  on  State  Legislation 

The  Committee  on  State  Legislation  had  ob- 
tained the  unanimous  consent  of  the  House  of 
Delegates  to  present  a supplemental  report  to  the 
Reference  Committee  to  obtain  the  direction  of 
the  House  for  the  committee’s  guidance  in  its 
legislative  activities. 

Healing  Arts  Accreditation  Bill 
(SB  675;  HB  number  unassigned) 

The  healing  arts  accreditation  bill  (SB  675; 
HB  number  unassigned)  concerns  mandatory  ac- 
creditation for  educational  institutions  for  all  prac- 
titioners of  the  healing  arts. 

The  Reference  Committee  recommended  that 
the  Association  endorse  the  concept  of  mandatory 
graduation  from  a school  fully  accredited  by  an 
agency  recognized  by  the  National  Commission  on 
Accrediting  and  the  U.S.  Office  of  Education.  The 
Chairman  moved  that  the  recommendation  of  the 
Reference  Committee  be  adopted. 

The  recommendation  was  adopted. 

Physician’s  Assistants 
(CS  for  HB  377  and  SB  280) 


Amendments  which  have  been  added  to  HB 
377  and  SB  280  (Physician’s  Assistants)  mtike 
this  legislation  severely  restrictive  and  the  legisla- 
tion may  not  be  desirable  in  the  amended  form. 

The  Reference  Committee  recommended  that 
legislation  be  supported  by  the  Association  which 
would  give  the  Florida  State  Board  of  Medical 
Examiners  complete  control  over  the  regulation 
of  physician’s  assistants;  *( amendment  added); 
that  such  legislation  should  contain  nothing  which 
would  prevent  the  efforts  of  medical  schools  in  the 
state  to  develop  pilot  programs  for  determining 
the  need  and  usefulness  of  physician’s  assistants 
as  this  has  not  yet  been  determined;  and  that  the 
term  “physician’s  assistant”  should  be  retained  in 
preference  to  the  term  “physician’s  associate.” 

*There  was  discussion  of  the  recommendation, 
and  an  amendment  was  moved  from  the  floor  to 
include  in  the  series  of  recommendations  of  the 
Reference  Committee  “That  such  legislation  would 
not  discriminate  against  any  licensed  doctor  of 
medicine.” 

The  amendment  was  adopted,  and  the  recom- 
mendation of  the  Reference  Committee  was 
adopted  as  amended. 

Drug  Legislation 
Needle  and  Syringe  Bills 

The  Reference  Committee  reported  that  in  its 
opinion  the  proposed  legislation  regulating  the 
hypodermic  needle  and  syringe  is  unenforceable, 
that  it  would  not  accomplish  the  purpose  for  which 
it  is  intended,  and  that  it  would  hamper  the  legit- 
imately ill  patient  who  requires  the  use  of 
syringes.  The  Reference  Committee  believed  that 
this  legislation  should  be  opposed,  yet  recognized 
the  possibility  that  new  developments  may  occur 
in  the  near  future. 

It  was,  therefore,  the  recommendation  that  the 
position  with  regard  to  needle  and  syringe  legisla- 
tion should  be  referred  to  the  Board  of  Governors 
for  consideration,  study  and  determination. 

The  motion  to  adopt  the  recommendation  of 
the  Reference  Committee  carried. 

Legislation  Concerning  Osteopathy 
HB  1254 

The  Reference  Committee  recommended  that 
the  Association  not  oppose  HB  1254  (providing 
for  appointment  of  osteopathic  physicians  to  the 
Advisory  Council  of  the  Division  of  Health),  so 
long  as  it  does  not  provide  for  decreasing  the  num- 
ber of  doctors  of  medicine  to  allow  for  osteopathic 
appointments. 
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The  motion  to  adopt  the  recommendation  of 
the  Reference  Committee  carried. 

HE  1184 

The  Reference  Committee  recommended  that 
the  concept  of  HE  1184  (which  provides  for  the 
words  “osteopathic  physicians”  to  be  placed  along- 
side the  words  “medical  doctors”  at  any  place  it  is 
mentioned  in  the  statutes  or  in  any  rules  or  regu- 
lations) be  opposed;  however,  if  such  amendments 
would  bring  the  osteopathic  physician  under  the 
regulation  of  the  Medical  Practice  Act  it  would 
not  be  opposed. 

The  motion  to  adopt  the  recommendation  of 
the  Reference  Committee  carried. 

HE  1377 

The  Reference  Committee  recommended  that 
HE  1377  (providing  that  county  health  officers 
can  either  be  medical  doctors  or  osteopathic  phy- 
sicians) be  neither  supported  nor  opposed  by  the 
Association,  maintaining  that  all  county  health 
officers  must  be  fully  qualified  and  trained  for  this 
position. 

The  motion  to  adopt  the  recommendation  of 
the  Reference  Committee  carried. 

Council  on  Scientific  Activities 

Recommendation  No.  1 — Expansion 
of  J.  Hillis  Miller  Health  Center 

It  was  pointed  out  by  the  Reference  Commit- 
tee that  new'  funds  have  been  obtained  by  the  Uni- 
versity of  Florida  for  this  program  and  the  Uni- 
versity has  thanked  the  Association  for  its  efforts. 
The  Reference  Committee  recommended  that  Rec- 
ommendation No.  1 of  the  Council  on  Scientific 
.\ctivities  be  adopted. 

It  was  adopted. 

(See  report  of  Council  on  Scientific  Activities, 
page  32.) 

Council  on  Allied  Professions 
and  Vocations 

Recommendation  No.  10 

The  Reference  Committee  recommended  that 
Recommendation  No.  10  of  the  Council  on  .Mlied 
Professions  and  Vocations  be  adopted. 

It  was  adopted. 

(See  Report  of  Council  on  .'\llied  Professions 
and  Vocations,  page  37.) 


Recommendation  No.  13 

The  Reference  Committee  recommended  that! 
Recommendation  No.  13  of  the  Council  bej 
adopted. 

It  was  adopted. 

(See  Report  of  Council  on  .Allied  Professions  and 
Vocations,  page  38.) 

Recommendation  No.  17 

The  Reference  Committee  recommended  that 
Recommendation  No.  17  of  the  Council  be 
adopted. 

It  was  adopted. 

(See  Report  of  Council  on  .Allied  Professions 
and  Vocations,  Page  38.) 

Council  on  Medical  Services 

Recommendation  No.  4 

The  Reference  Committee  recommended  that 
Recommendation  No.  4 of  the  Council  on  Medical 
Services  be  adopted. 

It  was  adopted. 

(See  Report  of  the  Council  on  Medical  Ser- 
vices, page  40.) 

Recommendation  No.  9 

The  Reference  Committee  recommended  an 
amendment  to  Recommendation  No.  9 of  the 
Council  on  Medical  Services,  by  adding  at  the  end 
of  the  recommendation  the  following  statement: 
“and,  further,  that  it  be  considered  a prime  legis- 
lative goal  of  the  .Association.” 

The  amendment  w'as  adopted.  Recommenda- 
tion No.  9 of  the  Council  on  Medical  Services  was 
adopted  as  amended. 

(See  report  of  the  Council  on  Medical  Ser- 
vices, page  40.) 

Recommendation  No.  10 

The  Reference  Committee  recommended  that 
Recommendation  No.  10  of  the  Council  be 
adopted. 

It  W'as  adopted. 

(See  report  of  the  Council  on  Medical  Ser- 
vices, page  40.) 

Report  of 

Board  of  Governors 
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Licensure  by  Endorsement 

The  Reference  Committee  proposed  an  amend- 
ment to  the  recommendation  of  the  Board  of 
Governors  pertaining  to  Licensure  by  Endorse- 
ment, by  inserting  “or  the  FLEX  examination” 
(Federation  Licensing  Examination)  after  the 
words  “the  National  Boards,”  and  by  changing 
the  wording  “five-year  period”  to  read  “eight-year 
period.” 

The  amendment  was  adopted;  the  recommen- 
dation of  the  Board  of  Governors  was  adopted  as 
amended. 

(See  Report  of  Board  of  Governors,  page  46.) 

Definition  of  Practice  of  Medicine 

The  Reference  Committee  recommended  that 
the  recommendation  of  the  Board  of  Governors 
regarding  the  definition  of  the  Practice  of  Medi- 
cine be  adopted. 

It  was  adopted. 

(See  Report  of  Board  of  Governors,  page  46.) 

Board  Action  No.  8 
Comprehensive  Health  Planning 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  Action  No.  8 was  adopted. 

(See  Report  of  Board  of  Governors,  page  47.) 

Board  Action  No.  9 

Legislative  Objectives 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  Action  No.  9 was  adopted. 

(See  Report  of  Board  of  Governors,  page  47.) 

Board  Action  No.  15 
Policy  Statement  on  Medicaid 

The  Reference  Committee  recommended  an 
amendment  by  inserting  before  the  last  phrase 
of  this  statement  the  following:  “until  the  appro- 
priations are  exhausted.” 

-An  amendment  was  moved  from  the  floor,  to 
include  “The  Board  of  Governors  is  authorized 
by  the  House  of  Delegates  to  institute  legal  or 
other  action,  as  feasible,  to  enforce  these  recom- 
mendations.” 

The  amendment  was  adopted;  the  Reference 
Committee’s  amendment  was  adopted  as  amended, 
and  the  statement  of  the  Board  of  Governors  was 
adopted  as  amended. 


(See  Report  of  Board  of  Governors,  page  47.) 

Board  Action  No.  16 
Redefinition  of  Chiropractic 

As  recommended  by  the  Reference  Committee, 
Board  Action  No.  16  was  adopted. 

(See  report  of  Board  of  Governors,  page  47.) 

Board  Action  No.  17 

Professional  Liability 

As  recommended  by  the  Reference  Committee, 
Board  Action  No.  17  was  adopted. 

(See  report  of  Board  of  Governors,  page  47.) 

Board  Action  No.  35 
Abortion 

The  Reference  Committee  favored  the  con- 
tinued effort  of  the  Association  to  have  a reason- 
able reform  of  Florida’s  abortion  law,  and  recom- 
mended that  Board  Action  No.  35  be  adopted. 

It  was  adopted. 

(See  Report  of  Board  of  Governors,  page  48.) 

Ad  Hoc  Committee  on  Drug  Abuse 

The  Reference  Committee  recommended  that 
Recommendation  No.  1 of  the  Ad  Hoc  Committee 
on  Drug  Abuse  be  adopted. 

It  was  adopted. 

The  Reference  Committee  recommended  that 
Recommendation  No.  2 of  the  Ad  Hoc  Committee 
on  Drug  Abuse  be  adopted. 

It  was  adopted. 

The  Reference  Committee  had  been  informed 
that  legislation  pending  in  the  Legislature  con- 
cerning narcotics  prescription  program  will  prob- 
ably not  be  enacted  during  this  session,  so  that  a 
decision  by  the  House  at  this  time  is  not  vital. 
Therefore,  the  Reference  Committee  recommended 
that  Recommendation  No.  3 of  the  Ad  Hoc  Com- 
mittee be  referred  to  the  Board  of  Governors  for 
consideration,  with  the  request  that  it  instruct  the 
Committee  on  State  Legislation  in  time  for  a policy 
to  be  submitted  for  the  next  Legislative  session. 

The  Speaker  granted  a request  of  a delegate 
for  Dr.  Robert  P.  Johnson,  chairman  of  the  Ad 
Hoc  Committee  on  Drug  Abuse,  to  be  allowed  the 
privilege  of  the  floor  to  give  background  and 
explanatory  information  on  the  triplicate  narcotics 
prescription  program  referred  to  in  this  recommen- 
dation of  the  Ad  Hoc  Committee. 

Following  discussion,  the  recommendation  of 
the  Reference  Committee  was  adopted,  and  the 
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Recommendation  No.  3 was  referred  to  the  Board 
of  Governors. 

**The  Reference  Committee  recommended 
that  Recommendation  No.  4 be  adopted. 

It  was  adopted. 

The  Reference  Committee  commended  the  Ad 
Hoc  Committee  on  Drug  Abuse,  and  in  particular 
the  chairman,  Dr.  Robert  P.  Johnson,  for  its  ef- 
forts, and  the  report  of  the  Ad  Hoc  Committee  on 
Drug  Abuse  was  adopted  as  amended.** 

**(This  portion  of  the  report  was  considered  on 
Sunday  during  the  Third  House  of  Delegates; 
however,  it  is  being  recorded  here  for  continuity 
and  clarity.) 

Ad  Hoc  Committee  on 
Drug  Abuse 

Robert  P.  Johnson,  Chairman 

The  Association’s  new  .4d  Hoc  Committee  on  Drug 
Abuse,  which  was  authorized  by  the  House  of  Delegates 
in  May  1970,  was  appointed  in  the  fall  of  that  year.  The 
committee  is  of  an  interdisciplinary  nature,  being  com- 
posed of  attorneys,  pharmacists,  law  enforcement  per- 
sonnel, educators,  clergymen,  physicians  and  others.  As 
of  this  report,  the  committee  has  held  th-ee  meetings: 
November  17,  1970,  in  Jacksonville;  January  27,  1971, 
in  Fort  Lauderdale,  and  March  10,  1971,  in  Tampa.  An- 
other meeting  is  scheduled  April  21  in  Orlando. 

Because  of  the  pressing  needs  in  combating  the  wide- 
spread drug  abuse  problem,  the  committee  of  necessity 
has  moved  at  an  accele-ated  pace.  After  attempting  to 
determine  the  scope  of  the  problem  throughout  the  state 
and  reviewing  all  ongoing  programs  and  activities,  the 
committee  to  date  has  focused  attention  upon  the  fol- 
lowing areas: 

(1)  The  training  of  school  teachers  at  the  elementary 
and  secondary  levels  to  improve  drug  abuse  education  in 
cooperation  with  all  other  concerned  disciplines. 

(2)  Coordination  of  state  agencies’  activities  and  pro- 
grams in  the  drug  abuse  field. 

(3)  Delay  in  justice  in  drug  abuse  cases. 

(4)  The  need  for  more  judicious  prescribing  by  phy- 
sicians of  addicting  and  habituating  drugs  and  the  reduc- 
tion of  fraudulent  prescriptions. 

(5)  The  availability  of  facilities  for  identification  of 
substances  utilized  in  drug  abuse. 

(6)  The  need  for  education  of  physicians  relative  to 
the  drug  abuse  problem  by  such  means  as  seminars. 

(7)  The  need  for  control  of  the  sale  of  disposable 
syringes  and  needles  and  other  drug  abuse  paraphernalia. 


(8)  The  need  for  changes  in  the  present  state  drug 
laws. 

(9)  The  need  for  a new  type  of  state  facility  for  the 
voluntary  treatment  of  youthful  drug  addicts. 

The  committee  has  undertaken  several  specific  projects 
aimed  at  vanous  parts  of  the  areas  previously  listed.  An 
educational  exhibit  for  physicians  has  been  applied  for  to 
be  displayed  at  the  Association’s  1971  annual  meeting.  A I 
recent  survey  of  county  medical  societies  revealed  little 
interest  in  the  committee’s  plans  for  a series  of  seminars 
and  this  possible  project  has  temporarily  been  tabled.  A 
commitment  has  been  obtained  for  a desk  reference  for  I 
physicians  on  drug  abuse  to  be  published  at  state  expense.  | 
The  committee  has  reviewed  and  advised  upon  drug  abuse 
measures  being  proposed  for  the  1971  legislative  session. 
Subcommittees  have  been  created  and  are  working  to 
develop,  respectively,  guidelines  for  handling  drug  problems 
in  the  schools  and  a new  concept  for  management  of 
youthful  drug  offenders. 

RECOMMENDATIONS 

1.  That  Section  398.09,  Florida  Statutes, 
relating  to  regulation  of  narcotic  drugs, 
be  repealed. 

2.  That  the  first  possession  of  marijuana 
in  the  amount  of  five  grams  or  less  with- 
out intent  to  sell  be  made  a misdemeanor 
rather  than  a felony  in  Florida  to  conform 
with  new  federal  statutes. 

3.  j[Not  Adopted — Referred  to  Board  of 
Governors.}  That  a triplicate  narcotics 
prescription  program  for  Class  "A”  nar- 
cotics patterned  after  the  State  of  Califor- 
nia’s be  endorsed  for  Florida. 

4.  That  the  Association’s  president  be  re- 
quested to  write  the  Secretary  of  the  De- 
partment of  Health  and  Rehabilitative 
Services,  with  a carbon  copy  to  the  Gov- 
ernor, asking  the  designation  of  a repre- 
sentative from  the  Drug  Abuse  Office  of 
the  Department  to  serve  as  a continuing 
consultant  to  the  ad  hoc  Committee  on 
Drug  Abuse. 

The  Speaker  announced  that  the  House  would 
recess  until  Sunday  morning  at  9:00  a.m. 

President  Cook  called  for  an  expression  of  ap- 
preciation to  Dr.  Richard  Hodes  and  Dr.  David 
Lane  for  the  work  they  are  doing  in  the  Legisla- 
ture, and  the  House  responded  with  applause. 

The  Second  Meeting  of  the  House  of  Delegates 
recessed  at  5:48  p.m. 
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[mmediate  Past  President,  Dr.  Henry  J.  Babers  Dr. 
Cook,  Mrs.  Babers  and  Mrs.  Cook  at  the  President  s 
reception. 


Dr.  and  Mrs.  Floyd  K.  Hurt  at  the  President’s  reception. 


Dr.  Floyd  K.  Hurt  welcoming  Dr.  Ray  E.  Murphy  Jr. 
and  other  guests  at  the  President’s  reception. 


Dr.  Eugene  G.  Peek  Jr.  being  congratulated  on  his 
colorful  trousers  by  Dr.  and  Mrs.  Cook  at  the  Presi- 
dent’s reception. 


J.  FLORIDA  M. A. /JULY,  1971 


69 


Third  House  of  Delegates 


The  third  meeting  of  the  House  of  Delegates 
convened  at  9:00  a.m.  on  Sunday,  May  9,  1971,  in 
the  Bal  Masque  Room  of  the  Americana  Hotel, 
Bal  Harbour,  Florida,  with  Dr.  Charles  K.  Done- 
gan.  Speaker  of  the  House,  presiding. 

Dr.  Hendrix,  Chairman  of  the  Credentials 
Committee,  reported  174  delegates  registered,  con- 
stituting a quorum,  and  moved  that  the  House  be 
seated.  The  motion  carried. 


Delegates 

AL.\CHU.\ — John  W.  Andrews,  Billy  Brashear,  Wilbur  J. 
Coggins,  George  T.  Singleton  (.Absent — William  C. 
Ruffin  Jr). 

B.AY — William  D.  Carter,  William  C.  Roberts. 
BREVARD — Donald  Bryan,  N.  Frank  Fain  Jr.,  T.  John 
Kaminski,  Joseph  C.  Von  Thron. 

BROWARD — Robert  L.  .Andreae,  Miles  J.  Bielek,  Robert 
J.  Brennan,  Russell  B.  Carson,  J.  Gordon  Mc.Allister, 
Ray  E.  Mu.-phy,  W.  Dotson  Wells,  John  I.  Williams 
(Absent — Milton  P.  Caster,  Paul  E.  Gutman,  David  C. 
Lane,  John  H.  Mickley,  Lees  M.  Schadel,  Norman  N. 
Wrubel) . 

CHARLOTTE — Robert  Palmer. 

CLAY— (Absent— William  A.  Mulford). 

COLLIER — (.Absent — Fred  .A.  Butler,  Nicholas  Kalvin). 
COLUMBIA— (Absent— Frank  Adel). 

DADE — William  G.  Aten,  Jerome  Benson,  Morris  Blau, 
Rufus  K.  Broadaway,  Ha  vey  Brown,  Manuel  Car- 
bonell,  Richard  C.  Clay,  Francis  N.  Cooke,  Vincent  P. 
Corso,  DeWitt  C.  Daughtry,  Joseph  Davis,  Robert  F. 
Dickey,  L.  W.  Dowlen,  Miguel  Figueroa,  Joseph  Fitz- 
gerald, M.  Eugene  Flipse,  Marshall  Hall,  Henry  Hardin, 
James  J.  Hutson,  Paul  Jarrett,  Walter  C.  Jones,  Walter 
Jones  III,  Robert  Lee,  Ronald  Mann,  Donald  Marion, 
O.  Ildefonso  Mas,  John  D.  Milton,  Charles  Monnin, 
Sheldon  Munach,  Jean  J.  Perdue,  M.  Murray  Schech- 
ter,  Robert  Schiess,  Daniel  Seckinger,  Everett  Shocket, 
Chauncey  Stone,  Mario  Stone,  William  St  aight, 
Charles  F.  Tate,  Maynard  Taylor,  Arthur  W.  Wood  Jr., 
Nelson  Zivitz  (Absent — George  Baldry,  Jim  C.  Hirsch- 
man). 

DESOTO-HARDEE-GLADES— Cahdn  W.  Martin. 
DUVAL — Clyde  M.  Collins,  Emmet  F.  Ferguson  Jr.,  John 
J.  Fisher,  Stephen  P.  Gyland,  Karl  B.  Hanson,  L.  E. 
Masters,  Thad  Moseley,  D.  Darrell  Phillips,  Harry  W. 
Reinstine  Jr.,  John  A.  Rush  Jr.,  Guy  T.  Selander 
(Absent — A.  H.  Wilkinson  Jr.) 

ESCAMBLA— Charles  J.  Kahn,  T.  J.  Marshall,  Philip  B. 

Phillips,  Dockland  V.  Tyler  Jr. 

FRANKLIN-GULF— Joseph  P.  Hendrix. 

HIGHLANDS— Donald  Ha  twell. 

HILLSBOROUGH — Richard  H.  Blank,  Ernest  R.  Bourk- 
ard,  Frank  C.  Coleman,  Richard  G.  Connar,  John  C. 
Fletcher,  Richard  S.  Hodes,  Victor  H.  Knight,  W. 
Mahon  Myers,  William  W.  Trice  (.Absent — IiA’ing  M. 
* Essrig) . 

LNDIAN  RIVER— Charles  C.  Flood. 

LAKE — J.  Basil  Hall,  Thomas  H.  Nichols. 
LEE-HENDRY— Larry  Garrett,  F.  Lee  Howington,  Ed- 
wa-d  Salko. 

LEON-WAKULLA-JEFFERSON  — Nelson  H.  Kraeft, 
Robert  N.  Webster  (.Absent — E.  G.  Haskell). 
MADISON — (Absent — William  J.  Bibb). 

MAN.ATEE — Irving  E.  Hall  Jr.  (Absent — Roger  .A. 
Meyer) . 


M. ARION — Henry  L.  Harrell,  C.  Brooks  Henderson. 
MONROE — Jaime  M.  Benavides. 

N. ASSAU — Marshall  G'oover. 

OKALOOS.A— W.  W.  Thompson. 

OR.ANGE — .Axel  W.  .Anderson  III,  Louis  P.  Brady,  Nor- 
man F.  Coulter,  Truett  H.  Frazier,  Paul  C.  Harding, 
Harold  W.  Johnston,  Franklin  B.  McKechnie,  Louis 
C.  Murray,  Edward  W.  Stoner,  Thomas  B.  Thames. 
P.ALM  BE.ACH — W.  F.  .Ande,  Carl  E.  .Andrews,  Vernon 
B.  Astler,  Jerry  F.  Cox,  Maximilian  A.  Crispin,  James 

R.  Forlaw,  Bernard  Kimmel,  R.  B.  Moore  Jr.,  H.  John 
Richmond. 

P.ANH.ANDLE — (.Absent — Herbert  E.  Brooks). 
P.ASCO-HERN.ANDO-CITRUS— Randall  Jenkins. 
PINELL.AS — Joseph  .A.  Ezzo,  James  C.  Fleming,  .Allyn  B. 
Giffin,  David  S.  Hubbell,  Jack  A.  MaCris,  Donald  G. 
Nikolaus,  David  T.  Overbey  Jr.,  Thomas  M.  Quehl, 
Geo-ge  H.  Welch  Jr.,  Walter  H.  Winchester,  Rowland 

E.  Wood. 

POLK — James  R.  Boulware  III,  Thomas  M.  Caswall, 

J.  Gerard  Converse,  John  W.  Glotfelty  (.Absent — Rob- 
ert J.  Pfaff,  .Angelo  P.  Spoto). 

PUTNAM— Roy  E.  Campbell. 

ST.  JOH.NS— W.  W.  O’Connell. 

ST.  LUCIE-OKEECHOBEE-MARTIN— Howard  C.  Mc- 
Derm'd.  Richard  Q.  Penick. 

SANT.A  ROS.A — (.Absent — Claude  J.  Barnes). 

S.AR.ASOT.A — Samuel  E.  Kaplan,  Franklin  H.  Pfeiffen- 
be-ger,  Karl  R.  Rolls,  Millard  B.  White. 
SEMINOLE— Luis  M.  Perez. 

SUWANNEE-HAMILTON-L.AF.AYETTE  — (.Absent— 
W'lton  Kane). 

TAYLOR— F-ank  Sca^vey  III. 

VOLUSI.A— Bob  Bullwinkel,  William  Eyster,  W.  H.  Harri- 
son, R.  W.  Snodgrass. 

W.ALTON — (.Absent — -Thomas  G.  Soence). 

COUNCIL  ON  SPECIALTY  MEDICINE— F-ederick  C. 
.And»-ews,  James  D.  Beeson,  Jack  H.  Bowen,  .And-e  S. 
Capi.  John  M.  Hamilton,  Samuel  G.  Hibbs,  William 

T.  M'xson,  Sanfo>-d  .A.  Mullen,  Edward  J.  Sullivan 
Jr.,  Miles  W.  Thomley  (Absent — West  Bitzer,  James 
W.  Clower  Jr.,  Robe-t  E.  Rabom,  James  M.  Stem, 
R'cha-d  P.  Thomoson). 

OFFICERS  AND  BOARD  OF  GOVERNORS— Hen-y  J. 
Babers  Jr.,  Jack  Q.  Cleveland,  Tames  T.  Cook,  Tames 

F.  Cooney,  Wilham  J.  Dean,  Richa'"d  C.  Deve’-,  Charies 

K.  Donegan,  Richard  M.  F'eming,  F'anc'S  T.  Hol’and, 
Floyd  K.  Hurt,  Joseph  G.  Matthews,  Eugene  G.  Peek 
Jr.,  James  W.  Walker,  William  M.  C.  Wilhoit  (.Absent 
— Franklin  J.  Evans). 

The  Speaker  reco!jnized  distinguished  guests 
from  allied  professions  in  attendance:  Mrs.  Eliza- 
beth T-  Lundgren,  Miami,  President,  Florida  Divi- 
sion, American  Society  of  Medical  Technologists; 
Helen  P.  Keefe,  R.N.,  President,  Florida  Nurses 
.'\ssociation;  Mr.  Richard  Kurras,  Vice  President, 
Florida  Chapter,  American  Physical  Therapy  As- 
sociation; Mr.  William  F.  Casler,  St.  Petersburg, 
President,  Florida  State  \^eterinary  Medical  Asso- 
ciation; and  Miss  Eva  Bacon,  Jacksonville,  Presi- 
dent, Licensed  Practical  Nurses  Association  of 
Florida. 

Dr.  Robert  C.  Piper,  Chairman,  Committee  .on 
Golf,  announced  the  winners  of  the  golf  tourna- 
ment: 
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Low  Gross  Division:  Champion — Dr.  Henry  Bryant, 
Miami 

Runner-up — Dr.  J.  T.  Sheldon, 
Lakeland 

Third — Dr.  R.  C.  Piper,  Coral 
Gables 

Fourth — Dr.  \V.  P.  Smith,  Coral 
Gables 

Low  Net  Division:  Champion,  Winner  of  Duval  Golf 
Trophy — Dr.  James  Pringle, 
Coral  Gables 


Runner-up^Dr.  Francis  Cooke, 
Coral  Gables 

Third — Fred  Ha-der — Miami 
Fourth — John  Hanni,  Miami 
Special  Handicap  Division:  Champion,  Dr.  P.  Palm- 
isano,  Del  Ray 

The  Speaker  announced  that  the  By-Laws 
amendments  adopted  by  the  House  the  previous 
day  would  become  effective  upon  adjournment  of 
this  House. 


Continuation  of 

Report  of  Reference  Committee  No.  IV 
Legislation  and  Miscellaneous 


Resolution  71-6 
Chiropractic 

Alachua  County  Medical  Society 

The  Reference  Committee  proposed  an  amend- 
ment to  Resolution  71-6,  to  be  made  in  the  “Re- 
solved,” deleting  the  last  two  words,  “abolish 
chiropractic,”  and  insert  in  their  place  “protect 
the  public  from  bad  effects  of  chiropractic.” 

The  amendment  was  adopted. 

Resolution  71-6  was  adopted  as  amended. 

Resolution  71-6 

Chiropractic 

Whereas,  on  December  28,  1968,  the  Secretary  of  the 
Department  of  Health,  Education  and  Welfare  delivered 
to  the  U.S.  Congress  a complete  report  regarding  chiro- 
practic which  can  serve  as  a guideline  to  other  legislative 
bodies  concerned  with  regulations  of  chiropractic  prac- 
tice; and 

Whereas,  the  conclusions  of  this  report  are  as  follows: 
“1.  There  is  a body  of  basic  scientific  knowledge 
related  to  health,  disease,  and  health  care.  Chiro- 
practic practitioners  ignore  or  take  exception  to 
much  of  this  knowledge  despite  the  fact  that  they 
have  not  undertaken  adequate  scientific  research. 

2.  There  is  no  valid  evidence  that  subluxation, 
if  it  exists,  is  a significant  factor  in  disease  proc- 
esses. Therefore,  the  broad  application  to  health 
care  of  a diagnostic  procedure  such  as  spinal  anal- 
ysis and  a treatment  procedure  such  as  spinal  ad- 
justment is  not  justified. 

3.  The  inadequacies  of  chiropractic  education, 
coupled  with  a theory  that  de-emphasizes  proven 
causative  factors  in  disease  processes,  proven  meth- 
ods of  treatment,  and  differential  diagnosis  make  it 
unlikely  that  a chiropractor  can  make  an  adequate 
diagnosis  and  know  the  appropriate  treatment,  and 
subsequently  provide  the  indicated  treatment  or 
refer  the  patient.  Lack  of  these  capabilities  in  in- 
dependent practitioners  is  undesirable  because:  ap- 
propriate treatment  might  be  interrupted  or  stopped 


completely ; the  treatment  offered  could  be  con- 
traindicated; all  treatments  have  some  risk  involved 
with  their  administration,  and  inappropriate  treat- 
ment exposes  the  patient  to  this  risk  unnecessarily. 

4.  Manipulation  (including  chiropractic  manipu- 
lation) may  be  of  valuable  technique  for  relief  of 
pain  due  to  loss  of  mobility  of  joints.  Research  in 
this  area  is  inadequate;  therefore,  it  is  suggested 
that  research  that  is  based  upon  the  scientific  meth- 
od be  undertaken  with  respect  to  manipulation.”; 
and 

Whereas,  the  recommendation  of  the  report  is  as  fol- 
lows: 

“Chiropractic  theory  and  p'-actice  are  not  based 
upon  the  body  of  basic  knowledge  related  to  health, 
disease  and  health  care  that  has  been  widely  accept- 
ed by  the  scientific  community.  Moreover,  irre- 
spective of  its  theory,  the  scope  and  quality  of 
chiropractic  education  do  not  prepare  the  p-acti- 
tioner  to  make  an  adequate  diagnosis  and  provide 
appropriate  treatment.  Therefore,  it  is  recommend- 
ed that  chiropractic  service  not  be  covered  in  the 
Medicare  program.”;  Now  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .Association 
supports  public  dissemination  of  this  report,  and  that  the 
Florida  Medical  Association  takes  whatever  steps  are  nec- 
essary to  protect  the  public  from  bad  effects  of  chiro- 
practic. 

Resolution  71-20 

Air  and  Water  Pollution 
Polk  County  Medical  Association 

The  Reference  Committee  recommended  that 
Resolution  71-20  be  amended  by  the  addition  of 
a second  “Resolved.” 

The  amendment  was  adopted;  Resolution 
71-20  was  adopted  as  amended. 

Resolution  71-20 

Air  and  Water  Pollution 

Whereas,  There  are  a number  of  measures  now  under 
consideration  by  the  State  legislature  which  would  transfer 
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responsibilities  from  the  State  Division  of  Health  to  the 
Florida  Department  of  .\ir  and  Water  Pollution  Control, 
and 

Whereas,  These  responsibilities  deal  directly  with  the 
health  of  Florida’s  citizens,  and 

Whereas,  The  Florida  Department  of  Air  and  Water 
Pollution  Control  employs  no  medical  personnel  in  any 
capacity,  let  alone  a position  of  leadership,  and 

Whereas,  Matters  that  have  to  do  with  the  control 
of  communicable  diseases,  the  health  of  the  public,  pre- 
vention of  disease  and  the  preservation  of  man’s  environ- 
ment are  a direct  concern  of  physicians  and  related 
medical  specialists,  and 

Whereas,  Control  of  environmental  programs  which 
have  a direct  bearing  on  the  people’s  health  require  an 
established,  medically  supervised  network  of  services,  and 
Whereas,  Such  services  are  already  available  and  effec- 
tively seiAang  tbe  State  through  the  Division  of  Health 
and  the  County  Health  Depatments,  now  therefore  be  it 
RESOLVED,  That  the  Florida  Medical  Association 
urges  the  Governor  and  the  Legislature  to  assure  proper 
medical  super\-ision  of  vital  health  programs;  such  as 
Sanita'y  Engineering  and  Environmental  Sanitation  by 
retaining  the  controls  of  these  programs  within  the  Divi- 
sion of  Health  of  the  State  of  Florida  where  such  activ- 
ities have  been  functioning  successfully  for  over  75  3’cars; 
and  be  it 

RESOLVED,  That  the  Florida  Medical  Association 
suggests  that  the  Legislature  should  appoint  a special 
commission  to  study  thoroughly  the  Department  of 
Health  and  Rehabilitative  Ser\’ices  and  the  Department 
of  Air  and  Water  Pollution  Control  for  the  purpose  of 
determining  what,  if  any,  change  in  the  organizational 
structure  should  be  made  in  order  to  make  both  depart- 
ments more  effective. 

Resolution  71-22 
Kidney  Dialysis 

Dade  County  Medical  Association 

The  Reference  Committee  reported  that  in  its 
opinion  the  services  referred  to  in  Resolution 
71-22  would  be  covered  through  the  catastrophic 
care  insurance  program  being  proposed  through 
the  Medicredit  program,  and  recommended  that 
the  resolution  not  be  adopted. 

A substitute  for  the  recommendation  of  the 
Reference  Committee  was  moved  from  the  floor: 


“.  . . that  this  is  an  urgent  matter  which  would  be 
covered  through  the  catastrophic  care  insurance 
program  being  proposed  through  the  Medicredit 
program,  and  that  this  Resolution  be  referred  to 
the  Board  of  Governors.” 

The  substitute  motion  carried;  Resolution 
71-22  was  referred  to  the  Board  of  Governors. 

Resolution  71-22 

I Not  Adopted — Referred  to  Board  of 
Governors] 

Kidney  Dialysis 

Whereas,  Nineteen  states  provide  more  than  7 million 
dollars  to  support  medically  indigent  patients  receiving 
Renal  Dialysis,  and 

Whereas,  The  Florida  State  Legislature  does  not  con- 
tribute to  the  cost  of  Renal  Dialysis,  and 

Whereas,  The  cost  per  patient  for  Dialysis  in  his  home 
is  approximately  $12,000  the  first  j^ear  and  $5,000  for  each 
subsequent  year,  and 

Whereas,  The  estimated  number  of  patients  after  medi- 
cal screening  who  require  Dialysis  is  approximately  50  per 
million  population,  now  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  Association 
urge  the  Florida  State  Legislature  to  enact  legislation  pro- 
%-iding  financial  support  for  this  life  supporting  program 
for  Florida  citizens. 

Dr.  Harrison:  “Your  Chairman  wishes  to 

thank  Drs.  Robert  L.  Andreae,  Allyn  B.  Giffin, 
Karl  B.  Hanson,  and  Walter  C.  Jones  HI,  mem- 
bers of  this  committee,  and  the  secretary.  Miss 
Louria  Neel,  for  their  untiring  efforts  in  the  prep- 
aration of  this  report. 

“Mr.  Speaker,  I move  the  adoption  of  the 
report  of  Reference  Committee  No.  I\’  as  a whole 
as  amended.” 

The  motion  carried. 

“Mr.  Speaker,  this  concludes  the  report  of 
Reference  Committee  No.  IV.” 
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Report  of  Reference  Committee  No.  V 
Medical  Economics 


Dr.  Francis  N.  Cooke,  Chairman,  came  for- 
ward to  present  the  report  of  Reference  Commit- 
tee No.  V,  Medical  Economics. 

Council  on  Medical  Economics 

The  Reference  Committee  recommended  that 
the  report  of  the  Council  on  Medical  Economics 
be  adopted  as  printed. 

It  was  adopted. 

Council  on  Medical  Economics 

Jack  A.  MaCris,  Chairman 

The  Council  met  twice  during  the  year  at  which  time 
committee  reports  with  recommendations  were  presented 
and  voted  upon.  The  committees’  recommendations  were 
submitted  through  the  Council  for  final  action  by  the 
Board  of  Governors. 

Committee  on  Advisory  to  Blue  Shield  and  Fiscal 
Intermediaries. — The  committee  met  on  two  occasions 
this  year,  December  5,  1970,  and  February  13,  1971.  In 
these  meetings,  the  committee  discussed  in  detail  with 
the  Blue  Shield  staff  members  the  many  problems  in  Blue 
Shield’s  role  as  Medicare,  Part  B carrier,  administering 
Federal  Programs  (Title  XIX). 

The  primary  problems  can  be  outlined  as  follows; 

Liaison  and  Communications — Broad  strides  have  been 
made  to  keep  the  members  of  the  FM.\  informed  of  all 
activities  of  the  Blue  Shield  Board.  The  committee  com- 
mends the  Blue  Shield  Board  in  its  decision  to  submit 
to  local  county  societies  abstracts  of  the  minutes  of  its 
meetings.  A constant  flow  of  correspondence  has  been 
circularized  to  FMA  physicians  explaining  the  methods  of 
computation  of  usual  and  customary  fees,  verbatum  SSA 
letters  regarding  regulation  change  and  changes  in  policy 
of  non-governmental  Blue  Shield  contracts.  The  commit- 
tee believes  further  efforts  to  improve  and  upgrade  the 
staff  and  claims  review  personnel  correspondence  are 
needed  and  are  being  implemented.  Unilateral  and  un- 
reasonable changes  in  regulation  by  HEW  has  made  com- 
munication at  times  very  difficult.  The  committee  feels 
that  continued  efforts  by  the  Blue  Shield  Board  to  ques- 
tion and  to  attempt  to  reshape  unreasonable  regulation 
changes  are  commendable. 


Peer  Review — The  committee  has  reviewed  the  de- 
velopment of  the  FMA  Foundation  Peer  Review  plan  and 
commends  the  state  and  local  committees  in  the  effective 
implementation  of  this  program.  A major  threat  to  this 
program  is  occurring  in  the  U.S.  Senate  Finance  Com- 
mittee and  SS.A’s  request  for  information  about  doctors’ 
practices  based  solely  on  dollar  volume  level  and  unilateral 
payment  suspension  before  peer  review  is  carried  out. 

Usual  and  Customary  Fee  Determination — The  com- 
mittee has  studied  in  detail  the  recent  fee  changes  affected 
by  SSA  regulations  and  commends  the  Blue  Shield  Board 
and  staff  in  their  efforts  to  resist  this  inequitable  and 
unreasonable  rape  of  the  law  as  written.  The  changes 
should  make  every  FM.\  physician  question  the  wisdom 
of  accepting  assignments  and  also  move  to  indoctrinate  his 
patients  into  an  understanding  that  Medicare  fees  as  cur- 
rently established  are  really  indemnity  type  payments  and 
not  “usual  and  customary.” 

SSA  Entry  Into  Medical  Care  Field — Restriction  of 
nursing  home  visits  and  recurring  difficulties  in  obtaining 
certification  of  needed  ECF  care  are  continuing  threats 
to  the  free  practice  of  medicine  and  should  not  be  allowed 
to  proceed  unchallenged  by  the  FM.\  and  by  the  Blue 
Shield  Board. 

The  February  meeting  of  the  committee  was  primarily 
a Blue  Shield  informational  meeting.  The  purpose  was  to 
bring  the  committee  members  up  to  date  on  Blue  Shield 
activities  and  current  problems.  The  following  items  were 
discussed  and  received  as  information: 

1.  Summary  of  Blue  Shield  Board  meeting 

2.  SS.A’s  modified  position  on  “more  than  reasonable 
cha-ge” 

3.  Senate  Finance  Committee  projects 

a.  Payment  suspension 

b.  Peer  review 

4.  Prevailing  screens  based  on  specialty  practice 

5.  Fees 

a.  Determination  by  percentile 

b.  Current  fee  allowances 

6.  Medicaid 

7.  Medicare  claims  activity 

8.  National  health  policy 

9.  “The  Many  Myths  of  Medicare” — FM.A.  Journal 
a”ticle 

10.  PSRO  hearings 

11.  Current  Procedural  Terminology 

12.  Deferred  compensation  for  physicians 

13.  Renal  dialysis 

14.  Physician’s  assistants 

15.  CHAMPUS 


Reference  Committee  V personnel  were  Drs.  Francis  N.  Cooke,  Joseph  A.  Ezzo,  James  R.  Forlaw,  William  W. 
O’Connell  and  Louis  P.  Brady.  Mary  Tai  White  was  recording  secretary. 


J.  FLORIDA  M.A./JULY,  1971 


73 


REFERENCE  COMMITTEE  NO.  V 


1 


Committee  on  Relative  Value  Studies. — The  commit- 
tee has  worked  assiduously  throughout  the  year  on  the 
later  stages  of  a long-range  project,  authorized  by  the 
Board  of  Governors,  which  will  furnish  the  physicians 
of  FM.\  with  a relative  value  manual  based  for  the  first 
time  on  fees  charged  for  procedures  and  services  in  Flor- 
ida. Following  preparation  in  1969-1970  of  questionnaires 
for  all  medical  specialties  engaged  in  private  practice  in 
Florida  and  a pilot  study  in  Orange  County,  questionnaires 
were  sent  to  all  private  physicians  in  the  summer  of  1970 
relating  to  fees  commonly  charged.  -\n  excellent  response 
was  received,  and  this  information  was  subjected  to  care- 
ful analysis  and  organization  by  William  Howa.d,  Ph.D., 
Inc.,  the  actuarial  firm  employed  by  FMA  to  assist  the 
committee  in  preparing  this  data.  On  completion  of  this 
phase,  it  was  apparent  that  the  information  available  was 
adequate  in  most  specialties,  but  not  for  certain  procedures 
and  services,  and  further  short  questionnaires  followed  in 
several  specialties.  Relative  values  have  been  determined 
and  defined  for  most  of  the  manual  at  this  time,  but  a 
few  difficult  areas  still  remain.  The  committee  is  currently 
awaiting  results  of  a detailed  surv^ey  of  plastic  surgeon 
fees  needed  for  accurate  relative  values  in  this  specialty. 

The  work  of  the  committee  has  gone  somewhat  slower 
than  anticipated.  Howev’er,  approximately  6,000  proce- 
dures and  services  are  involved  in  the  new  nomenclature 
taken  from  the  1970  Current  Procedural  Terminolog>’  of 
•\M.\.  Individual  consideration  of  relativity  for  the  vast 
majority  of  these  procedures  is  necessary  to  insure  validity. 
.\t  the  present  time,  the  committee  does  not  feel  that 
further  spot  surveys  will  be  required  although  unforeseen 
areas  of  difficulty  may  arise. 

While  the  new  manual  may  not  differ  superficially 
from  previous  manuals,  it  will  be  the  culmination  of  a 
vast  amount  of  efforts  used  in  survey  design,  preparation, 
executive  and  data  evaluation,  plus  prepa  ation  of  the 
manual.  New  Current  Procedural  Terminolog>'  nomen- 
clature and  appropriate  coding  will  be  used  anticipating 
that  the  new  manual  will  be  part  of  a nationwide  coding 
and  nomenclature  system. 

Committee  on  Members  Insurance. — The  commit- 
tee has  not  held  a formal  meeting  this  year.  Histori- 
cally, the  greatest  area  of  activity  of  this  committee  has 
been  re\*iewing  and  assisting  in  problems  specifically  re- 
lated to  the  Professional  Liability  Insurance  Program. 
This  function  is  now  the  responsibility  of  the  Committee 
on  Professional  Liability.  This  year  has  seen  %'erj'  few,  if 
any,  problems  in  the  other  areas  of  the  members  insur- 
ance program.  The  committee  will  continue  to  work  with 
the  administrators  of  the  insurance  program  to  assure 
that  we  have  the  most  up-to-date  and  comprehensive 
program  available  for  the  money  invested. 

Committee  on  Health  Insurance. — The  committee  has 
not  met  during  the  year;  however,  the  committee  is 
pleased  to  report  the  local  insurance  review  committees  are 
apparently  functioning  as  intended  and  that  the  State 
Committee  continues  to  offer  assistance  when  called  upon. 

Committee  on  Professional  Liability. — The  committee 
held  one  meeting  during  the  year;  however,  due  to  a hur- 
ricane alert,  members’  attendance  was  less  than  antici- 
pated. The  meeting  was  designed  as  an  orientation- 
organizational  meeting  and  to  this  purpose  it  was  carried 
out.  .Although  the  committee  has  not  met  formally  since 
then,  the  chairman,  on  a number  of  occasions,  met  with 
administrators  of  the  Professional  Liability  Program  to 
discuss  certain  problems.  The  chairman  has  also  consulted 
with  the  Director  of  the  Department  of  Public  .\ffairs  on 
a number  of  occasions  for  the  purpose  of  assisting  in 
preparation  of  legislation  which  specifically  evolves  from 
the  professional  liability  problem. 

*It  is  expected  that  the  committee  will  soon  be  able  to 
develop  an  expertise  which  will  be  of  invaluable  assistance 
in  the  legislative  process. 

Committee  on  Peer  Medical  Utilization  Review. — 
The  Committee  on  Peer  Medical  Utilization  Review  has 
held  seven  meetings  this  year,  six  of  which  have  been  two- 
day  meetings  and  plans  another  meeting  in  .\pril.  The 
committee  has  been  expanded  and  now  consists  of  11 
members.  It  has  become  a finely  tuned  working  orga- 
nization. Records  of  the  committee  indicate  that  most. 


if  not  all,  county  medical  societies  have  formed  Peer 
Utilization  Review  Committees.  The  county  society  com- 
mittees generally  appear  to  be  hesitant  to  become  in- 
volved in  the  peer  review  process  because  of  the  lawsuit 
potential.  The  .\ssociation  has  suggested  that  county  so- 
cieties purchase  coverage  to  protect  the  activities  of  this 
committee  and  assistance  has  been  provided  to  those  coun- 
ty societies  requesting  it.  This  still  appears  to  be  the 
major  problem.  ,\s  to  active  participation,  it  is  hoped  that 
the  Florida  Medical  Foundation  in  its  delibe  ation  with 
carrier  will  be  able  to  provide  some  type  of  assistance 
in  this  a'ea  within  the  next  year. 

During  the  year,  the  committee  has  . . . 

— concurred  with  county  medical  society  findings  in 
37  cases. 

— concurred  with  county  medical  society  findings  but 
changed  for  cause  the  percentage  in  four  cases — 
two  were  reduced  and  two  were  increased. 

— disagreed  with  county  medical  society  findings  and 
established,  based  on  information,  a percentage 
in  12  cases. 

— heard  13  appeals,  seven  of  which  were  appeals  of 
county  medical  society  findings,  and  six  of  which 
were  appeals  of  state  committee  findings. 

— found  “no  problem”  in  11  cases. 

— refer.-ed  10  cases  back  to  the  county  medical  society, 
one  of  them  twice. 

— accepted  in  four  cases  the  report  of  the  county 
medical  society  as  interim  reports  and  requested 
additional  study  by  Blue  Shield  because  of  facts 
brought  out  during  peer  review. 

— noted  that  predominant  for  peer  review  has  been 
billings  for  routine  pre-  and  post-operative  care 
(24  such  cases  involved). 

Committee  on  Hospitals  and  Extended  Care  Facil- 
ities.— The  committee  held  one  meeting  this  year  on 
November  11,  1970,  at  FM.\  headquarters.  The  purpose  of 
this  meeting  was  to  achieve  approval  of  the  model  hos- 
pital staff  bylaws  and  rules  and  regulations  which  were 
finally  approved  after  many  hours  of  review,  change  and 
diligent  study.  The  need  for  these  model  bylaws  has  al- 
ready been  manifested  and  numerous  copies  sent  out  and 
several  problems  solved  at  the  grass  roots  level  by  the 
use  of  these  bylaws.  This  hopefully  will  obliterate  such 
unpleasant  situations  as  the  one  which  developed  in  Punta 
Gorda. 

The  chairman  attended  meetings  of  the  Board  of 
Governors  in  Jacksonville  and  Ocho  Rios,  Jamaica.  He 
also  attended  a workshop  sponsored  by  the  Commission 
on  Professional  Hospital  .\ctivities  which  dealt  with  com- 
puterization, retrieval  and  storage  of  hospital  data  which 
would  assist  physicians  primarily  in  utilization,  review  and 
an  updating  of  patient  care,  providing  adequate  statistical 


Senator  Barry  A.  Goldwater  speaks  at  FLAMPAC 
luncheon. 
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review  available  through  the  PAS  and  MAT  Programs.  In 
addition,  numerous  minor  problems  were  solved  by  letter 
or  direct  telephone  communication  by  the  chairman  which 
did  not  necessitate  action  by  the  entire  committee. 

Committee  on  Computerization  in  Medicine. — The 
committee  held  one  meeting  on  November  11,  1970,  at  the 
FM.A  headqua  ters  in  Jacksonville.  Following  the  meet- 
ing, the  chairman  met  again  with  Dr.  Phillip  Hampton, 
Mr.  Joel  Krinsky  and  Dr.  Chuck  Mead  to  investigate  the 
possibility  of  a pilot  program  for  computerization  of 
medical  data  and  billing  in  physicians’  offices.  It  was  felt 
by  Dr.  Hampton  that  a program  of  this  type  could  help 
in  data  collection  and  p'ocessing  as  well  as  thi  d party 
interest  in  collecting  medical  information  at  some  savings 
to  the  patient  and  physician.  The  pilot  program  was  to 
be  further  studied  and  outlined  in  writing  by  Dr.  Hamp- 
ton and  Mr.  Krinsky  following  which  it  will  be  considered 
by  the  entire  committee  and  the  Council  on  Medical 
Economics.  Later  another  meeting  was  held  where  this 
problem  was  pursued  further.  The  purpose  of  this  meet- 
ing was  to  discuss  the  feasibility  of  the  proposals  put  forth 
in  the  meeting  of  January  6,  1971,  and  to  also  discuss 
the  development  and  structure  of  a medical  data  collection 
network  in  the  State  of  Florida  with  a view  toward 
developing  a pilot  prog-am. 

It  was  agreed  that  there  was  a need  to  create  an  effec- 
tive health  care  information  system  which  will  reduce 
unneeded  costs  and  increase  the  efficiency  of  health  care 
financing  management  plans.  Furthermore,  this  system 
should  create  a data  base  for  various  uses  in  the  field  of 
medicine.  A series  of  primary,  and  secondary  goals  were 
established  for  the  collection  of  this  data — 

.A — Primary  goals 

1.  To  create  a direct  interface  with  third-party 
payers. 

2.  To  implement  improvement  in  management  of 
third-party  plans,  and  payment  mechanisms. 

3.  To  use  this  data  to  assist  the  physician  with 
his  accounts  receivables  function  if  the  physi- 
cian chose  to  contract  with  the  vendor  of  such 
an  accounts  receivable  package. 

B — Secondary  goals  (made  possible  through  the  use  of 
the  *e-m'nal) 

1.  Create  a centralized  medical  data  bank  with 
real  time  recording  and  recalling  of  patient 
history. 

2.  Inte'face  with  other  computer  aided  medical 
systems. 

The  above  goals  should  be  modular  in  nature — i.e., 
while  fulfulling  the  primary  goal,  the  physician  should  be 
able  to  choose  as  many  of  the  secondary  goals  as  appli- 
cable to  his  mode  of  practice. 

It  would  be  the  function  of  data  collection  center  and 
the  FMA  Committee  on  Computerization  in  Medicine  to 
specify  only  the  needs  of  medicine  in  terms  of  services  and 
information  to  be  collected. 

The  financing  of  such  a data  center  is  at  this  point 
in  time  undeterminable.  It  is,  until  costs  can  be  calculated, 
not  feasible  to  say  whether  or  not  this  data  center  should 
be  run  on  a profit,  non-profit,  or  foundation  basis. 

Control  of  such  a center  will  be  dete-mined  at  such 
a time  as  costs  and  interested  parties  become  available. 

RECOMMENDATIONS 

1.  That  the  Committee  on  Relative  Value 
Studies  be  afforded  continued  support  by 
the  Board  of  Governors  in  completion 
of  the  manual. 

2.  That  the  Committee  on  Relative  Value 
Studies  be  instructed  to  develop  plans  for 
periodic  revision  of  the  manual  as  neces- 
sary to  prevent  obsolescence. 


Report  of 

Board  of  Governors 

Referrals  by  1970  House  of  Delegates 
Pilots  Insurance 

The  Reference  Committee  recommended  that 
the  portion  of  the  Board  of  Governors’  report 
dealing  with  the  referral  by  the  1970  House  of 
Delegates  concerning  participation  in  Association 
insurance  programs  for  private  pilots  be  adopted, 
and  recommended  that  insurance,  where  available, 
should  be  made  known  to  private  pilots  of  the  As- 
sociation upon  request. 

The  recommendation  of  the  Reference  Com- 
mittee was  adopted;  the  report  of  the  Board  of 
Governors  concerning  pilots  insurance  was 
adopted. 

(See  Report  of  Board  of  Governors,  page  46.) 

Resolution  70-14 

Relative  Value  Guide 

The  Reference  Committee  recommended  that 
the  recommendation  of  the  Board  of  Governors 
concerning  Resolution  70-14,  which  was  referred 
to  the  Board  by  the  1970  House  of  Delegates,  be 
adopted. 

The  Board  of  Governors’  recommendation  was 
adopted. 

(See  Report  of  Board  of  Governors,  page  46.) 

Board  Action  No.  1 
Workmen’s  Compensation 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  Action  No.  1,  was  adopted. 

(See  Report  of  Board  of  Governors,  page  46.) 

Board  Action  No.  6 
Florida  Medical  Insurance  Trust 

The  Reference  Committee  recommended  that 
Board  Action  No.  6 be  adopted,  and  recommended 
in  addition  reconsideration  for  any  applicants  who 
did  not  originally  enroll  in  this  program. 

The  Reference  Committee’s  recommendation 
and  Board  Action  No.  6 were  adopted. 

(See  Report  of  Board  of  Governors,  page  46.) 

Board  Action  No.  12 
Amended  Agreement  with  Blue  Shield 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  Action  No.  12  was  adopted. 

(See  Report  of  Board  of  Governors,  page  47.) 
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Board  Action  No.  18 

Withholding  of  Medicare  Payments 
to  Physicians 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  Action  No.  18  was  adopted. 

(See  Report  of  Board  of  Governors,  page  47.) 

Board  Action  No.  21 
Utilization  Review 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  .\ction  No.  21  was  adopted. 

(See  Report  on  Board  of  Governors,  page  47.) 

Board  Action  No.  30 

More  Than  Allowable  Charge 
Resolution  70-10 

The  Reference  Committee  recommended  that 
Board  Action  No.  30  be  adopted,  and  recommend- 
ed further  that  the  Board  of  Governors  make 
available  a statement  which  may  be  used  by  indi- 
vidual physicians  for  patient  information  which 
would  e.xplain  “More  than  .Mlowable  Charge.” 
This  was  believed  necessary  primarily  because  of 
the  delay  in  the  implementation  by  the  Social 
Security  Administration  in  changing  the  objec- 
tionable phrase  “More  Than  Allowable  Charge.” 

The  Reference  Committee’s  recommendation 
was  adopted,  and  Board  .\ction  No.  30  was 
adopted. 

(See  Report  of  Board  of  Governors,  page  48.) 

Board  Action  No.  31 
Physicians  Image  Survey 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  Action  No.  31  was  adopted. 

(See  Report  of  Board  of  Governors,  page  48.) 

Board  Action  No.  32 
Social  Security  Medical  Care  Directives 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  .Action  No.  32  was  adopted. 

(See  Report  of  Board  of  Governors,  page  48.) 

Board  Action  No.  33 
, Outpatient  Insurance  Payments 

Upon  recommendation  of  the  Reference  Com- 
mittee, Board  .Action  No.  33  was  adopted. 

(See  Report  of  Board  of  Governors,  page  48.) 


Board  Action  No.  34  |l 

Blue  Shield  I 

il 

Upon  Recommendation  of  the  Reference  Com-  [ «| 
mittee.  Board  .Action  No.  34  was  adopted.  ' ' 

(See  Report  of  Board  of  Governors,  page  48.)  ► 

Investment  Plan  Committee 

The  Reference  Committee  recommended  that 
the  report  of  the  Investment  Plan  Committee  be  •• 
filed. 

The  Reference  Committee’s  recommendation  i 
was  adopted,  and  the  report  was  filed. 

Ad  Hoc  Committee  on  Workmen’s  Compensation 

The  Reference  Committee  recommended  that 
the  report  of  the  .Ad  Hoc  Committee  on  Work- 
men’s Compensation  be  filed. 

The  Reference  Committee’s  recommendation 
was  adopted,  and  the  report  was  filed. 

Resolution  71-1 
Blue  Shield  Newborn  Care 
Lee-Hendiy,  Okaloosa,  Sarasota  and  Alachua 
County  Medical  Societies 

Resolution  71-5 
Blue  Shield  Newborn  Care 
Marion  County  Medical  Society 

Resolution  71-8 
Newborn  Hospital  Care 
Polk  and  Brevard  County  Medical  Societies 

Resolution  71-18 
Blue  Shield  Newborn  Care 
Duval  County  Medical  Society 

The  Reference  Committee  offered  a substitute 
resolution  for  Resolutions  71-1,  71-5,  71-8,  and 
71-18,  to  be  called  Substitute  Resolution  71-1, 
Blue  Shield  Newborn  Care. 

Substitute  Resolution  71-1  was  adopted. 

Substitute  Resolution  71-1 

Blue  Shield  Newborn  Care 

Whereas,  The  birth  rate  in  Florida  has  been  well 
documented  over  the  years,  and 

Whereas,  The  number  of  newborns  that  are  born  in 
hospitals  is  also  known,  and 

Whereas,  The  physicians  of  the  State  of  Florida  care 
for  these  children  and  constantly  hear  the  complaint  that 
said  physician  ca-e  is  not  covered  by  most  Blue  Shield 
policies,  while  most  other  e.vpenses  of  delivery-  care  are 
covered,  and 

Whe-eas,  such  coverage  for  newborn  is  needed  and 
would  be  in  the  best  interest  of  citizens  of  Florida,  now 
therefore  be  it 

RESOL\'ED,  That  immediately  all  appropriate  Blue 
Shield  and  Blue  Cross  contracts  include  newborn  cover- 
age and  that  this  coverage  be  added  to  appropriate  exist- 
ing contracts. 


76 


VOLUME  58.  NUMBBR  7 


REFERENCE  COMMITTEE  NO.  V 


Resolution  71-10 
Peer  Review 

Broward  County  Medical  Association 
Resolution  71-27 

FMA  Participation  in  PRO  or  PSRO 
Dade  County  Medical  Association 

The  Reference  Committee  offered  a substitute 
resolution  for  Resolutions  71-10  and  71-27,  to  be 
called  Substitute  Resolution  71-10,  Peer  Review. 

Substitute  Resolution  71-10  was  adopted. 

Substitute  Resolution  71-10 

Peer  Review 

Whereas,  The  Florida  Medical  Association  has  long 
endorsed  the  premise  of  Peer  Review  in  all  accredited  hos- 
pitals and  through  county  and  state  medical  associations, 
such  as  tissue  committees,  credentials  committees,  and 
boards  of  censors  and  ethics;  and 

Whereas,  Such  self-discipline  has  assured  the  consumer 
public  of  the  best  possible  care;  and 

Whereas,  Such  committees  have  been  composed  of 
only  physicians,  responsible  to  local  physician  organiza- 
tions which  respect  the  confidentiality  of  medical  records 
and  the  physician-patient  relationship;  and  which  are  so 
flexible  in  design  as  to  meet  local  needs  and  conditions 
and,  also,  exert  functions  of  education  and  internal 
discipline;  therefore,  be  it 

RESOLVED,  That  the  Florida  Medical  Association  is 
unalterably  opposed  to  enactment  of  PSRO-PRO  legisla- 
tion which  fails  to  adhere  to  the  tenets  expressed  above, 
and  be  it  further 

RESOLVED,  That  our  Congressional  representatives 
and  the  American  Medical  Association  be  informed  of  this 
position. 

Resolution  71-11 
Specialty  Representation — 

Hospital  Governing  Boards 

Broward  County  Medical  Association 

The  Reference  Committee  reported  that  the 
intent  of  Resolution  71-11  is  already  policy  of 
this  House  of  Delegates,  as  recorded  in  the  pro- 
ceedings of  the  1969  House  of  Delegates  and  the 
1970  House  of  Delegates,  and  recommended  there- 
fore that  Resolution  71-11  not  be  adopted. 

A substitute  motion  was  made  from  the  floor, 
replacing  the  three  “Resolved”  paragraphs  of  the 
original  resolution  with  one  “Resolved.” 

There  was  discussion;  the  substitute  motion 
was  adopted,  and  Resolution  71-11  was  adopted 
in  the  substitute  form. 

Substitute  Resolution  71-11 

Medical  Staff  Representation — 

Hospital  Governing  Boards 

Whereas,  The  membership  of  the  Florida  Medical  As- 
sociation is  deeply  concerned  with  the  delivery  of  the 
finest  health  care  in  our  hospitals,  be  it 

RESOLVED,  That  the  Florida  Medical  Association 
request,  through  the  American  Medical  Association, 


the  Joint  Commission  on  Accreditation  of  Hospitals 
to  have  as  a requirement  for  accreditation,  when  legally 
permissible,  that  the  medical  staff  be  represented  by  a 
voting  member  or  members  on  the  governing  board  of 
the  hospital. 

Resolution  71-12 
Professional  Liability 
Broward  County  Medical  Association 

The  Reference  Committee  offered  a substitute 
resolution  for  Resolution  71-12. 

Substitute  Resolution  71-12  was  adopted. 

Substitute  Resolution  71-12 

Professional  Liability 

Whereas,  The  Medical  Profession  is  faced  with  one  of 
the  most  serious  crises  of  recent  times  in  the  unbridled 
and  uncontrolled  exposure  of  the  profession  to  liability 
suits,  be  it 

RESOLVED,  That  serious  consideration  be  given  to 
the  organization  of  insurance  coverage  for  all  parties  con- 
cerned, i.e.,  medicine,  dentistry,  nursing,  hospital,  etc.,  by 
the  development  of  an  insurance  organization  based  on 
the  principles  of  a participating  membership  in  the  orga- 
nization, which  has  self-controls,  self-arbitration  and  self- 
discipline  similar  to  that  which  guided  the  development 
of  such  organizations  as  Blue  Cross  and  Blue  Shield.  Be 
it  further 

RESOLVED,  That  the  Florida  Medical  Association 
recommend  to  the  AM.\  House  of  Delegates  that  it 
request  its  Board  of  Trustees  to  establish  a crash  program 
to  gather  all  concerned  parties  who  are  affected  by  this 
adverse  situation,  in  an  effort  to  implement  this  recom- 
mendation. 

Resolution  71-13 
Blue  Shield 

Leon-Wakulla-Jefferson  County  Medical  Society 

Upon  recommendation  of  the  Reference  Com- 
mittee, Resolution  71-1.3  was  adopted. 

Resolution  71-13 

Blue  Shield 

Whereas,  Blue  Shield  of  Florida,  has  for  twenty-five 
years  demonstrated  efficiency  of  performance  in  the 
private  sector  of  health  insurance;  and 

Whereas,  during  this  time  Blue  Shield  has  functioned 
cooperatively  with  the  Florida  Medical  Association;  and 

Whereas,  we  believe  that  it  is  of  great  importance  in 
the  future  for  there  to  be  a close  and  harmonious  working 
relationship  between  Blue  Shield  and  Blue  Cross,  in  the 
administration  of  professional  and  institutional  services 
respectively;  and 

Whereas,  we  believe  that  Blue  Shield  and  Blue  Cross 
are  capable  of  administering  health  care  programs  more 
efficiently  than  could  be  done  by  direct  governmental 
agency  administration;  and 

Whereas,  we  believe  that  it  is  in  the  best  interest  of 
not  only  the  physicians  of  Florida,  but  the  patients  they 
serve,  for  Blue  Shield  to  be  involved  in  the  administration 
of  government  health  programs,  both  present  and  future; 
now  therefore,  be  it 

RESOLVED,  That  members  of  this  House  of  Delegates 
of  the  Florida  Medical  Association  do  hereby  pledge  their 
support  to  the  continuation  of  the  relationship  between 
the  Florida  Medical  Association  and  Blue  Shield  and  do 
hereby  express  their  confidence  in  both  the  Board  of 
Directors  and  the  Executive  Staff  of  Blue  Shield  of 
Florida. 
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Resolution  71-16 

Health  Maintenance  Organization 
Volusia  County  Medical  Society 

The  Reference  Committee  recommended  that 
Resolution  71-16  be  adopted,  and  further  recom- 
mended that  the  Board  of  Governors  form  a com- 
mittee to  implement  the  intent  of  the  resolution. 

There  was  considerable  discussion,  and  a mo- 
tion to  refer  the  resolution  to  the  Board  of  Gov- 
ernors was  adopted. 

Resolution  7 1 - 1 6 

[Not  Adopted — Referred  to  Board  of 
Governors] 

Health  Maintenance  Organizations 

Whereas,  There  has  been  for  the  past  several  years,  an 
increasing  concern  and  demand  for  a reorganization  of  the 
delivery  of  health  care  services,  and 

Whereas,  President  Nixon,  in  his  recent  special  message 
on  health  delivered  to  the  Congress,  advocated  the  need 
for  a greater  development  of  a specific  method  of  deliver- 
ing health  services,  and 

Whereas,  The  Department  of  Health,  Education  and 
Welfare  has  already  committed  itself  to  a substantial 
expenditure  to  provide  assistance  and  encouragement  for 
the  establishment  and  expansion  of  Health  Maintenance 
Organizations,  and 

Whereas,  .An  Health  Maintenance  Organization  is  an 
organized  system  of  health  care  which  accepts  the  respon- 
sibility to  provide  or  otherwise  assure  the  delivery  of  an 
agreed  upon  set  of  comprehensive  health  maintenance  and 
treatment  services  for  a voluntarily  enrolled  group  of 
persons  in  a defined  geographic  area  and  is  reimbursed 
through  a pre-negotiated  and  fixed  periodic  payment  made 
by  or  on  behalf  of  each  person  or  family  unit  enrolled 
in  the  plan,  and 

Whereas,  It  is  anticipated,  in  the  State  of  Florida,  that 
a tremendous  population  increase  of  all  age  groups,  as  well 
as  a greatly  expanded  tourist  industry,  will  severely  tax 
an  already  overburdened  health  delivery  system,  and 

Whereas,  Volusia  County  is  certainly  one  of  those 
areas  which  especially  fulfills  the  geographical  and  enroll- 
ment criteria  for  development  of  an  Health  Maintenance 
Organization,  and  some  members  of  the  Volusia  County 
Medical  Society  wish  to  explore  the  possibility  for  imple- 
mentation of  an  Health  Maintenance  Organization,  there- 
fore be  it 

RESOLVED,  That  the  Florida  Medical  Association 
express  its  agreement  with  the  concept  of  a need  for  some 
changes  in  the  delivery  of  health  care  services,  and  that 
the  Florida  Medical  Association  provide  ethical  guidelines 
consistent  with  legal  aspects  where  appropriate  and  per- 
tinent. 

Resolution  71-17 
Medicaid 

Duval  County  Medical  Society 

The  Reference  Committee  recommended 
amendment  of  Resolution  71-17,  by  the  addition 
to  the  end  of  the  first  “Resolved”  the  phrase  “and 
punitive  to  the  indigent  due  to  the  effect  of  driv- 
ing physicians  from  predominantly  indigent 
areas,”  and  by  the  deletion  of  the  entire  second 
“Resolved.” 

The  amendment  was  adopted;  Resolution 
71-17  was  adopted  as  amended. 


Resolution  7 1 - 1 7 1 1 

I 

Medicaid  i 

Whereas,  The  Florida  Medical  Association  encouraged  | ■ 
its  membership  to  participate  in  the  Medicaid  Program  I 
at  its  inception  in  January  1970,  as  a show  of  good  faith, , 
despite  apparent  inadequate  funding;  and 

Whereas,  The  Legislature  of  the  State  of  Florida  in  I 
special  session  in  1971,  did  appropriate  emergency  funds 
for  this  program,  and 

Whereas,  The  budgetary  department,  despite  the  in-  ! 
creased  funding,  has  arbitrarily  continued  to  reimburse 
Florida  physicians  at  a rate  of  60%  of  the  75th  percentile  I 
of  their  usual  and  customary  fee,  therefore  be  it,  i 

RESOLVED,  That  this  association  condemn  the  policy  i 
of  reimbursement  at  any  level  less  than  the  other  services  ’ 
are  reimbursed  as  discriminatory  to  the  physicians  of 
Florida  and  punitive  to  the  indigent  due  to  the  effect  of 
driving  physicians  from  predominantly  indigent  areas. 

Resolution  71-19 
Blue  Shield  Fee  Allowances 
Dade  County  Medical  Association 

The  Reference  Committee  recommended  that 
the  last  phrase  of  the  last  paragraph  of  the  res- 
olution, “and  for  Blue  Shield  to  immediately  desist 
from  calling  itself  the  Doctors’  Plan”  be  deleted. 

The  amendment  was  adopted;  Resolution 
71-1'*  was  adopted  as  amended. 

Resolution  7 1 - 1 9 

Blue  Shield  Fee  Allowances 

Whereas,  Blue  Shield  advertises  as  the  Doctors  Plan 
and  in  so  doing  implies  to  the  patient  that  whatever  fee 
Blue  Shield  arbitrarily  sets  is  proper  by  virtue  of  its  be- 
ing the  Doctors  Plan,  and 

Whereas,  There  is  now  much  doubt  that  Blue  Shield  is  . 
conducting  its  business  in  a manner  acceptable  to  the 
majority  of  physicians,  and 

Whereas,  Blue  Shield  writes  to  patients  that  fee  al- 
lowances by  Blue  Shield  are  reasonable  and  customary  and 
in  so  doing  infers  to  the  patient  that  a higher  fee  is 
automatically  unreasonable,  and 

Whereas,  Blue  Shield  has  informed  physicians  repeated- 
ly that  this  unnecessary  and  malicious  policy  would  be 
stopped  at  once;  however.  Blue  Shield  has  persisted  in 
disrupting  the  doctor-patient  relationship  and  damaging 
the  physician’s  reputation  by  implying  that  a doctor  has 
over-charged  when  a court  of  law  is  actually  the  only 
party  to  make  such  determination,  now  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  Association  and 
the  American  Medical  Association  take  the  necessary  steps 
for  Blue  Shield  to  stop  these  practices  at  once. 

Resolution  71-21 

UnL'orm  System  of  Coding  and  Nomenclature 
Robert  E.  Raborn,  Delegate 

T.Jie  Reference  Committee  recommended  an 
amendment  in  Resolution  71-21,  by  changing  in 
the  first  paragraph  the  words  “System  of  Coding 
and  Nomenclature”  to  “Current  Procedural  Ter- 
minology.” 

The  amendment  was  adopted;  Resolution 
71-21  was  adopted  as  amended. 
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I Resolution  71-21 

I Unii’orm  System  of  Coding  and  Nomenclature 

■ I Whereas,  The  1970  Florida  Medical  Association  House 
' lot  Delegates  instructed  Blue  Shield  of  Florida  to  adopt 
' 'the  .A.il.'V  Current  Procedural  Terminology,  second  edition, 
as  the  universal  system  for  description  of  medical  services, 
and 

Whereas,  Blue  Shield  of  Florida  has  not  implemented 
the  above  resolution,  70-28,  and,  furthermore,  has  no  sys- 
tem of  coding  non-surgical  medical  procedures,  and 

Whereas,  The  National  Association  of  Blue  Shield 
I Plans  now  approves  the  American  Medical  Association’s 
' Current  Procedural  Terminologj-  for  local  plan  require- 
ments, now  therefore  be  it 

RESOLVED,  That  the  1971  Florida  Medical  Associa- 
‘ tion  House  of  Delegates  reaffirms  the  Resolution  70-28 
and  again  instructs  Blue  Shield  of  Florida  to  adopt  the 
.American  Medical  Association’s  Current  Procedural 
Terminology,  second  edition,  as  the  universal  system  for 
description  of  medical  services. 

Resolution  71-23 
Peer  Review  Procedure 
Dade  County  Medical  Association 

The  Reference  Committee  reported  that  it  had 
I been  brought  out  in  the  Committee’s  hearing  that 
statistically  valid  sampling  referred  to  originally 
' in  this  resolution  is  currently  being  obtained.  It 
was  the  Committee’s  opinion  that  once  the  back- 
log (dating  from  1966)  of  peer  review  cases  is 
caught  up,  only  a few’  cases  will  remain  for  review 
beyond  one  year’s  time.  It  w’as  also  the  Commit- 
tee’s opinion  that  appropriate  channels  as  called 
for  in  the  resolution  exist  at  the  present  time  and 
are  being  utilized. 

Therefore,  the  Reference  Committee  recom- 
mended that  Resolution  71-23  not  be  adopted. 
Resolution  71-23  was  not  adopted. 

Resolution  71-24 
Medicare  Program  Benefits 
Dade  County  Medical  Association 

The  Reference  Committee  recommended  that 
Resolution  71-24,  Medicare  Program  Benefits, 
be  referred  to  the  Board  of  Governors. 

The  recommendation  of  the  Reference  Com- 
mittee was  adopted,  and  Resolution  71-24  w’as 
referred  to  the  Board  of  Governors. 

Resolution  71-24 

|XoT  Adopted — Referred  to  Board  of 
Governors] 

Medicare  Program  Benefits 

Whereas,  Under  Medicare  Part  B of  the  Social  Secur- 
ity ,\ct.  Insurance  Companies,  Corporations  and  Individ- 
uals who  have  incurred  medical  bill  responsibility  as  a 
result  of  liability  can  have  these  paid  by  Medicare,  and 
W'hereas,  This  Medicare  program  should  be  utilized 
for  those  eligible  for  its  benefits  and  not  for  relief  of 


defendant  Carriers,  Corporations  or  Individuals,  and 

Whereas,  People  provided  for  under  various  Workmen’s 
Compensation  Laws  are  not  eligible  for  Medicare  benefits, 
therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .Association  go 
on  record  favoring  immediate  plugging  this  inequitous 
loophole  in  the  Medicare  Law  which  permits  such  as  men- 
tioned from  escaping  their  due  responsibility  when  liable, 
and  be  it  further 

RESOLVED,  That  the  Senators  and  Congressmen  from 
the  State  of  Florida  be  promptly  informed  of  the  sense 
of  this  resolution  so  that  legislative  action  may  be  initiated 
for  preventing  this  drain  on  the  Medicare  program. 

Resolution  71-25 

Medicare:  Ostomy  Irrigation  Equipment 
Dade  County  Medical  Association 

The  Reference  Committee  recommended  that 
Resolution  71-25  be  referred  to  the  Board  of  Gov- 
ernors for  referral  to  the  proper  study  committee. 

The  recommendation  of  the  Reference  Com- 
mittee was  adopted;  Resolution  71-25  was  referred 
to  the  Board  of  Governors. 

Resolution  71-25 

[Not  .Adopted — Referred  to  the  Board  of 
Governors ] 

Medicare:  Ostomy  Irrigation  Equipment 

Whereas,  The  Medicare  law  does  not  reimburse  ostomy 
patients  for  irrigation  equipment  necessary  in  the  manage- 
ment of  ostomies,  and 

Whereas,  The  Medicare  law  apparently  classifies  these 
as  medical  supplies  not  covered  under  the  Medicare  pro- 
gram when  purchased  by  the  beneficiary  from  a supplier, 
and 

W'hereas,  This  oversight  deserves  correction,  permitting 
refund  to  the  patients  for  these  necessary  medical  ex- 
penses; now'  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .Association 
make  such  a recommendation  to  the  .American  Medical 
.Association  and  to  the  United  States  Legislature  that 
irrigation  equipment  for  ostomies  be  reimbursed  by 
Medicare. 

Resolution  71-26 

Punitive  Measures  Against  Members 
Dade  County  Medical  Association 

I'he  Reference  Committee  reported  that  it  had 
found  Resolution  71-26  unclear  and  not  self-ex- 
planatory, and  furthermore,  that  no  testimony  or 
discussion  was  presented  to  the  Committee  to 
assist  in  its  deliberations.  Therefore,  the  Refer- 
ence Committee  recommended  that  Resolution 
71-26  not  be  adopted. 

Resolution  71-26  was  not  adopted. 

Dr.  Cooke:  “Mr.  Speaker,  I wish  at  this  time 
to  e.xpress  my  gratitude  to  the  members  of  the 
Committee  for  their  patience  and  perspective: 
Drs.  James  R.  Forlaw’,  Joseph  .A.  Ezzo,  William 
W.  O’Connell,  and  Louis  P.  Brady;  and  our  many 
thanks  to  our  secretary,  Mary  Tai  White,  for  a job 
well  done. 
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Mrs.  Spanjers  presents  a check  to  Dr.  Eugene  G.  Peek 
Jr.  from  the  proceeds  of  the  Woman’s  Auxiliary  Bou- 
tique for  the  Auxiliary  special  fund  in  the  Florida 
Medical  Foundation. 


“I  move  that  the  report  of  Reference  Commit- 
tee Xo.  be  adopted  as  a whole  as  amended.” 

The  motion  carried.  “^Ir.  Speaker,  this  com- 
pletes the  report  of  Reference  Committee  Xo. 

The  Speaker  recognized  Mrs.  Arnold  J.  Span- 
jers, President  of  the  Woman’s  Auxiliary  to  the 
Florida  IMedical  Association. 

Mrs.  Spanjers  stated  that  the  Association’s 
Executive  Committee  had  given  specific  direction 
for  projects  to  which  it  wished  the  Auxiliary  to 
give  attention  during  the  year.  Among  these  were 
raising  funds  for  the  Florida  ^ledical  Foundation 
and  assistance  with  the  development  of  the  His- 
tory of  IMedicine  ^luseum  at  St.  Augustine. 

Mrs.  Spanjers  presented  to  Dr.  Peek,  Presi- 
dent of  the  Florida  IMedical  Foundation,  a check 
for  over  $500,  representing  receipts  from  the 
“Boutique”  held  during  the  annual  meeting,  for 
the  Auxiliary’s  fund  for  destitute  physicians  and 
their  families. 

To  Dr.  Cook,  as  President  of  the  FIMA,  Mrs. 
Spanjers  presented  a check  in  the  amount  of 
$525,  proceeds  from  the  54  entries  in  the  Art 
Show,  for  the  Historj^  of  Medicine  Museum. 

Elections 

President-Elect 

The  Speaker  opened  the  floor  for  nominations 
for  the  office  of  President-Elect  of  the  Association 
for  1971-72. 


Dr.  Jack  A.  MaCris,  Pinellas  County,  placed  < 
in  nomination  the  name  of  Dr.  William  J.  Dean,  ! 
of  St.  Petersburg. 

Dr.  Dean’s  nomination  was  seconded  by  Dr. 
John  Rush,  Duval;  Dr.  William  Trice,  Hillsbor- 
ough; Dr.  W.  Dean  Steward,  Orange;  and  Dr.  W. 
Merrill  Wilhoit,  Escambia. 

Dr.  Donald  IMarion,  Dade  County,  placed  in 
nomination  the  name  of  Dr.  Richard  M.  Fleming 
of  IMiami. 

Dr.  Fleming’s  nomination  was  seconded  by  Dr. 
Lockland  Tyler,  Escambia;  Dr.  Emmet  Ferguson. 
Duval;  Dr.  Russell  Carson,  Broward;  Dr.  Carl 
Andrews,  Palm  Beach;  and  Dr.  William  C.  Rob- 
erts, Bay. 

Xominations  were  closed,  and  the  vote  was  by 
secret  ballot  with  the  Credentials  Committee  serv- 
ing as  tellers  for  the  House. 

The  Speaker  announced  that  Dr.  Dean  had 
been  elected  President-Elect.  Dr.  Dean  was  escort- 
ed to  the  rostrum  by  Dr.  Jack  MaCris  and  Dr. 
Rowland  Wood. 


Dr.  William  J.  Dean,  newly-elerted  President-Elect, 
being  escorted  to  the  rostrum  by  Drs.  Jack  A.  MaCris 
and  Rowland  E.  Wood. 
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Dr.  Dean:  “Thank  you  very  much.  I will  do 
my  best  to  carry  out  the  wishes  of  this  body.” 

Vice-President 

The  floor  was  opened  for  nominations  for  the 
: office  of  Vice  President. 

Dr.  Robert  J.  Brennan,  Broward  County, 
nominated  Dr.  Ray  E.  Murphy  Jr.  The  nomina- 
tion was  seconded  by  Dr.  Clyde  Collins,  Duval, 
and  Dr.  Robert  Lee,  Dade. 

There  were  no  further  nominations;  the  Secre- 
tary was  instructed  to  ca.‘^t  a unanimous  ballot 
for  Dr.  Murphy. 

Speaker  of  the  House 

President  Cook  assumed  the  chair  and  opened 
the  floor  for  nominations  for  the  office  of  Speaker 
of  the  House. 

Dr.  David  Hubbell,  Pinellas  County,  nomi- 
nated Dr.  Charles  K.  Donegan,  St.  Petersburg. 
The  nomination  was  seconded  by  Dr.  Wilhoit, 
Escambia  and  Dr.  Trice,  Hillsborough. 

Nominations  were  closed  and  a unanimous 
ballot  cast  for  Dr.  Donegan. 

Vice  Speaker 

Nominations  for  the  office  of  Vflce  Speaker 
were  called  for. 

Dr.  Vincent  Corso,  Dade  County,  nominated 
Dr.  Franklin  J.  Evans,  Coral  Gables.  The  nomi- 
nation was  seconded;  nominations  were  closed  and 
a unanimous  ballot  cast  for  Dr.  Evans. 

Secretary-Treasurer 

The  Speaker  called  for  nominations  for  the 
office  of  Secretary-Treasurer. 

Dr.  Harry  Reinstine,  Duval  County,  nomi- 
nated Dr.  James  W.  Walker,  Jacksonville,  for  re- 
election  as  Secretary-Treasurer. 

The  nomination  was  seconded  by  Dr.  James 
Stem,  Pinellas  County;  nominations  were  closed 
and  a unanimous  ballot  cast  for  Dr.  Walker. 

Judicial  Council 

The  Speaker  called  to  the  House’s  attention 
that  the  By-Laws  which  would  go  into  effect  at 
the  close  of  this  session  required  that  members  of 
the  Judicial  Council  be  elected  by  the  House  of 
Delegates  upon  nominations  by  the  Board  of  Gov- 
ernors. He  announced  that  under  this  new  require- 
ment, those  nominated  must  have  been  members 
of  the  Association  for  at  least  ten  years  and  their 
nomination  must  carry  the  concurrence  of  their 
county  medical  societies. 


The  Board  of  Governors’  nominations  for  elec- 
tion to  the  Judicial  Council,  to  be  effective  upon 
adjournment  of  this  House  of  Delegates  in  com- 
pliance with  the  By-Laws  which  will  become  effec- 
tive at  the  same  time,  were  read,  and  were  elected 
by  unanimous  vote  of  the  House: 

Vincent  P.  Corso,  M.D.,  At  Large  (Five  year  term) 
1976 

William  W.  Thompson,  M.D.,  A (Four  year  term) 
1975 

James  A.  Winslow  Jr.,  M.D.,  B (Three  year  term) 
1974 

John  J.  Cheleden,  M.D.,  C (Two  year  term)  1973 

Xelson  Zivitz,  M.D.,  D (One  year  term)  1972 

AMA  Delegates 

The  Speaker  called  for  nominations  for  election 
of  AMA  Delegates  and  alternates  for  two  year 
terms  beginning  January  1,  1972,  and  e.\piring 
December  31,  1973. 

The  first  vacancy  for  .AMA  Delegate  was  for 
the  expiring  term  of  Dr.  Robert  E.  Zellner.  Dr. 
Paul  Harding  of  Orange  County  nominated  Dr. 
Zellner  for  re-election  to  this  position.  The  nomi- 
nation was  seconded  by  Dr.  Rowland  Wood  of 
Pinellas  County.  Nominations  were  closed,  and 
Dr.  Zellner  was  unanimously  re-elected. 

It  was  announced  that  the  current  alternate 
Dr.  Ralph  Jack,  did  not  wish  re-election;  and  the 
Speaker  called  for  nominations  for  the  position  of 
alternate  AMA  delegate  for  Dr.  Zellner.  Dr. 
Arthur  Wood  of  Dade  County  nominated  Dr. 
James  T.  Cook  for  alternate  delegate.  The  nomi- 
nation was  seconded  by  Dr.  Frederick  Andrews 
of  Lake  County  and  Dr.  Herbert  Brooks  of  Pan- 
handle Society.  Nominations  were  closed,  and  Dr. 
Cook  was  unanimously  elected. 

The  second  AMA  delegate  vacancy  was  for 
the  expiring  term  of  Dr.  Burns  A.  Dobbins.  Dr. 
Paul  Gutman  of  Broward  County  nominated  Dr. 
Dobbins  for  re-election.  The  nomination  was  sec- 
onded by  Dr.  Maximilian  Crispin,  of  Palm  Beach 
and  Dr.  William  W.  Thompson  of  Okaloosa. 
Nominations  closed  and  Dr.  Dobbins  was  unani- 
mously re-elected. 

The  Speaker  called  for  nominations  for  alter- 
nate for  Dr.  Dobbins.  Dr.  William  Straight  of 
Dade  County  nominated  Dr.  Eugene  G.  Peek  Jr. 
for  re-election  as  alternate;  a unanimous  ballot 
was  cast  for  Dr.  Peek. 

The  Speaker  called  for  nominations  for  a new 
sixth  AMA  delegate,  to  serve  for  the  remainder  of 
the  current  calendar  year.  May  9 through  Decem- 
ber 31,  1971,  to  which  the  FMA  had  become  en- 
titled on  January  1,  1971,  when  its  membership 
in  the  AMA  exceeded  5,000. 
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Dr.  Thad  Moseley,  Duval  County,  placed  in 
nomination  the  name  of  Dr.  Rufus  Broadaway, 
of  Miami.  The  nomination  was  seconded  by  Dr. 
Francis  C.  Coleman,  Hillsborough;  Dr.  Richard 
C.  Clay,  Dade,  and  Dr.  J.  Gerard  Converse,  Polk. 
Nominations  were  closed,  and  Dr.  Broadaway  w’as 
unanimously  elected. 

The  Speaker  asked  for  nominations  for  alter- 
nate delegate  for  Dr.  Broadaway. 

Dr.  Louis  Murray,  Orange  County,  nominated 
Dr.  Thomas  B.  Thames,  of  Orlando,  for  the  posi- 
tion of  Dr.  Broadaway’s  alternate.  Dr.  Thames’ 
nomination  was  seconded  by  Dr.  Donald  Nikolaus, 
Pinellas  County  and  Dr.  Henry  Harrell,  Marion 
County. 

Dr.  Philip  Phillips,  Escambia  County,  nomi- 


Dr.  Cook  welcomes  Senator  Barry  A.  Goldwater, 
FLAMPAC  guest  speaker. 


nated  Dr.  Charles  J.  Kahn,  Pensacola,  for  the| 
position  of  Dr.  Broadaway’s  alternate.  The  nomi-i 
nation  was  seconded  by  Dr.  Murray  Schechter, 
Dade  County. 

Nominations  were  closed,  and  by  secret  ballot. 
Dr.  Thomas  Thames  was  elected  as  alternate  .AM.A 
delegate  for  Dr.  Broadaway. 

The  floor  was  opened  for  nominations  for  the 
alternate  for  Dr.  Jere  Annis,  which  was  left  vacant 
when  Dr.  Broadaway  was  elected  as  .AMA  dele- 
gate. 

Dr.  Samuel  Hibbs,  Hillsborough  County,  nomi- 
nated Dr.  Richard  G.  Connar  to  complete  the 
unexpired  alternate  term.  The  nomination  was 
seconded  by  Dr.  Thomas  M.  Caswall,  Polk  Coun- 
ty, Dr.  Hubbell  and  Dr.  Murray. 

Dr.  Murray  Schechter,  Dade  County,  nomi- 
nated Dr.  Charles  J.  Kahn  to  the  alternate  posi- 
tion. 

Nominations  were  closed,  and  by  secret  ballot. 
Dr.  Richard  G.  Connar  was  elected  as  alternate 
delegate  for  Dr.  Annis,  to  complete  the  term  ex- 
piring December  31,  1972. 

By  unanimous  vote  of  the  House,  the  terms 
of  Dr.  Broadaway  and  Dr.  Thames  as  AMA  dele- 
gate and  alternate  delegate  were  extended  to  a 
full  two-year  term  beginning  January  1,  1972  and 
expiring  December  31,  1973,  provided  the  FM.A 
is  still  entitled  to  six  delegates  to  the  AMA  during 
those  years. 


Dr.  Hurt  presenting  Mrs.  Cook  with  Dr.  Cook’s  photograph. 
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Dr.  Hurt  receives  the  President’s  plaque  from  Dr.  Cook. 


Committee  on  Membership  and  Discipline 
The  Speaker  referred  the  House  to  the  nomi- 
nations for  election  to  the  Committee  on  Mem- 
bership and  Discipline  as  submitted  by  the  Board 
of  Governors  in  its  report,  and  asked  for  addi- 
tional nominations  from  the  floor. 

There  were  no  additional  nominations;  the 
nominees  submitted  by  the  Board  of  Governors 
were  unanimously  elected  to  the  Committee  on 
Membership  and  Discipline  (See  report  of  Board 
of  Governors,  page  48.) 


Dr.  Cook  receives  the  Past  President’s  pin  from  Dr. 
Hurt. 


Installation  of  Officers 

Dr.  Cook  presented  the  President’s  Gavel  and 
Certificate  to  Dr.  Hurt,  incoming  President. 

Dr.  Hurt  presented  Dr.  Cook  with  the  Past 
President’s  pin,  and  asked  Mrs.  Cook  to  come  to 
the  rostrum.  “I  felt  this  should  have  been  given 
to  you  last  year,  Lillian,  so  you  would  have  it 
while  he  was  away  so  much  during  the  year,”  Dr. 
Hurt  told  Mrs.  Cook,  presenting  her  with  the 
portrait  of  Dr.  Cook  which  had  hung  in  the  Board 
Room  at  the  FMA  headquarters  office  during  the 
past  year. 

Mrs.  Emmet  F.  Ferguson  Jr.,  President  of  the 
Woman’s  Auxiliary  to  the  Duval  County  Medical 
Society,  was  recognized  and  presented  a red  car- 
nation to  Dr.  Hurt,  “as  a token  of  our  pride  in 
your  being  President  and  our  gratitude  for  all 
your  help.” 

Dr.  Cook  introduced  his  family:  His  wife, 

Lillian;  his  son  and  wife.  Dr.  and  Mrs.  James  T. 
Cook  HI;  his  daughter  and  husband,  Mr.  and 
Mrs.  Frank  E.  Bowers;  his  daughters,  Lillianette 
and  Carol;  his  mother,  Mrs.  James  T.  Cook  Sr., 
and  his  office  nurse,  Mrs.  Hamilton. 

Dr.  Hurt  introduced  his  wife,  Veronna. 

Dr.  Hurt:  “The  policy  of  the  Florida  Medical 
Association  is  set  by  the  House  of  Delegates.  The 
Board  and  I will,  in  the  coming  year,  attempt  to 
do  everything  you  have  asked  us  to  do.  We  will 
need  help,  and  I have  excellent  committees  and 
councils  appointed.  Please  let  us  know  if  there  is 
anything  we  can  do  for  you.” 

The  Speaker  read  a telegram  from  Dr.  Evans, 
\’icc  Speaker,  thanking  the  House  for  its  expres- 
sion of  good  wishes  in  his  illness. 

Dr.  Hurt  announced  the  membership  of  the 
new  Board  of  Governors  to  serve  during  the  com- 
ing year,  and  announced  the  Board’s  meeting  im- 
mediately upon  adjournment  of  the  House. 

The  1971  House  of  Delegates  adjourned  at 
11:20  a.m. 
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President,  Woman’s  Auxiliary  to  the  FMA,  Speaks 


Mr.  Speaker,  Mr.  President,  Mr.  Executive 
\'ice  President,  members  and  guests:  You  know, 
Pve  known  for  a long  time  that  I would  address 
this  august  body  at  sometime  during  the  conven- 
tion and  it’s  a very  unique  privilege  for  a woman. 
It’s  one  not  given  to  many.  So  in  thinking  about 
coming  to  you  today,  knowing  that  I would  have  a 
captive  audience  of  males,  be  the  envy  of  every 
woman  at  this  convention,  I wanted  to  bring  you 
a message  that  would  mean  something  or  some 
worthy  thoughts  that  I might  leave  you  with. 

I was  asked  to  keep  my  remarks  brief  and  this 
is  very  difficult  because,  number  one,  I’m  a wom- 
an, but  most  important  of  all  I want  to  convey  to 
you  the  love  and  the  devotion  of  3,000  outstand- 
ing women  in  the  State  of  Florida.  I could  demon- 
strate this  devotion  by  telling  you  of  the  many 
wonderful  things  that  they  have  done  in  your 
name  but  time  is  of  the  essence  and  if  you  want 
to  know  about  them  we’ll  happily  give  you  a con- 
vention reports  book.  I rather  feel  that  I have 
the  responsibility  to  stand  before  you  and  bring 
you  some  of  our  philosophy.  I would  rather  stand 
here  today  and  tell  you  of  what  I think  our  re- 
sponsibility is  to  each  other — man  to  woman,  doc- 
tor-husband to  doctor’s-wife,  members  of  the  Flor- 
ida Medical  Association  to  its  Auxiliary. 

You  know  this  is  a wild  and  kooky  world  we’re 
living  in.  Years  ago,  a woman  definitely  had  her 
place,  and  so  did  the  man.  The  niceties  of  open- 
ing the  door  for  her,  guiding  her  gently  by  the 
arm  or  just  plain  taking  care  of  her  have  left  us 
in  this  busy,  hectic  pace  we  now  maintain.  Oh, 
we  still  like  our  freedom,  but  there  never  will  re- 
place between  a man  and  woman,  the  feeling  of 
the  man  being  upper  and  the  woman  just  one  step 
below;  and,  gentlemen,  no  matter  what  the  Wom- 
en’s Lib  say  we  really  like  it  that  way. 

As  for  the  relationship  between  doctor-husband 
and  doctor’s-wife,  I think  of  all  the  marriages  on 
earth — this  is  perhaps  one  of  the  most  trying,  one 
of  the  most  difficult.  So  often  you  find  us  the 
plumbers,  the  gardeners,  and  certainly  we’re  the 
chauffeurs  with  the  children.  Too  often,  much  too 
often,  we’re  the  sole  disciplinarians,  and  too  often 
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you’re  away  from  home  when  you’re  really  needed  I V 
there,  but  this  is  because  of  the  nature  of  your' 
art  of  healing  and  it’s  no  one’s  fault.  You  chose 
to  go  this  route;  and  we  chose  to  go  it  with  you,  q 
and  as  a result  we  bear  these  added  responsibil- . ^ 
ities  happily.  \ 

As  far  as  the  FMA  and  the  Woman’s  Auxiliary  | ^ 
is  concerned,  we  think  you’ve  finally  awakened  < 
to  the  fact  that,  man,  we’re  alive,  and  that  we  . 
can  do  lots  for  you.  We  think  you  owe  us  recogni-  \ 
tion.  We  think  you  owe  us  a chance  to  stand  by  ’ 
your  side  in  medicine’s  struggle  to  remain  free,  i 
We  think  you  owe  us  the  information  on  commu-  1 
nity  health  problems  because  you’re  really  too 
busy  to  take  care  of  them  by  yourselves;  and  too  I 
long  community  health  problems  have  been  taken  i 
care  of  by  others  than  the  medical  profession.  ( 
Long  ago  you  should  have  sent  us  out  to  work  for  i 
you.  You’ve  done  it  of  late,  and  I think  you 
realize  what  a good  job  we’ve  done  for  you  and 
what  good  public  relations  we  are. 

Our  responsibility  in  all  three  areas  is  to  love 
you,  to  love  your  profession,  and  to  stand  tall  for 
it  and  I rather  think  it  is  our  position  to  stand  up 
and  fight  for  you  in  a hostile  world  that  is  trying 
to  downgrade  you  and  your  profession;  and,  I 
think  if  you  will  listen  just  once,  you  will  know  | 
that  we  have  been  doing  just  that. 

In  an  earlier  speech  I made  a statement  and 
a friend,  a very  dear  friend,  said,  “Bennie,  tell  it  i 
again,”  so  I’m  going  to:  You  know  you’ve  made  | 
us  number  one  in  your  lives  by  marrying  us.  At 
home,  there  is  nothing  you  don’t  discuss  with  us. 
You  place  your  most  precious  commodity,  your  ' 
children,  in  our  hands  to  raise,  and  you  ask  and 
seek  our  advice  freely.  But — get  us  together  here 
as  an  auxiliary,  and  heavenly  days,  all  of  a sudden 
j'ou’d  think  we  have  bubonic  plague.  Why,  you 
wouldn’t  touch  us  with  a ten  foot  pole!  Oh,  you 
congratulate  us  on  our  little  projects,  pat  us  on  the 
‘you  know  where’;  and  then  hope  and  pray  we’ll 
disappear.  But  you  know  we’re  not  going  to  be- 
cause we  think  you  really  need  us;  and  I don’t 
think  for  once  that  you  really  want  us  to  go  away. 

So  I see  the  relationship  between  the  medical  so- 
cieties and  the  auxiliaries  of  the  state  growing 
closer  and  closer  and  all  I can  say,  gentlemen,  is, 

I think  we’ve  had  a love  affair. 
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We  had  a love  affair  going  individually,  now 
we  have  a love  affair  going  together,  for  you  know 
where  to  go  for  help,  and  believe  me  doctors,  no 
one  is  more  on  your  side  than  the  auxiliaries  in 
the  State  of  Florida. 

Now  I must  leave  you.  From  all  of  us  we  wish 
vou  a well-run,  a fun-filled  convention,  an  orderly 
and  a happy  House  of  Delegates. 

You  know  for  once  we  have  something  very 
controversial  to  bring  before  our  house — we  want 
to  raise  the  dues.  And  my  last  and  my  only 
request  of  you,  gentlemen,  is  go  on  back  to  your 
rooms  and  tell  those  delegates  who  are  coming  to 
our  convention  to  raise  them. 

Gentlemen,  my  blessings  and  my  greetings 
from  all  the  3,000  members  of  the  Florida  Medical 
Auxiliary. 

Thank  you. 

Bennie  Spanjers  (AIrs.  Arnold  J.) 

Winter  Haven 


Bennie  Spanjers  (Mrs.  Arnold  J.)  presents  President’s 
pin  to  Mrs.  Wesley  S.  Nock,  newly-inaugurated  Presi- 
dent, Woman’s  Auxiliary  to  the  FMA. 


(From  left  to  right)  Mary  Ann  Mathews  (Mrs.  W.  H.),  Jacksonville;  Ruth  Henderson  (Mrs.  C.  Brooks),  Ocala; 
Ann  Murphy  (Mrs.  Ray  E.),  Pompano  Beach;  Necie  Olsen  (Mrs.  Julian  Jr.),  Gulf  Breeze;  Barbara  Hoff  (Mrs. 
Theodore),  Orlando;  Bonnie  Glotfelty  (Mrs.  John  W.),  Lakeland.  These  costumes  represent  a few  of  the 
many  projects  individual  counties  worked  many  long  and  productive  hours  on. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  j 


wsoduur 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretic 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  sever' 
investigators'^*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  det\ 
onstrated  both  by  objective  measurement'’*  and  observation  of  clinical  improvements 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascul 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebi! 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterij 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  irj 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautionj 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imir^ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  p:j 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detaj 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clai 
son,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  ! 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R.:  Angiology  75:82-87 
(Feb.)  1964.  uABORATORie 
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DADE  COUNTY  MEDICAL  ASSOCIATION 

Travel  Medical  Seminar  for  all  Members  and  Families  of 

FLORIDA  MEDICAL  ASSOCIATION 

MEDITERRANEAN  ADVENTURE 
AIR/SEA  CRUISE 
LEAVES 

DEPARTING  MIAMI  — SEPTEMBER  7,  1971 


Here  is  an  exciting  new  travel  value  never  be- 
fore offered;  two  weeks  of  discovery  in  the 
Mediterranean  and  Greek  Isles ...  from  $895 
complete. 

Fly  direct  to  the  sunny  Mediterranean  by  pri- 
vate chartered  jet  and  board  your  spacious 
floating  hotel.  The  cruise  liner,  CARMANIA, 
with  the  great  Cunard  tradition  of  flawless 
British  service,  has  been  exclusively  chartered 
forthis  cruise. 


Cruise  to  the  French  Riviera,  Naples.  Sily, 
Malta,  Turkey,  the  Greek  Isies  and  Athens. 

Your  Mediterranean  Adventure  Air/_ea 
Cruise  features  direct  jet  flights,  comforble 
shipboard  accommodations,  the  finest  i en.n] 
national  cuisine,  plus  non-regimented  and  de- 
free  travel.  All  this  at  charter  cost  savings. 

Complete  the  reservation  form  and  ma  to 
us  today.  Space  is  strictly  limited. 


Don't  miss  the  boat 


Send  To:  Dade  County  Medical  Association 
2 S.  E.  13th  Street 
Miami,  Florida  33131 

Enclosed  is  my  check  for  $ 

($100  per  person  as  deposit.) 


Name 


g Home  Address 

® City  State  Zip  Code  Phone 

I □ Please  send  full  color  brochure. 


Editorial 


Of  Life  and  Death  and  Old  Friends 


Last  night  1 sat  with  an  old  friend  while  she 
-jlied.  I did  this  partly  because  I was  her  doctor, 
>artly  because  she  was  my  friend,  and  partly 
!)ecause  I wanted  to  do  this.  In  life,  this  lady  was 
i clerk  who  had  worked  for  years  on  the  wards  of 
i jur  hospital.  Over  these  years  I had  come  to  know 
llrnd  love  her  and  her  family.  We  had  shared  many 
long  days,  many  trials,  worries,  patients,  and 
friends.  We  had  shared  good  times  and  bad.  Out 
|:of  these  years  came  a close  friendship  and  respect. 
I When  she  became  ill  she  came  to  me  and  I 
loperated  on  her,  but  it  was  too  late.  She  knew 
Jand  understood  this  but  I felt  helpless  and  use- 
less in  my  efforts  of  help  to  her,  my  friend  and 
'comrade.  With  all  my  high  powered  training  and 
knowledge,  all  I could  offer  her  was  a little  mor- 
. phine  and  my  sympathy.  When  she  became  bed- 
I ridden,  I made  house  calls  for  the  first  time  in 
1 my  professional  life,  but  again,  all  I could  really 
offer  was  my  presence  and  encouragement.  This 


This 

.According  to  some,  this  issue  of  the  Journal 
is  more  widely  read  than  any  of  the  other  eleven. 
.And  in  a way,  it  is  a tribute  to  our  executive  vice 
president,  Harold  Parham  and  his  efficient  office 
staff,  those  hard-working  secretaries  who  add  such 
good  looks  to  our  annual  meeting  while  taking 
down  all  that  is  said  at  the  reference  committee 
meetings  and  in  the  House  of  Delegates.  The  one 
person  ultimately  responsible  to  see  that  this  is  all 
correctly  put  into  manuscript  form  is  Mrs.  Wanda 
Bain,  Girl  Friday  to  Mr.  Parham.  She  puts  in 
hours  and  hours  taking  shorthand,  reading  and 
rereading  page  after  page,  seeing  that  it  all  makes 
.“^ense  and  is  what  each  speaker  intends  to  say. 

.At  the  Board  of  Governors  meeting  last  fall,  ii 
was  approved  that  this  issue  be  made  as  concise, 
as  factual  and  as  informative  as  possible.  Extra- 
neous dialogue  not  contributing  to  the  meaning  of 


seemed  to  be  all  she  wanted.  Her  family,  children, 
and  husband  were  about,  knowing  and  helping 
but  not  fearing  the  death  of  this  very  ill  lady. 

One  day  a couple  of  weeks  ago,  on  one  of  my 
visits,  she  told  me  that  she  had  accepted  the  fact 
that  she  was  going  to  die.  She  had  told  her  family 
and  they  had  accepted  it.  She  was  comfortable, 
in  her  own  bed,  in  her  own  home,  with  her  family 
and  friends  about  her.  From  that  time  on  she 
hardly  seemed  to  know  me,  but  I continued  to 
visit  her.  Perhaps,  now,  I needed  her.  Last  night 
she  died;  not  in  a sterile  hospital  room  isolated 
from  home,  family  and  friends,  and  attended  by 
strangers;  but  in  her  own  bed,  in  her  own  home, 
with  her  loved  ones,  and  her  doctor  beside  her. 
Perhaps  we  needed  to  be  there  more  than  she 
needed  us. 

James  H.  Corwin,  M.D. 

Jacksonville  Beach 


Issue 

the  discussion  was  to  be  deleted;  nevertheless,  since 
this  i.^sue  is  for  the  education  and  information  of 
all  members,  including  those  who  attended  the 
meeting  as  well  as  those  who  did  not,  it  was  argued 
that  this  issue  should  not  be  dull  but  interesting 
and  readable.  To  sum  it  all  up,  it’s  impossible  to 
estimate  the  manhours,  inspiration,  enthusiasm  and 
effort  expended  by  FM.A  members  in  producing 
these  resolutions,  actions,  opinions  and  decisions. 
Representing  you;  the  delegates,  ever  mindful  of 
improving  the  standards  of  medical  care,  were 
cognizant  that  they  had  a mandate  to  perform 
in  the  best  interest  of  all  parties  concerned. 

And  finally,  as  one  purpose  of  this  issue  is  to 
serve  as  an  official  record  of  the  affairs  of  the 
.Association,  here’s  preserving  for  all  time,  our 
strivings,  our  dreams  and  our  mistakes,  but  no 
regrets.  C.M.C. 

S!< 
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Dean's  Page 


Editor’s  Note:  This  is  a feature,  beginning  with  the  May  issue,  which  will  add  one  more  chore  to  the  alread  iP 

overworked  physician  heading  each  of  our  medical  schools.  This  will  be  a monthly  page  to  which  they  have  agree 
to  contribute  at  quarterly  intervals  in  order  to  improve  communications  between  our  centers  of  learning  and  the  prat 
ticing  physicians.  It  is  hoped  that  this  will  work  advantageously  to  all  concerned.  ' 


Balance  in  Medical  Education 

Bonn  L.  Smith,  M.D. 


During  the  past  four  years  almost  every  insti- 
tution devoted  to  medical  education  has  experi- 
enced significant  problems  related  to  the  mainte- 
nance of  a properly  balanced  program.  For  many 
years,  three. basic  program  components  have  been 
considered  by  medical  educators  as  an  essential 
triad  upon  which  rest  major  institutional  goals  and 
objectives.  This  triad  included  education,  research 
and  patient  care.  During  the  past  25  years,  be- 
cause of  substantial  and  ever-increasing  funding 
made  available  by  the  federal  government  for 
research  and  research  training,  the  research  por- 
tion of  the  triad  has  assumed  a very  dominant 
position.  Faculty  appointments,  academic  promo- 
tions and  status,  as  well  as  financial  rewards  have, 
for  the  most  part,  become  highly  visible  fruits  of 
individual  and  departmental  research  activities. 
In  addition,  the  reputation  of  many  institutions 
has  become  almost  solely  a function  of  the  re- 
search programs  conducted  within  the  institution. 
The  parameters  of  medical  school  administration, 
judgment  and  decision  have  been  conditioned  in 
part  by  circumstances  concerning  the  dollar  value 
and  number  of  research  grants,  the  volume  of  pub- 
lications, membership  on  national  level,  scientific 
peer  groups  and  the  sheer  size  of  a given  research 
program.  Space  assignments  within  the  school, 
teaching  obligations  and  committee  functions 
were,  in  many  instances,  almost  totally  related  to 
research  programs  and  the  needs  related  to  such 
programs.  Justification  for  this  growing  imbalance 
was  provided  by  certain  spin-off  factors  of  some 
importance.  Some  educational  programs  were 
benefited  in  a number  of  ways.  Faculty  size  was 
increased  and  a great  deal  of  intellectual  stimula- 
tion was  brought  to  the  institution  by  active  and 
productive  research  operations.  Benefits  to  medi- 
cal science  are  manifest  and  have  resulted  in  great 
improvement  in  many  aspects  of  the  practice  of 

Dr.  Smith  is  Director  of  the  Medical  Center  and  Dean  of 
the  College  of  Medicine,  University  of  South  Florida,  Tampa. 


medicine.  As  we  all  know',  the  other  two  parts  ol| 
the  triad,  education  and  patient  care,  did  not  de-, 
velop  in  an  equivalent  way.  Curricula  remained, 
static,  the  indigent  patient  continued  to  be  the- 
basis  for  the  patient  care  laboratory  and  was 
handled  pretty  much  as  always.  Educational  pro-, 
grams  were  dependent  upon  medical  faculty  par-; 
tially  or  wholly  supported  by  research  funds  and 
with  understandable  major  obligations  in  terms 
of  time  and  effort  relative  to  their  research  grants. , 
Even  more  importantly,  the  individual’s  primary 
interest,  and  a significant  portion  of  his  intellec- 
tual energy  was  often  research-oriented,  with , 
teaching  and  patient  care  relegated  to  the  area  of 
necessary  but  bothersome  ancillary  tasks.  .\s 
serious  imbalances  were  created,  it  is  not  surpris- 
ing that  teaching  and  patient  care  sometimes 
receded  in  quality. 

Coincidental  w’ith  a recent  and  significant  re- 
duction in  research  support,  socioeconomic  pres- 
sures of  great  proportions  are  developing  in  the 
area  of  patient  care  and  medical  service  in  relation 
to  the  institutional  responsibilities.  Major  demands 
are  in  the  making  for  premedical  service  expended 
as  patient  care.  Medical  schools  are  being  chal- 
lenged, berated,  and  interrogated  relative  to  their 
role  in  the  provision  of  health  care  within  their 
communities.  The  schools  of  medicine  have  long 
engaged  in  medical  service  as  an  integral  part  of 
their  educational  programs.  To  date,  this  service 
has  been  rendered  simply  as  an  exercise  in  the 
acquisition  of  teaching  materials  based  on  the 
existence  of  a medically  indigent  population  in  the 
near  vicinity  of  the  teaching  hospital.  At  this 
time,  we  must  face  up  to  the  difficult  problem  of 
which  services  and  how'  much  service  is  to  be  re- 
quired from  the  medical  school  as  a community 
function.  It  is  certain  that  major  changes  are  in 
the  offing,  and  the  way  in  which  we  produce  medi- 
cal service  and  the  quality  of  such  service  rendered 
must  be  given  serious  and  careful  consideration. 
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The  pertinent  question  concerns  the  relation- 
hip  between  our  major  and  consuming  dedication 
0 research  and  the  new  forces  at  work.  Will  the 
chools  of  medicine  now  engage  in  an  over-bal- 
inced  posture  towards  medical  service?  There  is 
ittle  doubt  that  substantial  amounts  of  federal 
itunding  will  be  available.  What  must  be  our  re- 
sponse to  the  combination  of  cash  and  public 
pressure?  Whatever  the  outcome,  the  third  impor- 
'tant  and  frequently  forgotten  component  of  our 
activity,  that  is  education,  continues  to  be  rele- 
gated to  a subsidiary  role,  this  time  behind  medi- 
cal service.  As  we  strive  to  maintain  a substantial 
and  necessary  research  effort  and  begin  to  under- 
take new  and  time  consuming  medical  service  pro- 
grams, the  educational  program  may  well  acquire 
only  what  is  left  over  in  terms  of  effort  and  man- 
power. Perhaps  after  20  years  of  preoccupation 
with  research  and  additional  years  of  major  effort 
in  the  field  of  medical  service,  we  will  ultimately 
consider,  with  appropriate  care  and  concern,  our 
students  and  their  education.  One  can  only  hope 
that  major  funding  for  research  and  for  patient 
services  may  be  followed,  hopefully  soon,  by  major 
funding  and  administrative  support  for  medical 
education  as  it  relates  to  the  needs  of  medical  stu- 
dents and  house  staff. 

► Dr.  Smith,  University  of  South  Florida,  Tampa 
33620. 
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2111  North  Liberty  St. 
Jacksonville,  Florida 
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QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


REMEMBER  WHEN  . . . 

Remember  when  “Hippie”  meant  big  in  the  hips, 
.\nd  a “Trip”  involved  travel  in  cars,  planes,  or 
ships? 

When  “Pot”  was  a vessel  for  cooking  things  in, 
-And  “Hooked”  was  what  grandmother’s  rug  may 
have  been? 

When  “Fix”  was  a verb  that  meant  mend  or 
repair. 

And  “Be  In”  meant  simply  existing  somewhere? 

When  “Neat”  meant  well-organized,  tidy,  and 
clean. 

And  “Grass”  was  a ground  cover,  normally  green? 

When  “Groovy”  meant  furrowed  with  channels 
and  hollows. 

And  “Birds”  were  winged  creatures  like  robins  and 
swallows? 

When  “Fuzz”  was  a substance,  real  fluffy,  like  lint, 
\nd  “Bread”  came  from  bakeries,  not  from  the 
mint? 

When  “Roll”  meant  bun,  and  a “Rock”  was  a 
stone, 

\nd  “Hang  Up”  was  something  you  did  on  the 
phone? 

When  “Chicken”  meant  poultry,  and  “Bag”  meant 
a sack, 

\nd  “Junk”  was  trash  cast-outs  and  old  bric-a- 
brac? 

When  “Swinger”  was  someone  who  swings  in  a 
swing. 

And  a “Pad”  was  a sort  of  cushiony  thing? 

When  “Tough”  described  meat  too  unyielding  to 
chew. 

And  “making  a scene”  was  a rude  thing  to  do? 

And  words,  once  so  sensible,  sober,  and  serious. 
Were  not  making  “Freak  Scene”  like  “psycodeliri- 
ous?” 

It’s  Groovy,  man.  Groovy,  but  English  it’s  not, 
Methinks  that  the  language  has  gone  straight  to 
pot! 


Reprinted  from  The  Picomeso  Mail  Bag  of  Pinellas  County 
Medicai  Society,  February  1971. 


.1.  FLORIDA  M. A. /JULY,  1971 


91 


TUCKER  HOSPITAL  INC 


212  West  Franklin  Street 

Richmond,  Virginia 


1 I 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 


(Visiting  hours  2:00  p.m. -8:00  p.m.  daily) 


James  Asa  Shield,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


Weir  M.  Tucker,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 


Catherine  T.  Ray,  M.D. 


Highland  Hospital 


of  Asheville. 


Brochures  and  information  on  financial  arrangements  available 
Contact  (1):  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 


(2)  Samuel  N.  Workman,  M.D. 
Chief  of  Clinical  Services 


(3)  Charle.s  W Neville.  Ir..  M D. 
Associate  Professor  of  Psychiatry 
and  Medical  Director 


Area  Code  704  - 254-3201 
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ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


lid  £rf udcx*  (f  hiorouraciO 

5%  cream  can  resolve  it. 


: actinic,  solar  or  senile  keratoses, 
ij  regard  it  as  “precancerous.”*’^ 

:a  .uorouracil,  considered  by  some  dermatologists  to  be  a major 
min  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
a latively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
n id  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
eiffers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
J)  t.t  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

D, 

If  duration  of  therapy,  2 to  4 weeks. 

if  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
:i . of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
0 acil  revealed  that  when  concentrations  of  less  than  2%  were 
_,j;nificant  numbei's  of  lesions  recurred.^ 

Hi  the  lesions  you  can’t  see,  too. 

u pUs  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
if  ted  themselves  by  definite  reactions,  while  intervening  skin 
and  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
ei  ns  (which  may  othenvise  have  undergone  further  progression) 

IS  y accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
«>  treated  with  topical  fluorouracil— especially  with  5% 

*rations.G 

V 0 identify  solar  keratoses. 

ii  ly,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
u -is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
t rule. 

e ctable  therapeutic  response. 

u iponse  to  a typical  course  of  Efudex  therapy  is  usually 
ft;eristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
h to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
O ise  inflammatory  response,  scaling  and  occasionally  moderate 
d less  or  pain.  The  height  of  this  response  generally  occurs  two 
il  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
t(  led.  Within  two  weeks  of  discontinuing  medication,  the 
a nation  is  usually  gone.  Lesions  that  do  not  respond  should 
liisied. 


f es:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen.  G.  T,  and  Honeycutt,  W.  M. : 

■ ent  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
f ceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
! Belisario,  J.  C. : Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 

^ )n  file,  Hoflfmann-La  Roche  Inc.,  Nutley,  New  Jersey,  6.  Williams,  A.  C.,  and 
1 Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o. 


(fluorouracil) 

cream/solution 


Hypersensitivity 


to  penicillin 
is  a good  reason 
to  consider 
Lincocin' 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
/5-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
.antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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bo  IS  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Each  Lincomycin  hydro- 

preparation chloride  monohydrate 
contains;  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule  . . . '. 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS;  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-e.\isting 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-e.xist- 
ing  liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  jS-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia,  leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  e.xfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  ij-pc 
sion  following  parenteral  adm  istn 
have  been  reported,  particularl  ifter 
rapid  TV.  administration.  Rarns;;? 
of  cardiopulmonary  arrest  ha\  beer 
ported  after  too  rapid  TV.  admi  ptra' 
If  4.0  grams  or  more  adminis’  ed  I 
dilute  in  500  ml.  of  fluid  and  t ninr 
no  faster  than  100  ml.  per  hc‘.  L 
reflcf/onr— Excellent  local  toler  ce  di 
onstrated  to  intramuscularly  adr  aislt 
Lincocin.  Reports  of  pain  foUpnng 
jection  have  been  infrequent,  ntri 
nous  administration  of  Lincoc  in ; 
to  500  ml.  of  5%  glucose  irlisti’ 
water  or  normal  saline  has  pro  iced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  anc  OC 
Capsules— bottles  of  24  and  10( 

Sterile  Solution,  300  mg.  per  m-l  i 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  id  pi 
bottles. 

For  additional  product  informat  i,  cc 
suit  the  package  insert  or  seeyom^p\:i 
representative. 

JA71-1203  MED  B-5-SR<2L- 

The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


PRECA.UTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 
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HOTEL  FONTAINEBLEAU 
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Infection  Control  in  the  Hospital,  by  the  American 
Hospital  Association.  Pp.  154.  Price  $4.00.  Chicago, 
Illinois,  1970. 

This  book  is  the  product  of  the  AHA  Com- 
mittee on  Infections  within  hospitals  and  it  is  de- 
signed to  “provide  in  one  place,  all  of  the  things 
hospital  workers  must  know  in  order  to  be  maxi- 
mally effective  in  the  control  of  nosocomial  infec- 
tion.” 

There  is  much  good  to  be  said  about  this 
manual.  It  is  relatively  brief,  fairly  intelligible 
and  reasonably  complete  although  superficial  on 
the  subject  of  intrahospital  epidemiology. 

On  the  other  hand  it  is  poorly  organized,  some- 
what impractical  for  hospitals  with  no  academic 
affiliation  and  suffers  from  lack  of  explicit  direc- 
tions. As  one  who  has  served  on  committees  in 
hospitals,  I realize  that  most  committee  chairmen 
will  not  read  this  book  nor  synthesize  the  con- 
tained information  although  it  is  only  147  pages 
long.  It  should  be  apparent  to  the  AHA  that  to 
ask  a private  medical  practitioner  to  do  so  on  a 
voluntary  basis  is  rather  expensive  in  terms  of  the 
cost-benefit  ratio  for  the  physician  himself  and 
that  very  few  hospitals  will  be  willing  to  pay  him 
to  do  so  because  of  inability  to  subsidize  non- 
revenue producing  functions. 

This  book  is  a missed  opportunity  to  describe 
explicitly  the  minimal,  moderate  and  best  pro- 
grams in  current  hospital  epidemiology.  Model 
rules,  procedures  and  committee  structures  should 
be  easy  to  reduce  to  written  form,  why  should 
every  hospital  have  to  excerpt  this  book  in  order 
to  accomplish  the  work?  It  would  be  much  simpler 
to  provide  choices  and  have  the  various  hospital 
committees  pick  and  choose  among  them. 

Another  unfortunate  aspect  is  that  this  pub- 
lication will  undoubtedly  achieve  quasi  legal  stand- 
ing by  embodiment  into  case  law  by  virtue  of 
issue  by  the  AHA.  This  is  likely  to  be  unfavorable 
for  hospitals.  For  example,  few  hospitals  of  small 
or  moderate  size  will  be  able  to  afford  a quarter 
or  half-time  infection  control  nurse  or  a hospital 
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epidemiologist  as  is  suggested.  Also  it  is  discourM® 
aging  to  have  mention  of  screening  food  servic)^ 
employees  for  amebiasis  but  to  have  no  mentioi 
of  screening  for  Australia  Antigen  which  migh  m: 
well  be  more  productive.  I; 

In  spite  of  these  and  other  shortcomings,  thi:  Ir 
book  is  substantially  better  than  any  of  several  o,  ■' 
the  comparable  governmental  manuals  for  hospita  ft 
use.  1 » 

Edward  N.  Willey,  M.D'ft 
St.  Petersburg  ■ 


Wine  and  the  Digestive  System  by  Salvatore  Pablo  ft 
Lucia,  M.D.  Pp.  157.  Price  $3.50.  (No  illustrations)  San  I 
Francisco,  Fortune  House,  1970. 

The  book  is  a bit  of  puffery  by  the  Director  I 
of  Medical  Research  for  the  Wine  Advisory  Board,  m 
an  agency  of  the  California  State  Board  of  Agri-  1 
culture,  and  Coordinator  of  The  National  Study  i j 
on  the  Importance  of  Wine.  The  book’s  stated  I id 
purpose  is  “to  acquaint  the  physician  with  the 
literature  on  a socio-cultural  substance  in  continu-  j . 
ance  use  since  the  earliest  recorded  history;  to  | 
guide  the  interested  reader  through  an  important 
facet  of  medical  lore  as  well  as  to  illustrate  the  ' 
medicinal  use  of  wine  preceded  by  millenia  the  ; 
scientific  proof  of  its  value;  to  permit  an  objective  = 
evaluation  of  the  role  as  nutrient  and  medicine;  j 
and  finally,  to  supply  the  scientific  evidence  essen- 
tial to  move  those  whose  bias  rules  their  thinking.” 

It  is  interesting  to  note  that  the  bibliographic 
reviews  on  contraindications  to  use  of  wine  and 
alcohol  are  given  comparatively  little  space  in 
comparison  to  the  literature  emphasizing  the  uses 
and  benefits. 

The  author  fails,  in  the  opinion  of  the  reviewer, 
to  give  an  objective  evaluation  of  his  subject.  The 
book  is  not  recommended. 

F.  Norman  Vickers,  M.D. 

Pensacola 
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{iologrical  Rhythms  in  Psychiatry  and  Medicine 

jy  Gay  Gaer  Luce.  Pp.  183.  Price  $1.75.  Washington, 
).C.,  U.S.  Government  Printing  Office,  1970. 

This  publication  by  the  National  Institute  of 
Health  is  written  for  the  Program  Analysis  and 
Evaluation  Branch,  and  the  Office  of  Program 
Planning  and  Evaluation. 

From  the  moment  of  conception  until  death, 
rhythm  is  a vital  part  of  our  structure.  We  are 
dimly  aware  that  we  fluctuate  in  mood,  energy, 
performance,  and  well-being  each  day,  and  fur- 
thermore there  are  more  subtle  and  longer  behav- 
ioral alterations  each  week,  month,  season  and 
year.  Through  the  studies  of  such  rhythms,  vari- 
ous aspects  of  human  variations  in  symptoms  of 
disease,  response  to  medical  therapy,  in  ability  to 
learn,  and  performance  on  the  job  are  being  better 
understood.  Already  our  mood  changes  and  vul- 
nerability to  illness  and  stress  are  being  foreseen. 
By  the  end  of  this  decade,  many  unclear  problems 
in  medicine  may  be  clarified  by  the  knowledge  of 
biological  rhythms.  Timing  may  become  the  most 
important  factor  in  prophylaxis  and  medical  care, 
for  it  has  been  learned  that  the  effects  of  drugs 
vary  with  the  time  of  administration.  In  addition 
it  has  been  learned  that  x-ray  therapy,  surgical 
operations,  and  even  psychotherapy  have  an  im- 
pact on  the  individual,  depending  upon  his  partic- 
ular biological  cycling. 

Knowledge  gained  from  the  studies  of  such 
periodicities  will  be  important  in  scheduling  work 
performance,  avoiding  accidents,  and  preventing 
absenteeism.  All  aspects  of  medicine  will  become 
integrated  with  biological  rhythmic  activity,  from 
drug  testing  in  animals  and  humans  to  patient 
administration. 

This  book  is  well  written  and  contains  a very 
large  bibliography.  It  is  apparent  that  a great 
deal  of  work  is  being  done  on  periodic  rhythms  in 
animals  and  humans.  The  National  Institute  of 
Mental  Health  is  supporting  researchers  in  this 
new  field,  thereby  taking  the  initiative  in  an  area 
which  is  still  not  widely  acknowledged,  hoping  its 
action  will  attract  the  attention  of  more  scientists 
to  this  exciting  and  promising  area. 

Ferry  A.  Sperber,  M.D. 

Daytona  Beach 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Urologpcal  Surgery.  4th  Ed.  by  Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


Brands,  Generics,  Prices  and  Quality  by  PM.\.  Pp. 
118.  Price  $1.00.  Washington,  D.  C.,  Pharmaceutical 
Manufacturers  .Association,  1971. 


Fifth  Conference  on  War  Surgery,  Tokyo,  Japan, 
March  29-April  2,  1971.  Pp.  73.  Copies  available  from 
CINCP.AC,  .Attn:  Surgeon,  FPO  San  Francisco,  California 
96610. 


Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Techniques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


Medical  Parasitology  by  J.  Walter  Beck,  B.S.,  M.S., 
Ph.D.  and  Elizabeth  Barrett-Connor,  B.A.,  M.D.,  D.C.M.T. 
(London).  Pp.  210.  Price  $10.75.  150  illustrations.  St. 
Louis,  The  C.  V.  Mosby  Company,  1971. 


Think  Thin  by  Thomas  M.  Quehl,  M.D.  Pp.  95.  Illus- 
trated. Price  $4.95.  New  York,  Vantage  Press,  Inc.,  1971. 


Handbook  of  Obstetrics  and  Gynecology  by  Ralph 
C.  Benson,  M.D.  Illustrated  by  Laurel  V.  Schaubert.  Pp. 
774.  Price  $6.50.  Los  Altos,  Lange  Medical  Publications, 
1971, 
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ORGANIZATION 


Committee  on  Drug  Abuse  ' 

If  legislation  is  enacted  to  regulate  the  distribution  of  drug  samples,  physicians  should  not  acce  1 
certain  t\pes  of  samples,  a committee  of  the  Florida  ^ledical  Association  recommends. 

[Meeting  in  Orlando  on  April  21,  the  FMA  ad  hoc  Committee  on  Drug  Abuse  took  note 
House  Bill  593,  which  provides  for  the  safekeeping  of  certain  drugs  by  pharmacies,  wholesaler 
physicians  and  others. 

The  Committee  adopted  a motion  that  if  this  bill  clears  the  Legislature  and  becomes  law,  doi  ; 
tors  should  be  asked  to  refuse  samples  of  central  ner\’ous  system  stimulants,  barbiturates  and  hallij  ( 
cinogens.  The  motion  asked  that  the  drug  houses  use  the  funds  spent  on  such  samples  as  donations  f('  »• 
youth  welfare  activities. 

In  other  motions,  the  Committee: 

— Supported  proposals  for  the  sale  of  hypodermic  syringes  by  prescription  only. 

— .Adopted  the  Subcommittee  on  Education’s  proposed  guidelines  for  teachers  in  dealing  wit|  : 
drug  problems  in  the  schools.  . 

— Called  for  increased  funding  and  emphasis  on  prevention  and  education  in  federal  and  stati  t ' 
drug  abuse  programs. 

— .Asked  the  President  of  FM.A  to  seek  the  appointment  of  a member  of  Gov.  Reubin  .Askew  ^ 
staff  as  a consultant  to  the  Committee. 


Board  of  Governors  member,  Dr.  James  F.  Cooney  and  Woman’s  Auxiliary  president,  Mrs.  Arnold  J.  Spanjers, 
pose  April  30  in  West  Palm  Beach  with  1971  FM.A  State  Science  and  Engineering  Fair  Award  winners  David 
S.  Richmond,  Lake  W'orth;  Sue  L.  Williams,  Fort  Myers;  Benjamin  Mondschein,  Miami  Beach;  Robert  J.  Entel. 
Dunedin;  Gerald  L.  Storch,  Jacksonville,  and  Susan  Rebecca  Little,  Melbourne.  Miss  Williams,  an  11th  grader 
at  Cypress  Lake  Senior  High  School,  won  the  Association's  first  place  senior  S 1,000  medical  scholarship  and  a 
SlOO  savings  bond  for  her  project  tided  "Waste  EflBuent  Sterilization:  Sewers  Vs.  Septic  Tanks.” 


The  large  amount  of  marijuana  smoking  (12  million  to  20  million  people)  in  this  country  was 
reviewed,  as  well  as  some  of  the  literature  concerning  adverse  effects.  Thirty-eight  individuals  from 
age  13  to  24  years,  all  of  \vhom  smoked  marijuana  two  or  more  times  weekly,  were  seen  by  us  be- 
tween 1965  and  1970,  and  all  showed  adverse  psychological  effects.  Some  also  showed  neurologic 
signs  and  symptoms.  Of  the  20  male  and  18  female  individuals  seen,  there  were  eight  with  psychoses; 
four  of-  these  attempted  suicide.  Included  in  these  cases  are  13  unmarried  female  patients  who  be- 
came sexually  promiscuous  while  using  marijuana;  seven  of  these  became  pregnant. 


Reprinted  from  “Effects  of  Marijuana  on  Adolescents  and  Young  .Adults”  by  Harold  Kolanslcy,  M.D.  and  William  X.  Moore, 
M.D.,  published  in  .April  19,  1971  issue  of  J.A.M.A. 
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The  all-day  all- 
ight  summer  cold 
and  allergy  pill. 


Novahistine  LP  can  give  your  patients  the  convenience  of  twice-a-day  dosage— morning  and 
bedtime— along  with  prompt  relief  from  the  symptoms  of  allergic  rhinitis,  hay  fever  or  summer 
colds.  These  continuous-release  tablets  contain  a vasoconstrictor-antihistamine  formulation 
that  goes  to  work  rapidly  and  lasts  for  hours.  Even  when  nasal  congestion  is  the  result  of 
repeated  allergic  episodes,  patients  can  usually  enjoy  around-the-clock  relief.  Use  with 
caution  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may  result. 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


Novahistine* 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro* 
Chloride  and  4 mg.  of  chlorpheniramine  maleate.) 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


See  your 
jeweler  1 


Need  a 

pocket  watch  ? 


Need 

another  car? 


Visit  your 
auto  dealer! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Just  as  the  jeweler  is  trained  in  his  field, 
and  the  auto  dealer  is  knowledgeable  in 
his  business,  the  Guild  Optician  is  an  ex- 
pert in  his. 

We  say  “Call  on  an  expert . . because  your 
local  Guild  Optician  is  an  expert  in  me- 
chanical optics.  You  know  he  is  equipped 
to  handle  your  most  critical  cases,  both 
in  experience  and  in  training.  You  know 
also,  because  he  is  a Guild  Member,  that 
his  standards  are  high,  and  that  you  can 
depend  on  him  to  accurately  translate  your 
patient’s  prescription  and  to  render  such 
after  service  as  your  patient  might  need, 
for  the  life  of  that  prescription. 


Your  local  Guild  Optician  also  is  an  expert 
at  working  with  your  patient  in  an  under- 
standing manner  when  it  comes  to  the  styl- 
ing and  fit  of  your  patient’s  frame.  His 
stocks  reflect  not  only  the  most  modem 
fashions,  but  also  the  conservative  styles 
that  have  lasted  over  the  years. 

There  are,  of  course,  many  other  areas  in 
which  your  Guild  Optician  may  be  highly 
skilled:  sub-normal  vision  cases,  aphakic 
cases,  contact  lenses. 

When  you  need  optical  services,  think  first 
of  your  Guild  Optician!  Guild  of  Prescrip- 
tion Opticians  of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETOSERVEYOUR  PATIENTS 

— — — 
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General  News 


jt 


New  President  of  Southeastern  Surgical  Congress 

Dr.  Wilbur  G.  Sumner  of  Jacksonville  has  been  installed  as  president  of  the  Southeastern  Sul 
gical  Congress,  succeeding  Dr.  William  H.  Moretz  of  Augusta,  Ga.,  during  the  organization’s  mee] 
ing  recently  at  Miami  Beach.  The  new  president  is  a past  president  of  the  Duval  County  Medici 
Society  and  is  a diplomate  of  the  American  Board  of  Surgery.  The  Southeastern  Congress  includ(l 
surgeons  from  11  states,  Puerto  Rico  and  the  District  of  Columbia. 


American  College  of  Preventive  Medicine 

The  American  College  of  Preventive  Medicine  and  the  .Association  of  Teachers  of  PreventivI 
Medicine  will  sponsor  a joint  scientific  session  in  Minneapolis  on  October  10. 

One  highlight  of  the  meeting  will  be  the  15th  Annual  ACPM  Lectureship.  Dr.  H.  Bruce  Dull 
Assistant  Director  of  the  Center  for  Disease  Control  in  .Atlanta,  Ga.,  will  speak  on  “The  Law  an| 
Medicine:  .Allies  or  Adversaries?” 


Groundbreaking  at  J.  Hillis  Miller  Health  Center 

May  22  was  the  scheduled  groundbreaking  date  for  the  $37.7  million  expansion  of  the  J.  Hilli.j 
Miller  Health  Center  in  Gainesville. 

The  new  facilities  will  include  an  eleven  story  dental  college  which  is  expected  to  educate  23;l 
dentists  a year  by  1975.  Twenty  dental  students  will  be  admitted  in  temporary  quarters  next  fall 
Dignitaries  who  were  scheduled  to  take  part  in  the  May  22  ceremony  included:  President 
Stephen  C.  O’Connell  of  the  University  of  Florida;  Gov.  Reubin  .Askew;  Vice  Chairman  Louis  C; 
Murray  of  the  Board  of  Regents;  Commissioner  of  Education,  Floyd  T.  Christian,  Health  Centei 
Provost  Edmund  F.  Ackell,  and  Floyd  K.  Hurt,  M.D.,  President  of  the  Florida  Medical  .Association. 


May  be  Poisonous  to  Children 


Products  containing  hexachlorophene  and  intended  for  oral  use  should  be  kept  away  from  chil- 
dren, the  American  Academy  of  Pediatrics  warns.  Such  preparations  may  be  poisonous  to  children, 
according  to  the  Academy’s  Committee  on  Environmental  Hazards.  Hexachlorophene  is  sometimes 
used  in  toothpastes  and  throat  lozenges. 

The  Committee  said  that  in  substantial  dosage  hexachlorophene  is  poisonous  in  rats.  It  was  at- 
tributed as  the  cause  of  death  of  an  infant  who  consumed  a few  ounces  of  a three  per  cent  solution. 
Parents  are  advised  to  not  allow  their  children  to  use  such  products. 


Applications  for  Investigatorships 

• The  American  Heart  Association  is  now  accepting  applications  for  support  from  investigators 
during  the  year  beginning  July  1,  1972. 

.Applications  will  be  received  until  September  15  for  Established  Investigatorships,  Foreign 
Visiting  Scientist  Awards  and  British-.American  Research  Fellowships.  The  cutoff  for  the  grants-in- 
aid  category  will  be  November  1. 

Established  Investigatorships  are  five-year  awards  to  scientists  under  the  age  of  40.  Stipends  be- 
gin at  $13,000,  increasing  by  $1,000  per  year. 

Foreign  Visiting  Scientist  Awards  are  for  periods  of  three  to  12  months.  These  enable  .American 
investigators  to  invite  foreign  scientists  to  the  U.S.  for  collaboration.  Stipends  are  negotiable. 

British-American  Research  Fellowships  are  one-year  training  awards  to  LbS.  citizens.  The  grants 
include  stipends  of  $9,000  plus  allowances  for  dependants  and  travel. 

.Application  forms  may  be  obtained  by  contacting:  Director  of  Research,  .American  Heart  .Asso- 
ciation, 44  East  23rd  St.,  New  York,  N.  Y.  10010. 
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Zolor  Slides  on  Cardiopulmonary  Resuscitation 

A color  slide  presentation  on  cardiopulmonary  resuscitation  is  available  through  the  Florida 
deart  Association. 

The  set  contains  36  slides  and  a discussion  guide  at  a price  of  $4.40  per  set.  The  program  illus- 
rates  the  definitive  therapy  regimen  from  the  determination  to  continue  cardiopulmonary  resuscita- 
ion  to  postresuscitation  care.  Recommendations  are  given  for  drugs  and  fluids  and  combatting  asys- 
ole,  ventricular  fibrillation  and  profound  cardiovascular  collapse. 

Persons  interested  in  obtaining  a slide  set  should  order  “EM  377  Rev.”  from  the  Florida  Heart 
\ssociation,  P.  O.  Box  10100,  St.  Petersburg,  Fla.  33733. 


American  College  of  Surgeons  Annual  Clinical  Congress 

The  57th  .Annual  Clinical  Congress  of  the  American  College  of  Surgeons  will  be  held  in  Atlantic 
City,  N.J.,  October  18-22. 

The  Congress,  the  world’s  largest  gathering  of  surgeons,  is  expected  to  attract  about  13,000  doc- 
tors and  others  from  all  corners  of  the  earth. 

Scientific  features  will  include  17  postgraduate  courses,  more  than  250  research  reports,  46  panel 
I discussions  and  symposia  in  general  surgery  and  the  surgical  specialties,  telecasts  from  Jefferson 
Medical  College,  approximately  350  scientific  and  industrial  exhibits,  and  more  than  90  scientific 
films. 

.\dditional  information  may  be  obtained  by  contacting  Mr.  T.  E.  McGinnis,  .American  College 
of  Surgeons,  55  East  Erie  Street,  Chicago,  111.  60611. 
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MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 
AUGUST 

19-21  Postgraduate  Obstetric-Pediatric  Seminar, 
Diplomat  Hotel,  Hollywood.  For  informa- 
tion: A.  F.  Caraway,  M.D.,  Div.  of  Health, 
P.O.  Box  210,  Jacksonville  32201. 


National  and  Regional 
Meetings  Held  in  Florida 


AUGUST 


26-29  United  Ostomy  .Association,  Diploma 
Hotel,  Miami  Beach.  Exec.  Dir.:  Donau!  i 
P.  Binder,  1111  Wilshire  Blvd.,  Los  .Angele;;  ( 
90017. 


23-28  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 


30-Sept.  2 Western  Hemisphere  Nutrition  Con- 
gress, Americana  Hotel,  Miami  Beach  1 * 
Info.:  AMA  Council  on  Foods  and  Nutri-j 
tion,  353  N.  Dearborn  St.,  Chicago  60610.1  • 


SEPTEMBER 

20-25  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

NOVEMBER 

19-20  Tenth  Annual  Physicians’  Seminar  on  Re- 
spiratory Diseases  and  Workshop  for  Allied 
Health,  Perdido  Bay  Inn  & Golf  Club,  Pen- 
sacola. For  information:  Jay  D.  Williams 
Jr.,  M.D.,  Box  8127,  Jacksonville  32211. 

29-Dec.  4 Courses  of  Instruction  in  Coronary 
Care  for  the  Practicing  Physician,  Jack- 
son  Memorial  Hospital,  Miami.  For  infor- 
mation: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 


Florida  State  Board  of  Medical  Examiners: 

July  25-27,  1971,  Miami  Beach 
January  16-18,  1972,  Tampa 

For  information:  Airs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 


OCTOBER 

4-  7 .American  Academy  of  Family  Physicians, 
Aliami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside,  j 
Kansas  City,  Mo.  64112.  | 

I 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 1 
cana  Hotel,  Bal  Harbour.  Sec.:  Bernard  S. ' 
Patrick,  AI.D.,  University  Aledical  Center,  j 
2500  N.  State  St.,  Jackson,  Aliss.  39216.  ' 

31-Nov.  3 .Academy  of  Psychosomatic  Aledicine, 
18th  Annual  Aleeting,  Colony  Beach  Club,  j 
Sarasota.  Exec.  Dir.:  .Adam  J.  Krakowski,  I 
Al.D.,  202.A  Cornelia  St.,  Plattsburgh,  New  i 
A’ork  12901.  , 


NOVEMBER  i ^ 

1 

1-4  Southern  Aledical  Association,  Miami  ^ : 
Beach.  Exec.  Dir.:  Air.  Robert  F.  Butts,  ' I 
2601  Highland  .Ave.,  Birmingham,  .Ala.  ! * 
35205. 

2 George  Papanicolaou  Alemorial  Seminar  in  ' 
Gynecologic  Pathology,  Fontainebleau  . ' 
Hotel,  Aliami  Beach.  Dir.:  George  loan- 
nides,  Al.D.,  1830  S.W.  99th  .Ave.,  Aliami 
33165.  j 

4-  6 Southern  Thoracic  Surgical  Association,  I 
Tampa.  Sec.-Treas.:  James  W.  Brooks, 
Al.D.,  1200  E.  Broad  St.,  Richmond,- Va.  j| 
23219. 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 

In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hordin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . 

. . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and 
is  also  opproved  for  Medicare  patients. 

Cfiest 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 

SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street 


Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 

TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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Woman's  Auxiliary 


Adieu  to 

The  ‘Age  of  Aquarius’  has  faded  away,  but 
hopefully  it  has  left  a small  mark  in  the  annals  of 
the  Florida  i\Iedical  Association  and  its  Auxiliary. 
Cooperation  between  all  forces  was  never  more 
evident;  state  and  county,  medical  society  and 
auxiliary,  people  and  people. 

The  life  of  the  organization,  membership,  in- 
creased. Two  new  auxiliaries  organized  and  a 
Woman’s  Auxiliary  to  the  Student  American 
Medical  Association — ^WA-S.AM.A  chapter  was 
born.  The  latter  is  a spawning  ground  for  new 
members  and  we  are  delighted  to  have  our  first 
chapter  in  the  state.  All  this  was  effected  by  care- 
ful groundwork  laid  by  previous  administrations. 

The  largest  contribution,  SI, 142.90  was  made 
to  International  Health  Activities  from  profits  of 
the  Fall  Conference  Bazaar.  Blood  Banks  were 
established  throughout  the  state  and  Community 
Health  projects  furthered  in  the  names  of  our 
doctor  husbands. 

GEMS  (Good  Emergency  Mother  Substitutes) 
courses  were  taught  to  prospective  baby-sitters 
(teenagers  through  grandmothers).  Block  Mother 
programs  were  initiated,  and  Defensive  Driving 
courses  promoted. 

Xinety-six  high  school  Health  Career^  Clubs 
took  many  women-power  hours,  but  over  3,000 
students  learned  about  allied  health  professions. 
Our  greatest  energies  and  funds  were  budgeted  for 


Aquarius 

Health  Careers,  for  we  want  you  doctors  to  have 
the  finest  help  available. 

To  date,  the  Auxiliary  has  contributed  over 
S16,000  to  AM-\-ERF  and  many  .\uxiliary  schol- 
arships were  given  to  deserving  students  on  state 
and  county  levels. 

Our  Day  in  the  Legislature  drew  members 
from  all  over  the  state.  We  personally  met  with 
our  Representatives  and  Senators  in  Tallahassee 
and  contacts  were  also  made  with  our  legislators 
in  Washington.  Xew  enthusiasm  was  generated 
for  FLAMP.\C  by  the  appearance  of  Senator 
Barry  Goldwater  at  the  annual  Auxiliary-FLAM- 
PAC  luncheon  in  Bal  Harbour.  If  you  missed 
hearing  him,  you  missed  one  great  American. 

.\n  Auxiliary  account  for  destitute  phj'sicians 
and  their  families  was  opened  within  your  Florida 
Medical  Foundation.  Proceeds  from  the  .\nnual 
Meeting  Boutique,  and  the  sale  of  seafood  and 
citrus  fruit  have  been  placed  in  this  fund.  .\ 
Medical  Seminar  Tour  to  the  Orient  is  planned 
for  .August  and  the  Foundation  will  be  the  recip- 
ient of  profits  derived. 

P'ifty-four  entries  in  the  Fifth  .Annual  Benefit 
.Art  Show  at  the  .Americana,  netted  5525.  These 
monies  will  be  used  to  purchase  a diorama  on  the 
second  floor  of  the  St.  .Augustine  Aledical  Museum. 

Our  number  one  priority  project  this  year  was 
drug  abuse  education.  .All  twenty-six  component 


Woman's  Auxiliary  House  of  Delegates.  (Left  to  right)  Mrs.  Linus  Vi'.  Hewit,  national  representative  to  -the 
'X'oman’s  Auxiliary  to  the  AMA;  Mrs.  Edward  Ludwig,  Parliamentarian;  Mrs.  .Arnold  J.  Spanjers,  President, 
presiding;  Mrs.  Wesley  S.  Nock,  President-Elect,  and  Mrs.  Benjamin  Moore,  Recording  Secretarv'. 
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* iiuxiliaries  were  involved  in  some  manner.  Most 
j:ounties  presented  drug  abuse  programs  to  the 
public,  to  the  schools  and  to  themselves,  for  we 
l)elieve  that  education  begins  at  home.  The  state 
Au.xiliary  was  involved  with  the  Florida  Depart- 
ment of  Education  in  their  drug  training  program 
for  teachers.  .Acting  as  a resource  contact,  the 
.Auxiliary  participated  on  state,  regional,  county, 
and  local  levels.  Educational  materials  were  dis- 
tributed, physician  speakers  recruited,  and  volun- 
teer help  provided  whenever  and  wherever  neces- 
sary. 

The  foregoing  is  just  a small  sampling  of  what 
; was  done  by  your  3,000  outstanding  wives  in  Flor- 
, ida.  To  enumerate  all  their  activities  would  fill 
volumes.  One  thing  is  certain — we  think  you 
finally  know  that  we’re  .ALIVE,  and  that  we  have 
I and  can  do  many  things  for  you. 

I For,  dear  and  glorious  physicians,  we  take 
great  PRIDE  in  your  profession.  We  think  it  a 
, PRRTLEGE  to  be  married  to  you.  We  have  great 
j .Auxiliary  PROGR.AMS  for  better  Community 
! Health,  so  let’s  PROGRESS  together  for  a better 
image  of  American  medicine.  Pride,  privilege, 
programs,  progress  all  begin  with  the  letters  “p” 
and  “r”.  And  that’s  what  we’re  all  about — your 
best  Public  Relations,  freely  given  and  given  with 
much  ‘luv.’ 

So  now,  adieu.  It  has  been  a good  year  for  the 
.Auxiliary;  hopefully,  it  has  been  the  same  for  you. 
A'ou’ll  not  hear  from  us  until  September  and  then 
it  will  be  under  a new  penname,  Mrs.  Wesley  S. 
Nock  (Barbara),  of  Miami.  Do  look  for  her,  for 
no  one  loves  this  group  more  than  she  does.  The 
.Auxiliary  will  flourish  under  her  leadership  and 
believe  me,  your  wishes  will  be  her  command. 

Gentlemen,  our  gratitude  for  the  many  cour- 
tesies extended  us  this  year  is  sent  to  you  along 
with  our  best  wishes  for  a safe  and  happy  summer. 

Bennie  Spanjers  (Mrs.  .Arnold  J.) 

Immediate  Past  President 
Winter  Haven 


Sometimes  it  is  said  that  man  cannot  be  trust- 
ed with  the  government  of  himself.  Can  he  then 
be  trusted  with  the  government  of  others? 

— Tiio.mas  Jefferson  (1743-1826) 
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Affiliates  of  Black 
Battle  Cre 


FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 

£ Skaggs  Associates 
Michigan 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


■I.  FLORIDA  M. A. /JULY,  1971 
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Florida  Medical  Association 
Officers,  Councils  and  Committees 

1971-1972 


OFFICERS 

FLOYD  K.  HURT,  M.D.,  President  . 

Jacksonville 

WILLI.AM  J.  DEAN,  M.D., 

President-Elect  

St.  Petersburg 

RAY  E.  MURPHY  JR.,  M.D., 
Vice  President 

Pompano  Beach 

CHARLES  K.  DOXEGAX,  M.D., 
Speaker  of  House  

. St.  Petersburg 

FRAXKLIX  J.  EVAXS,  M.D., 
Vice  Speaker  

Coral  Gables 

JAMES  W.  WALKER,  M.D., 
Secretar>'-Treasurer 

Jacksonville 

JAMES  T.  COOK,  M.D., 

Immed’ate  Past  President  

, Marianna 

W.  HAROLD  PARH.AM, 
Executive  Vice  President 

Jacksonville 

BOARD  OF  GOVERNORS 

FLOYD  K.  HURT,  M.D., 

♦President  and  Chairman  Jacksonville 

WILLIAM  J.  DEAN,  M.D., 

♦President-Elect  . St.  Petersburg 

RAY  E.  MURPHY  JR.,  M.D., 

Vice  President Pompano  Beach 

JAMES  W.  WALKER,  M.D., 

♦Secretary-Treasurer  Jacksonville 

HENRY  J. 'BABERS  JR.,  M.D.,  PP-72  Gainesville 

JAMES  T.  COOK,  M.D.,  ♦PP-73  and 

Public  Relations  Officer  Marianna 

JOSEPH  C.  VON  THRON,  M.D.,  AL-72  Cocoa  Beach 
WILLIAM  M.  C.  WILHOIT,  M.D.,  ♦A-74  Pensacola 

JACK  A.  MaCRIS,  M.D.,  B-75  St.  Petersburg 

JAMES  F.  COONEY,  M.D.,  C-73  West  Palm  Beach 
RICHARD  M.  FLEMING,  M.D.,  D-72  Miami  Beach 
JERE  W.  ANNIS,  M.D.,  AM.\  Delegate-72  Lakeland 

Advisory  Members 

CHARLES  K.  DONEGAX,  M.D., 

Speaker  of  House  St.  Petershurq 

EUGENE  G.  PEEK  JR.,  M.D.,  HRS-72  Ocala 

ROBERT  E.  ZEILNER,  M.D..  BS-72  Orlando 

VERNON  B.  ASTLER,  M.D.,  B.ME-72  Boynton  Beach 

*Executive  Committee 


Inter-American  Relations 


RUFL^S  K.  BROADAWAV.  M.D.,  Chairman  Afiamil  il 

WILLIA.M  P.  CLARKE,  M.D Jacksoniitle]  ^ 

Quackery  | 1 

OWEN  E.  AGEE.  M.D.,  Chairman  Gainesville  \ 4 

MILLARD  P.  QUII  LIAN,  MD Bradenton'  1 

EDW  ARD  W’.  ST.  MARY,  M.D Miami  I 1 

Venomous  Snake  Bite  I | 

CARL  E.  ANDREW'S,  JI.D.,  Chairman  ....West  Palm  Beach  | 4 

Workmen’s  Compensation  1 

JOSEPH  G.  M.3TTHEWS,  M.D.,  Chairman  Orlando]  i 

W.  DE.\N  STEW'ARD,  M.D Orlando  1 

HENRY  J.  BABERS  JR.,  M.D Gainesville  ■ 

JOHN  C.  KRUSE,  M.D Jacksonz-ille  . 

SAML'EL  M.  DAY,  M.D Jacksonznlle  I 


COUNCIL  ON  ALLIED  PROFESSIONS 
AND  VOCATIONS 


RUSSELL  B.  C.ARSON,  M.D.,  Chairman  Ft.  Lauderdale  j 

ALLIED  HEALTH  PROFESSIONS 


JOSE, PH  A.  EZZO,  M.D.,  ' 

Chairman  (Dietetics)  St.  Petersburg  I ' 

DENTISTRY 

ARGIN  A.  BOGGUS,  M.D.,  Chairman  Tavares 

MAURICE  J.  JURKIEW'ICZ.  M.D Gainesville 

MYRON  L.  McEACHERN,  M.D Tampa  ' 

MURRAY  D.  SIGMAN,  M.D West  Palm  Beach  I 

JAMES  G.  ROBERTSON,  M.D .Miami  j 


LAW 

HILBERT  A.  P.  LEININGER,  M.D.,  Chairman  ..Coral  Gables 

MEDICAL  TECHNOLOGISTS 

MILLARD  B.  WHITE,  M.D.,  Chairman  Sarasota 

MEDICINE  AND  RELIGION 

SAML'EL  F.  SMITH  JR.,  M.D.,  Chairman  Tampa  ( 

JOEL  W'.  MATTISON  M.D Tampa 

WILLIAM  A.  VAN  NORTWICK.  M.D Jacksonville 

CURTIS  D.  BENTON  JR..  M.D Ft.  Lauderdale  , 

ALBERT  C.  JASLOW'.  M.D South  Miami 


A.M.A.  HOUSE  OF  DELEGATES 


FRANCIS  T.  HOLLAND,  M.D., 

Chairman,  Delegate  Tallahassee 

FRANCIS  C.  COLEMAN,  M.D.,  Alternate  Tampa 

(Terms  expire  December  31.  1972) 

S.CMUEL  M.  DAY,  M.D.,  Delegate  Jacksomdlle 

JACK'Q.  CLEVELAND.  M.D.,  Alternate  Coral  Gables 

(Terms  expire  December  31,  1972) 

JERE  W ANNIS.  M.D.,  Delegate  Lakeland 

RICHARD  G.  CONNAR,  M.D.,  Alternate  Tampa 

(Terms  expire  December  31,  1972) 

ROBERT  E.  ZELLNER.  M.D.,  Delegate  Orlando 

RALPH  W'.  JACK.  M.D.,  Alternate  Miamt 

(Te"ms  expire  December  31,  1971) 

BURNS  A.  DOBBINS  JR.,  M.D.,  Delegate Ft.  Lauderdale 

EUGENE  G.  PEEK  JR.,  M D.,  Alternate  Ocala 

(Te-ms  expire  December  31.  1971) 

RUFUS  K.  BROXDAWAY,  M.D.,  Delegate  Miami 

THOMAS  B.  THAMES.  M D.,  Alternate  Orlando 

(Terms  expire  December  31,  1971) 

Subcommittees 

Foundations  for  Medical  Care 

JAMES  L.  BORL.XND  JR.,  M.D.,  Chairman  J acksonzille 

VINCENT  P.  CORSO,  M.D Miami 


NURSING 


JAMES  J.  DeVITO,  M.D.,  Chairman  St.  Augustine 

JOHN  M.  BUTCHER.  M D Sarasota 

CHARLES  H GILLILAND,  M.D Gainesville 

ALFRED  HURITZ,  M.D Miami  Beach 

JAMES  J.  HUTSON,  M.D Miami 

OPTICIANS 

THOM.XS  S.  EDWARDS.  M.D.,  Chairman  Jacksonville 

ROGER  A.  3IEYER.  M.D Bradenton 

SAMUEL  T.  REGISTER,  M.D Clearwater 

RALPH  E.  KIRSCH,  M D Miami 

G.  BROCK  MAGRUDER,  M.D Orlando 

PHARMACY 

BEN  C.  STOREY,  M.D.,  Chairman  Titusville 

GEORGE  LITTLE,  M.D Gainesz-ille 

PHYSICAL  THERAPY  AND  REHABILITATION 

ARTHUR  J.  PASACH,  M.D.,  Chairman  Tampa 

FR.VNK  J.  SEIDL,  M.D Clearwater 

LOLHS  J.  NOVAK.  M.D Hollywood 

PEDRO  ARROYO  JR.,  M.D Miami 

CHARLES  F.  SMITH  JR.,  M.D Pensacola 
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PHYSICIAN’S  ASSISTANTS  AND 
MEDICAL  ASSISTANTS 


JACK  VV.  FLEMING,  M.D.,  Chairman  Pensacola 

FRED  H.  ALBEE  JR.,  M.D Daytona  Beach 

RICHARD  A.  HENRY,  M.D Gainesville 

JAMES  R.  BOULWARE  III,  M.D Lakeland 

HERBERT  E.  BROOKS,  M.D Bonifay 

PAUL  D.  WILLIS,  M.D Jacksonville 


PODIATRY 


District  12— RUFILS  K.  BROADAWAY,  M.D.,  72  Miami 

HERMAN  K.  MOORE,  M.D.,  7.1  Key  West 

RICHARD  M.  FLEJIING, 

M.D,,  74  Miami  Beach 

J.  LEE  DOCKERY,  M.D.,  75  Miami 


COUNCIL  ON  LEGISLATION  AND 
PUBLIC  AGENCIES 


JOSEPH  C.  FLYNN,  M.D.,  Chairman  Orlando 

ALBERT  A.  WILSON.  M.D Tampa 

CLAUDE  D.  HOLMES  JR.,  M.D Miami 

CHARLES  A.  MEAD  JR.,  M.D Jacksonville 

gilbert  a.  martin,  M.D Daytona  Beach 


RADIOLOGIC  AND  NUCLEAR 
MEDICINE  TECHNOLOGISTS 

MALCOLM  S.  VAN  DeWATER,  M.D., 

Chairman  West  Palm  Beach 


VETERINARY  MEDICINE 


JOHN  H.  P.\RKER  JR.,  M.D.,  Chairman  Perry 

DAVID  K.  DAVIS.  M.D St.  Pctcrsbnrq 

GEORGE  W.  KARELAS,  M.D Newberry 


PHILIP  B.  PHILLIPS,  M.D.,  Chairman  Pensacola 

JOSEPH  H.  DAVIS,  M.D.,  Vice  Chairman  Miami 


STATE  LEGISLATION 


SANFORD  A.  MULLEN.  M.D.,  Chairman,  A-74  .. 

LOUIS  C.  MURRAY,  M.D.,  AL-72  

RICHARD  S.  HODES.  M.D.,  B-75  

DAVID  C.  LANE,  M.D.,  C-73  Ft. 

JOSEPH  II.  DAVIS,  M.D.,  D-72  


Jacksonville 
. . . . Orlando 

T ampa 

Laude  dale 
Miami 


Subcommittee  to  Committee  on  State  Legislation 


GEORGE  II.  EVANS.  M.D Tallahassee 

EDWARD  G.  HASKELL  JR.,  M.D Tallahassee 

FRANCIS  T.  HOI. LAND,  M.D Tallahassee 

ALFRED  L.  LEWIS  JR.,  M.D Tallahassee 


GOVERNMENT  PROGRAMS 


JUDICIAL  COUNCIL 


VINCENT  P.  CORSO,  M.D.,  Chairman,  AL-76  Miami 

JOHN  J.  CHELEDEN,  M.D., 

Vice  Chairman,  C-73  Daytona  Beach 

I NELSON  ZIVITZ  M.D.,  D-72  Miami  Beach 

TAMES  A.  WINSLOW  JR.,  M.D.,  B-74  Tampa 

WILLIAM  W.  THOMPSON,  M.D.,  A-75  ...Ft.  Walton  Beach 

MEMBERSHIP  AND  DISCIPLINE 

NELSON  ZIVITZ,  M.D.,  Chairman  Miami  Beach 

District  1 — JAMES  T,  COOK,  M.D.,  72  Marianna 

EARL  G.  WOLF.  M.D..  73  Pensacola 

WILLIAM  W.  THOMPSON, 

M.D.,  74  Ft.  Walton  Beach 

WH  LIAM  F.  BRUNNER,  M D.,  75  ...Marianna 
District  2— ALFRED  L.  LEWIS  JR.,  M.D.,  72  ..Tallahassee 

LOUIS  G.  LANDRUM,  M.D.,  73  Lake  City 

J.  MAXEY  DELL  JR.,  M.D.,  74  Gainesville 

CHARLES  E.  BARRINEAU,  M.D.,  75  ...Palatka 

District  3 — JOHN  A.  RUSH  JR.,  M.D.,  72  Jacksonville 

LESLIE  R.  ADAMS.  M D.,  73  Jacksonville 

SAMUEL  J.  ALFORD  JR., 

M.D.,  74  Jacksonville 

HUGH  A.  CARITHERS.  M D.,  75  ...Jacksonville 

District  4— KARL  T.  HUMES.  M D..  72  Bushnell 

WILLIAM  W.  O’CONNELL, 

M.D  , 73  St.  Augustine 

EDWIN  H.  UPDIKE  II,  M.D.,  74  Ocala 

CARROLL  M.  CROUCH, 

M.D.  75  Daytona  Beach 

District  5— TRUETT  H.  FRAZIER,  M.D.,  72  Orlando 

LEE  ROGERS,  M.D.,  73  Rockledge 

THEODORE  J.  KAMINSKI, 

M.D.,  74  Melbourne 

FRANK  C.  BONE.  M D..  75  Orlando 

District  6— ERNEST  R.  BOURKARD,  M.D.,  72  Tampa 

HENRY  L.  WRIGHT.  M.D.,  73  Tampa 

JAMES  M.  INGRAM,  M.D.,  74  Taynpa 

LINUS  W.  HEWIT  M.D.  75  Tampa 

District  7— JOHN  M.  BUTCHER.  M.D.,  72  Sarasota 

WOODS  A.  HOWARD,  M.D..  73  Lakeland 

H.  QUTLLIAN  JONES  SR.,  M D.,  74  ..Ft.  Myers 

(GORDON  H.  McSW'IN,  M.D.,  75  Arcadia 

District  8— ROWLAND  E.  WOOD, 

M.D  , 72  .St.  Petersburg 

JACK  A.  MaCRTS.  M.D.,  73  St.  Petersburg 

RICHARD  REESER  JR., 

M D..  74  St.  Petersburg 

JOHN  P.  FERRELT.  M.D  75  ....St.  Petersburg 

District  9— MARTIN  G.  GOULD,  M.D.,  72  Vero  Beach 

JOHN  S STEWART.  M.D.,  73  Naples 

CH  VRLES  M.  HARRIS  JR., 

M.D..  74  West  Palm  Beach 

MYRL  SPIVEY.  M D.,  75  West  Palm  Beach 

District  10— RUSSELL  B.  CARSON, 

M.D,  72  Ft.  Lauderdale 

ROBERT  J.  BRENNAN, 

M D . 73  Ft.  Laitderdale 

HENRY  D PERRY.  M D.,  74  Hol'vwood 

MH  ES  J BTFLFK,  M D.,  75  ....Ft.  Lauderdale 
District  11— NELSON  ZIVITZ,  M.D., 

72.  (Chm.)  Miami  Beach 

RICHARD  C.  DEVER,  M.D.,  73  Miami 

VINCENT  P.  C0R.=  0 M.D.,  74  Miami 

HAROLD  RAND,  M.D.,  75  Miami 


GEORGE  IT.  EVANS.  M.D.,  Chairman  Tallahassee 

F.  EDWARDS  RUSHTON,  M.D., 

OEO  (HUD.  etc.)  Tallahassee 
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FRANK  B.  HODNETTE,  M.D., 

V’ocational  Rehab Pensacola 

EUGENE  L.  KOMRAD,  M.D..  Pollution  Miami 

JAMES  L.  BORLAND  JR.,  M.D.,  Medicare  Jacksonville 

SAMUEL  M.  DAY,  M.D., 

Comprehensive  Tlealth  Planning  Jacksonville 

WILLIAM  W.  THOMPSON,  M.D., 

Div.  of  Family  Services  Ft.  Walton  Beach 

NATIONAL  LEGISLATION 

LOUIS  C.  MURRAY.  M.D.,  Chairman  Orlando 

JOSEPH  C.  VON  THRON,  M.D Cocoa  Beach 

JERE  W.  ANNIS  M.D Lakeland 

PHILIP  B PHILLIPS.  M.D Pensacola 

EDWARD  G.  HASKELL  JR.,  M.D Tallahassee 

SAMUEL  M.  DAY.  M D Jacksonville 

EUGENE  G.  PEEK  JR.,  M.D Ocala 

VICTOR  J.  M.LRTINEZ,  M.D Tampa 

KARL  R.  ROILS.  MD Sarasota 

ALLYN  B.  GRIFFIN,  M.D St.  Petersbu-g 

CARL  E.  ANDREWS,  M.D West  Palm  Beach 

ANDRE  S.  CAPI.  M.D Pompano  Beach 

JACK  Q CLEVEIAND,  M.D Coral  Gables 

RICHARD  M.  FLEMING,  M.D Miami  Beach 


COUNCIL  ON  MEDICAL  ECONOMICS 


VERNON  B.  ASTLER,  M.D.,  Chairman  Boynton  Beach 

ADVISORY  TO  BLUE  SHIELD  AND 
FISCAL  INTERMEDIARIES 


RAYMOND  J.  FITZPATRICK,  M.D., 

Chairman.  .‘\-74  Gainesville 

TOHN  A.  RUSH  JR,  M.D..  A-72  Jacksonville 

WILLIAM  N.  AINSWORTH  III,  M.D., 

A-73  Jacksonville 

ALFRED  L.  LEWIS.  M.D.,  A-75  Tallahassee 

JAMES  L.  BORLAND  JR.,  M.D., 

AL-72  Jacksonville 

IRVING  M.  ESSRIG  M.D,  B-72  Tampa 

RALPH  C.  AYE,  M D.,  B-73  Tampa 

TOHN  C.  FLETCHFR,  M.D.,  B-74  Tampa 

HENRY  tt.  MORTON,  M D.,  B-75  Sarasota 

FREDERICK  C.  ANDREWS,  M.D.,  C-72  Mount  Dora 

TACK  T.  BECHTEL.  M.D..  C-73  Indialantic 

JAMES  F.  RICHARDS.  M.D.,  C-74  Orlando 

THOMAS  F.  RAYMOND,  M.D., 

C-75  West  Palm  Beach 

O.  WILLIAM  D.AVENPORT,  M.D.,  D-72  Miami 

WILEY  M.  SAMS.  M.D..  D-73  Miami 

RICH  ARD  C.  CLAY.  M D.  D-74  Miami 

ALBERT  C.  JASLOW,  M.D.,  D-75  Miami 

HEALTH  INSURANCE 

W.  MAHON  MYERS  M.D.,  Chairman.  B Tampa 

WILLIAM  H.  MATHEWS,  M.D.,  AL Jacksonville 

ROBERT  KING.  MD...A Pensacola 

ARTHUR  I.  EBFRLY.  M.D.,  C Pompano  Beach 

ARTHUR  W.  WOOD  JR.,  M.D.,  D Miami 
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Slibcommttee  on  Florida  Individual  Responsibility  Programs; 


J.  GERARD  CONVERSE,  M.D.,  Chairman  . . . . Il'inter  Na^  en 

HOSPITALS  ASD  EXTENDED  CARE  FACILITIES 

T.  RUSSELL  FORLAW,  M.D., 

Chairman,  AL Boynton  Beach 

WILLIAM  F.  BRUNNER,  M.D.,  A Mananna 

WOODY  N.  YORK.  M.D.,  B Tampa 

ALBERT  F.  STRATTON  JR.,  M.D.,  C Cocoa 

WALTER  JONES  III,  M.D.,  D Miami 


COLLEGE  HEALTH 


EDWARD  W.  STONER,  M.D.,  Chairman 

M.  EUGENE  FLIPSE,  M.D 

W.  J.  COGGINS,  M.D 

DUANE  L.  BORK.  M.D 

.ALFRED  H.  L.AWTON,  M.D 


Oveid 

Coral  Gable 
. . Gainesvili 
. JacksonvUl 
Tampt 


EMERGENCY  MEDICAL  SERVICE 


COMPUTERIZATION  IN  MEDICINE 


VERNON  B.  .ASTLER.  M.D..  Chairman  Boynton  Beach 

lOHN  C.  TURNER  JR..  M.D 'Coral  Cables 

HOWARD  L.  REESE.  M.D St.  Pctersbura 

ALBERTO  BUDKIN.  M.D Miami 

CH.ARLES  -A.  MEAD  TR.,  M.D Jacksonville 


PEER  MEDICAL  UTILIZATION  REVIEW^ 


TAMES  B.  BYRNE.  M.D..  Chairman  Miami 

JOHN  A.  DYAL  JR..  M.D Perry 

ELWIN  G.  NEAL.  .M.D Miami  Shores 

BUR.NS  A.  DOBBINS  JR..  M.D Ft.  Lauderdale 

FR.ANK  B.  HODNETTE.  M.D Pensacola 

R.ALPH  C.  .AYE,  MD Tampa 

WILLIAM  R.  DANIEL.  M.D Orlando 

MICHAEL  J.  FOLEY,  M.D Melbourne 

HENRY  L.  HARRELL,  M.D Ocala 

ABBOTT  Y.  WILCO.X  TR..  M.D St.  Petersburg 

CH.ARLES  B.  ML'TTER.  M.D Miami 

CH.ARLES  P.  H.AYES,  M.D Jacksonville 


ROY  B.AKER.  M.D.,  Chairman 

JAMES  TALBERT.  M.D 

BEN  A.  JOHNSON  JR..  .M.D. 
ROBERT  J.  P.AN.ARO,  M.D.  . 
RICHARD  T.  CONR.AD,  M.D. 


Ft. 


JacksoHvilU 
. GainesviUt 
Jacksonville 
Lauderdale 
, .Bradenton 


HEARING 

WILLIAM  F.  SHIPMAN  JR.,  M.D.,  Chairman  . . .Tallaluusee 

U 4 TTX-  4 r rv  n . r,  . 


THEODORE  A\  . H.AHN,  M.D Pompano  Beach  ^ 

JOHN  W.  STONE,  M.D Lakeland! 

ROBERT  .A.  MERRELL,  M.D Daxtona  Beach  ' 

DICK  HOLLOWAY.  M.D '. . . .Orlandoi 

1 


LABOR  j 

THEODORE  J.  KAMINSKI,  M.D.,  Chairman  Melbourne] 

DAVIS  S.  BOLING,  M.D Tampa  ' 


PROFESSIONAL  LIABILITY  INSURANCE 


ROBERT  I.  BRE.NN.AN,  M.D.,  Chairman  Ft.  Lauderdale 

S.AMUEL'.M.  D.AA'.  M.D Jacksonville 

JOHN  A.  RUSH  JR..  .M.D Jacksonville 

CH.ARLES  A.  MONNIN  JR.  M.D Coral  Gables 

NORMAN  F.  FAIN  JR.,  M.D Eau  Gallie 

MEMBERS  INSURANCE 

TOHN  .A.  RUSH  JR.,  M.D.,  Chairman  Jacksonville 

JOHN  T.  HOCKER.  M.D.,  .AL Jacksonville 

WILLIS  W.  HARRIS.  .M.D.,  B Bradenton 

BENEDICT  R.  HARROW,  M.D.,  D .Miami 

RUSSELL  D.  D.  HOOA'ER,  M.D.,  C IVest  Palm  Beach 


MATERNAL  HEALTH 


S.A.ATUEL  L.  RENFROE,  M.D.,  Chairman  Ocala 

J.A.AIES  P.  McNEIL  JR..  M.D Jacksonville 

BENJAMIN  L.  STALNAKER  TR..  M.D Pensacola 

REGIN.ALD  H.  COOKE.  M.D.  ' H est  Palm  Beach 

THOMAS  I.  SCOTT.  M.D Orlando 

HENRY  WRIGHT,  M.D Tampa 


Consultants: 

William  .A.  Little,  M.D.,  Miami 
Harry  Prtstowsky,  M.D..  Gainesville 
John  D.  Milton,  M.D.,  Miami 
.\.  F.  Caraway  Jr.,  M.D.,  Jacksonville 


RELATIVE  VALUE  STUDIES 


FRED  .A.  BUTLER,  M.D..  Chairman,  B-75  Xaples 

STUART  C.  SMITH.  M D.,  A-7S Tallahassee 

WILLIAM  F.  MAHONEY.  M.D..  .AU72  Yarojota 

EMMET  F.  FERGUSON  JR..  M.D.,  .A-74 Jacksonville 

CH.ARLES  K.  DON  EGAN.  .M.D..  B 74  St.  Petersburg 

TOSEPH  G.  MATTHEWS.  M.D..  C-72 Orlando 

W.  DOTSON  WELLS,  M D..  C-73  Ft.  Lauderdale 

DUARD  LAWRENCE.  M.D  , D-72  .Miami  Shores 

TAMES  J.  HUTSON,  M.D.,  D-73 .Miami 


COUNCIL  ON  MEDICAL  SERVICES 


THOMAS  B.  THAMES,  M.D.,  Chairman  Orlando 

ADVISORY  TO  SELECTIVE  SERVICE 

J.\MES  L.  CAMPBELL  JR..  M.D.,  Chairman  Orlando 

WILLIAM  C.  ROBERTS,  M.D Panama  City 

SAMUEL  C.  .ATKINSON,  M.D Jacksonville 

TOHN  M.  BUTCHER.  M D Sarasota 

FRANK  M.  WOODS,  .M.D .Miami 

AGING 

W.ALTER  H.  WINCHESTER,  M.D.,  Chairman  Dunedin 

BLOOD 

FR.ANCIS  C.  COLEM.AN,  M.D.,  Chairman  Tampa 

FREEMAN  H.  CARY.  M.D Orlando 

LEO  E.  REILLY,  M.D St.  Petersburg 

SANFORD  .A.  MULLEN.  M.D Jacksonz'ille 

TEROME  BENSON.  M.D .Miami  Beach 

AT.FRED  L.  LEWIS.  M.D Tallahassee 

CHILD  HEALTH 

WESLEA'  S.  NOCK,  M.D.,  Chairman  Coral  Gables 

WARRE.N  W.  QUILLIA.N  II,  .M.D Coral  Gables 

CHARLES  T.  OZAKI.  .M.D Lake  City 

DON.ALE)  I.  AlacDON.ALD,  M.D Cleartvater 

ERON  B.  INGI.E  JR.,  M.D Orlando 


MENTAL  HEALTH 


Z.ACK  RUSS,  M.D..  Charman  Tampa 

WILLIAM  C.  RUFFIN  JR..  M.D Gainesville 

MERTON  L.  EKWALL,  M.D Tallahassee 

TAMES  W.  ETTINGER,  M.D Rocklcdge 

TAMES  R.  JUDE.  M.D .Miami 


MENTAL  RETARDATION 

C.AROI^  S.  SHE.AR.  M.D.,  Chairman  .Miami 

CORNELI.A  M.  C.ARITHERS,  M.D Jacksonville 

EMILY  G.ATES.  M.D Jacksonville 

WILSO.V  C.  RIPPY  JR.,  M.D Tampa 

JOHN  J.  ROSS.  M.D Gainesville 


OCCUPATIONAL  HEALTH 

J.AMES  J.  HUTSON.  M.D..  Chairman  .Miami 

I..AL'RENT  P.  LaROCHE,  M.D Cocoa  Beach 

SAMUEL  S.  LOMBARDO.  M.D Jacksonzille 

GEORGE  T.  SUAREZ.  M.D Tampa 

RAFAEL  PENALVER,  M.D .Miami 


PUBLIC  HEALTH  AND  THE  ENVIRONMENT 

WILLIAM  R.  STINGER.  M.D..  Chairman  Miami 

E.  CH.ARI.TON  PRATHER.  M.D Jacksonville 

WILT  LAM  A.  MULFORD.  M.D Green  Cove  Springs 

■ALBERT  B.  McCRE.ARY.  M.D St.  Petersburg 

TOHN  D.  MILTON,  M.D Coral  Gables 


RURAL  HEALTH 

HAROLD  D.  BREWER.  M.D.,  Chairman  Plant  City 

GEORGE  W.  KARELAS.  M.D Xewberry 

TOSEPH  W.  L.AWRENCE.  M.D Ft.  .Myers 

FREDDIE  .A.  SMITH.  M.D Tampa 

ROBERT  W.  HESS.  M.D Homestead 


VISION 

G.  BROCK  .MAGRUDER.  M.D.,  Chairman  Orlando 
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BOARD  OB  PAST  PRESIDENTS 


I COUNCIL  ON  SCIENTIFIC  ACTIVITIES 

.L 


! p.  WILLIAM  DAVENPORT,  M.D.,  Chairman  ^f{ami 

CONTINUING  MEDICAL  EDUCATION 

I WILLIAM  H.  HUBBARD,  M.D., 

Chairman,  C-73  Dayoiita  Beach 

THOMAS  D.  BARTLEY,  M.D.,  AL-72  Gainesville 

FRANCIS  P.  CASSIDY,  M.D.,  ATS  Pensacola 

WALTER  S.  WIGGINS,  M.D.,  B-74  St.  Petersburg 

:SIDNEY  BLUMENTHAL,  M.D.,  D-72  Miami 

MEDICAL  SCHOOLS 

HENRY  R.  COOPER,  M.D., 

Chairman,  AL-72  Ft.  Lauderdale 

RAYMOND  J.  FITZPATRICK,  M.D.,  A-75  Gainesville 

Alachua  County  Medical  Society 

SORRELL  L,  WOLFSON,  M.D.,  B-73  Tampa 

Hillsborough  County  Medical  Association 

FRANKLIN  G.  NORRIS,  M.D.,  C-72  Orlando 

RICHARD  C.  CLAY,  M.D.,  D-74  Miami 

Dade  County  Medical  Association 

, EMANUEL  TAPPER,  M.D.  Miami 

Faculty,  University  of  Miami 

EMANUEL  SUTER,  M.D.  Gainesville 

Faculty,  University  of  Florida 

DONN  L,  SMITH,  M.D Tampa 

Faculty,  University  of  South  Florida 

.ddvisors  to  Committee  on  Medical  Schools: 

JERE  W.  ANNIS,  M.D Lakeland 

THOMAS  E.  McKELL.  M.D Tampa 

■ CHESTER  CASSEL,  M.D Miami 

MEDICAL  STUDENTS 

i BILLY  BRASHEAR,  M.D.,  Chairman  Gainesville 

I REED  BELL,  M.D Pensacola 

IVAN  C.  BERLIEN,  M.D Coral  Gables 

RICHARD  H.  BLANK,  M.D Tampa 

GEORGE  J.  CARANASOS,  M.D Gainesville 

REGIONAL  MEDICAL  PROGRAM 

JIM  C.  HIRSCHMAN,  M.D.,  Chairman,  D-74  Miami 

WILLIAM  M.  COLMER  JR.,  M.D.,  AL-72  Pensacola 

CLYDE  M.  COLLINS,  M.D,,  ,\-75  Jacksonville 

H.  PHILLIP  HAMPTON,  M.D..  B-72  Tampa 

CARL  E.  ANDREWS,  M.D.,  C-73  West  Palm  Beach 

RESEARCH 

KARL  B.  HANSON,  M.D.,  Chairman,  A Jacksonville 

JENO  E.  SZAKACS,  M.D.,  B Tampa 

MARTIN  G.  GOULD.  M.D.,  C Ft.  Pierce 

JAMES  J.  GRIFFITTS,  M.D.,  D Miami 

DONALD  W.  SMITH,  M.D.,  AL Miami 

SCIENTIFIC  ASSEMBLIES 

THOMAS  F.  RAYMOND,  M.D,, 

C-73,  Chairman  West  Palm  Beach 

GEORGE  L.  IRVIN  III,  M.D.,  D-74  Miami 

CALVIN  W.  MARTIN.  M.D.,  AL-72  Arcadia 

MICHAEL  PICKERING,  M.D.,  B-75  Tampa 

GEROLD  L.  SCHIEBLER,  M.D.,  A-72  Gainesville 

SCIENTIFIC  PUBLICATIONS 

CLYDE  M.  COLLINS,  M.D.,  Editor  Jacksonville 

FRANZ  H.  STEWART,  M.D.,  Editor  Emeritus  Miami 

OSCAR  W.  FREEMAN.  M.D.,  Associate  Editor  Orlando 

WILLIAM  M.  STRAIGHT,  M.D.,  Associate  Editor  ...Miami 
WILLARD  E.  MANRY  JR.,  M.D., 

Asst.  Editor  Lake  Wales 

COLIN  KENDALL,  M.D.,  Asst.  Editor  Temple  Terrace 

EDWARD  N.  WILLEY,  M.D.,  Asst.  Editor  ....St.  Petersburg 
RICHARD  M.  FLEMING,  M.D., 

Associate  Editor  from  Board  of  Governors  ...  .Miami  Beach 


COUNCIL  ON  SPECIAL  ACTIVITIES 


JACK  Q.  CLEVELAND,  M.D.,  Chairman  Coral  Gables 

ARCHIVES 

M.\RGARET  PALMER.,  M.D.,  Chairman,  A-75  Ocala 

EUGENE  B.  MAXWELL,  M.D.,  AL-72  Tampa 

W.  WARDLAW  JONES.  M.D.,  B-73  Dade  City 

HUGH  WEST,  M.D.,  C-72  DeLand 

WILLIAM  M.  STRAIGHT,  M.D.,  D-74  Miami 


RALPH  \V.  JACK,  M.D.,  Chairman,  1959  Miami 

JAMES  T.  COOK,  M.D.,  Secretary,  1970  Marianna 

WILLIAM  M.  ROWLETT,  M.D.,  19.5,3  Tampa 

ORION  O.  FEASTER,  M.D.,  1936  Hernando 

EDWARD  JELKS,  M.D.,  1937  Jacksonville 

WALTER  C.  JONES.  M.D.,  1941  Miami 

WILLIAM  C.  THOAIAS  SR.,  M.D..  1947  Gainesville 

JOSEPH  S.  STEWART.  M.D..  1948  Miami 

W.\LTER  C.  PAYNE  SR..  M.D.,  1949  Pensacola 

ROBERT  B.  McIVER,  M.D.,  1952  Jacksonville 

FREDERICK  K.  HERPEL.  M.D.,  1953  ..Laguna  Hills.  Calif. 

DUNCAN  T.  McEWAN,  M.D..  1954  Orlando 

JOHN  D.  MILTON,  M.D.,  1955  Miami 

FRANCIS  H.  LANGLEY,  M.D.,  1956  St.  Petersburg 

WILLIAM  C.  ROBERTS,  M.D.,  1957  Panama  City 

JERE  W.  ANNIS.  M.D.,  1958  Lakeland 

LEO  M.  WACHTEL,  M.D.,  1960  Jacksonville 

ROBERT  E ZELLNER,  M.D..  1962  Orlando 

WARREN  W.  gUILLIAN,  M.D.,  1963  Coral  Gables 

S.VilUEL  M.  D.\Y.  M.D.,  1964  Jacksonville 

II.  PHILLIP  HAMPTON,  M.D.,  1965  Tampa 

GEORGE  S.  PALMER,  M.D.,  1966  Tallahassee 

W.  DEAN  STEWARD.  M.D,,  1967  Orlando 

JACK  O.  CLEVELAND,  M D.,  1968  Coral  Gables 

HENRY  B.VBERS  JR.,  M.D.,  1969  Gainesville 


COUNCIL  ON  SPECIALTY  MEDICINE 


EDWARD  J.  SULLIVAN  JR.,  M.D.,  Chairman  ..Jacksonville 

COMMITTEES 


ANESTHESIOLOGY— 

LEO  C.  NICKELL,  M.D.,  1975  0.lando 

DERMATOLOGY- 

JACK  H.  BOWEN,  M.D.,  1975  Jacksonzille 

GENERAL  PR.VCTICE— 

FREDERICK  C.  ANDREWS.  M.D.,  1973  Mount  Dora 

INTERNAL  MEDICINE— 

ROBERT  E.  RABORN,  M.D.,  19."2  Delrav  Bead 

NEUROLOGY— 

JACOB  GREEN,  M.D.,  1975  Jacksonville 

NEUROSURGERY— 

EDWARD  J.  SULLIVAN  JR..  M.D.,  1974  ...Jacksonville 
OBSTETRICS  & GYNECOLOGY— 

WILLIA.M  T.  MIXSON,  M.D.,  1973  Coral  Gables 

OTOI ARYNGOLOGY— 

WEST  BITZER.  M.D.,  1974  Ocala 

OPHTHALMOLOGY— 

JAMES  W.  CLOWER  JR.,  M.D.,  1973  Daytona  Beach 

ORTHOPEDICS 

JOHN  R.  MAHONEY,  M.D.,  1975  Ft.  Lauderdale 

PATHOLOGY— 

S.‘\NFORD  A.  MULLEN,  M.D.,  1972  Jacksonville 

PEDIATRICS— 

JAMES  M.  STE.M,  M.D.,  1972  Clearwater 

PL.VSTIC  SURGERY— 

JOHN  M.  HAMILTON,  M.D.,  1973  St.  Petersburg 

PSYCHIATRY— 

SAMUEL  G.  HI  BBS,  M.D.,  1975  Tampa 

RADIOLOGY— 

ANDRE  S.  CAPI,  M.D.,  1972  Pompano  Beach 

SURGERY— 

RICHARD  P,  THOMPSON,  M.D.,  1974  Jacksonville 

UROLOGY- 

MILES  W.  THOMLEY,  M.D.,  1974  Orlando 

Subcommittee  on  Specialty  Groups: 

ALBERT  ZIFFER,  M.D Orlando 

Florida  Allergy  Society 

GEORGE  T.  EDWARDS,  M.D.  Ft.  Lauderdale 

Florida  Society  of  Anesthesiologists 

EUGENE  J.  SAYFIE,  M.D Miami 

Fla.  Chanter,  Amer.  College  Chest  Physicians 

W.  HUGHES  JOHNSON,  M.D Clearwater 

Florida  Society  of  Dermatology 

D.WID  O.  WESTMARK,  M.D St.  Petersburg 

Fla.  Chap.  Am.  Coll,  of  Emergency  Physicians 

JAMES  L.  BORLAND  JR„  M D Jacksonville 

Florida  Gastroenterologic  Society 

JOSEPH  P.  HENDRIX,  M.D Port  St.  Joe 

Florida  Academy  of  General  Practice 

VICTOR  H.  KNIGHT  JR.,  M.D.  Tampa 

Florida  Society  of  Internal  Medicine 

JACOB  GREEN,  M D Jacksonville 

Florida  Society  of  Neurology 

ROBERT  S.  TOLMACH,  M.D Miami 

Florida  Neurosurgical  Society 

HENRY  L.  WRIGHT,  M.D Tampa 

Florida  Obstetric  and  Gynecology  Society 

CURTIS  D.  BENTON  JR.,  M.D Ft.  Lauderdale 

Florida  Society  of  Ophthalmology 

ROBERT  E INGERSOLL,  M.D Hollywood 

Florida  Orthopedic  Society 

FREDERIC  W.  PULLEN  II,  M D Miami  Shores 

Florida  Society  of  Otolaryngology 

WILLIAM  R.  BEACH  III,  M.D Orlando 

Florida  Society  of  Pathologists 
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BERNARD  F.  O’HARA.  M.D Palm  Beach 

Fla.  Chapter  of  the  Amer.  Acad,  of 
Fed.  & the  Fla.  Fed.  Soc. 

H.  WARNER  WEBB,  M D Jacksonville 

Florida  Association  of  Fediatric  Surgeons 
GEORGE  A.  CUNNINGHAM  III.  M.D  .......  .Palm  Beach 

Fla.  Soc.  of  Fhvsical  Medicine  & Rehabilitation 

DORTHEX  M.  WEYBRIGHT.  MD H’est  Palm  Beach 

Fla.  Soc.  of  Elastic  & Recon.  Surgery 

R.  CHRIS  BROWN.  M.D.  Clearwater 

Florida  Society  of  Freventive  iledicine 

MANUEL  L.  CARBONELL,  M.D Miami 

Florida  Froctologic  Society 

MERTON  L.  EKWALL.  M.D Tallahassee 

Florida  Fsychiatric  Society 

WILLIAM  F.  LINDSEY.  M.D Tallahassee 

Florida  Radiological  Society 

DAVID  S.  HUBBELL,  M.D St.  Petersburg 

Fla  Chapter.  Am*r.  College  of  Surgeons 

GEORGE  H.  WELCH  JR..  M.D St.  Petersburg 

Florida  Association  of  General  Surgeons 

GLENN  H.  HELLER.  M.D Miami  Beach 

Fla.  State  Surg.  Div.  Int.  Coll,  of  Surgeons 

THOMAS  M.  McNEILL,  MD Orlando 

Florida  Society  of  Thoracic  Surgeons 

JOHN  I.  WILLIAMS.  M.D Ft.  Lauderdale 

Florida  Urological  Society 


COUNCIL  ON  VOLUNTARY  HEALTH 
AGENCIES 


FRANK  L.  CREEL,  M.D.,  Chairman  Pensacola 

GEORGE  A.  ANDERSON,  M.D Jacksonville 

Florida  Heart  Association 

LOUIS  M.  SALES.  M.D Jacksonville 

Flo'ida  Chapter,  The  .Xrthritis  Foundation 

HERBERT  H.  EIGHMY,  M.D Pensacola 

Easter  Seal  Soc.  for  Crippled  Child.  & .\dults  of  Fla.  Inc. 

JAilES  N.  FATTERSON.  M.D Tampa 

Florida  Division  American  Cancer  Society 

HAWLFY  H.  SEILER.  M.D Tampa 

Fla  TB  and  Resp.  Disease  Assoc. 

FRANK  L.  CREEL,  M.D Pensacola 

Florida  Association  for  Mental  Health 

ALAN  J.  FONIG.  M.D Jacksonville 

Florida  Society  for  Frevention  of  Blindness 

MARTIN  FEFUS.  M D Daytona  Beach 

Florida  .Association  for  Retarded  Children 

JACOB  COLSKY.  MD Miami 

I eukemia  Society  of  .America,  Fla.  Division 

JOHN  C.  IIFSEY.  M.D Pensacola 

LInited  Cerebral  Falsy  of  Florida 

J.  K.  D.XVID  JR..  M.D.  Jacksonville 

The  National  Foundation 

RUTH  A.  RICE  SIMONS.  M.D Coral  Gables 

National  Multiple  Sclerosis  Society 

FLORIDA  MEDICAL  FOUNDATION 

FLOYD  K.  HURT,  JI.D.,  Fresident  Jacksonville 

RAY  E.  MURFHY  JR.,  M.D., 


JAMES  W.  WALKER,  M.D., 

Secretary-Treasurer  Jacksonville 

W.  HAROLD  PARHAM,  Exec.  Vice  President  . . . Jacksonville 

INVESTMENT  PLAN 

BURNS  A.  DOBBINS  JR.,  M.D.,  Chairman  ..Ft.  Lauderdale 

CARL  S.  McLEMORE.  M.D Orlando 

JOHN  D.  MILTON.  M.D Coral  Gables 

WILLIAM  M.  C.  WILHOIT,  M.D Pensacola 

TOHN  M.  BUTCHER,  M.D Sarasota 

JOHN  J.  CHELEDEN,  M.D Daytona  Beach 

WIIII.XM  J.  DEAN.  M.D St.  Petersburg 

JAMES  J.  DeVITO.  M.D St.  Augustine 

GEORGE  S.  PALMER,  M.D Tallahassee 

JOSEPH  C.  VON  THRON.  M.D Cocoa  Beach 

TAMES  L.  ANDERSON.  M.D Miami 

LEON  H.  MIMS  JR.,  M.D Coral  Gables 


SPECIAL  COMMITTEES 


Ad  Hoc  Committee  on  Drug  Abuse: 


ROBERT  P.  JOHNSON.  M.D Tallahassi 

(Florida  Medical  Association,  Inc.) 

MRS.  ARNOLD  J.  SPANJERS  Wititer  Have 

(A\  Oman’s  Aux.  to  the  Florida  Medical  -Assoc.,  Inc.) 

IRWIN  T.  TAYLOR,  MD Winter  Par, 

(FM.A  Committee  on  Child  Health) 

DAVID  J.  LEHMAN  JR.,  M.D Hollywooi 

(Florida  Medical  Association,  Inc.) 


ROBERT  AA’FBER  IVinter  Pari' 

(Florida  Pharmaceutical  Association)  , 

LOUIS  A’.  MORELLI  Tallahasse^ 

(State  Department  of  Education) 

DR.  IRA  C.  ROBINSON  Tallahassei\ 

(Florida  Board  of  Regents) 

FRED  J.  HUERKAMP  Jacksonville 

(Comprehensive  Health  .Planning  of  N.E.  Florida) 

WADE  H.  STEPHENS,  M.D Jacksonville 

(Florida  State  Division  of  Health) 

D.  K.  BROAVN  JacksomiUe 

(Peace  Officers) 

HONORABLE  D.AA'ID  E.  WARD  JR Tampa 

(The  Florida  Bar) 

DR.  ROBERT  J.  PEARSON  Sanford 

(Florida  Education  Association) 

DANIEL  L.  SECKINGER  II,  M.D Miami 

(Florida  Medical  -Association,  Inc.) 

WILLIS  BOOTH  Tallahassee 

(Law  Enforcement) 

D.AA'ID  C.  BUTTS  Miomi 

(The  Clergy  & Treatment  and  Rehab.  Program  for  Drug 
Addicts) 

BEN  J.  SHEPPARD,  M.D Hia.iij 

(Florida  Medical  Association,  Inc.) 

THEODORE  J.  MARSHALL,  M.D Pensacola 

(Florida  Medical  -Association,  Inc.) 


Joint  Commission  on  Medical  Education: 

HENRY  R.  COOPER  M.D.,  Chairman  Ft.  Lauderdale 

JERE  AV.  ANNIS  M.D Lakeland 

HUGH  A.  C.ARITHERS.  M.D Jacksonville 

FREEMAN  H.  CARY,  M.D Orlando 

CHESTER  CASSEL,  M.D Mmmi 

RICHARD  C.  Cl  AY  MD Miami 

RAYMO-ND  J FITZPATRICK,  M.D Gainesville 

R.  B.  GAUTIER,  Esouire  Miami 

EDW  ARD  G.  HASKELL  JR.,  M.D Tallahassee 

THOAIAS  E.  McKELL.  M.D Tampa 

FRANKLIN  G.  NORRIS.  M.D Orlando 

EMANUEL  M PAPPER,  M.D Miami 

DONN  L.  SMITH.  M D..  Ph.D Tampa 

EMANUEL  SLTTER,  MD Gainesville 

JOHN  R.  TANNER,  M.D Miami 

SORRELL  L.  AVOLFSON,  M.D Tampa 


LEGAL  COUNSEL 

MARKS,  GR.AY,  CONROY  & GIBBS  Jacksonville 


CERTIFIED  PUBLIC  ACCOUNTANTS 
LUCAS,  HERNDON,  HARMS  & HYERS  Tacksontillc 
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.J,  FLORIDA  M. A. /.JULY,  1971 


11.5 


Classified 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 

gressive GP  associate.  Central  Florida  near  Disney 
World.  Excellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


Specialists 

PSYCHI.\TRIST  as  associate  to  well  established 
psychiatrist,  Broward  County.  Handsome  new  medical 
building  adjacent  major  area  hospital.  Excellent  oppor- 
tunity. Contact  M.  M.  Sylvan,  M.D.  (305)  525-6044. 


INTERNIST,  UROLOGIST,  GP’s.:  Outstanding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perrj',  Florida  32347. 


PEDI.\TRICL\N  W.\NTED:  Board  certified,  to 

head  Bureau  of  Crippled  Children  in  State  of  Florida. 
.\ctive  dynamic  program  with  large  area  of  respon- 
sibility. Reply  to  Bureau  Chief,  Bureau  of  Crippled 
Children,  107  W.  Gaines  St.,  Tall^assee,  Florida  32304. 


R.\DIOLOGIST  W.\NTED;  Must  be  board  cer- 
tified, for  55-bed  accredited  community  hospital,  in 
e.xpansion  to  100  beds,  Brooksville,  Florida.  Please 
contact  Dr.  J.  C.  .\jac.  Radiologist  at  (904)  796-3507 
or  (904)  796-9636. 


INTERNIST  W.\NTED:  Preferably  gastroenter- 

ologist, board  eligible,  to  join  3 man,  board  certified, 
internal  medicine  group  in  central  Florida;  liberal 
salarj'  and  excellent  fringe  benefits.  Hospital  one  block 
from  well  equipped  office.  Wide  range  of  recreational 
opportunities.  Write  Box  C-995,  P.O.  Box  2411,  Jack- 
sonville, Florida  32203. 

OPPORTUNITY  FOR  INTERNIST:  Board  cer- 
tified or  eligible,  interested  in  cardiology'.  Town  11,000, 
service  area  40,000  in  south  .\labama.  Modern  86-bed 
(JC.\H)  general  hospital  with  8-bed  combination 
intensive  and  coronary  care  unit  under  construction. 
Seven  G.P.s,  certified  surgeon,  radiologist,  excellent 
school  system.  Contact  B.  J.  Griffin,  .\dm.,  D.  W.  Mc- 
Millan Memorial  Hospital,  Brewton,  .•Ma.  36426. 


INTERNIST:  .\ssociate  with  cardiologist  in  new 

office.  Excellent  hospital  close  by.  Wonderful  area  to 
live  and  practice  in.  Contact  Irwin  Leider,  M.D.,  1012 
Volusia  .\venue,  Daytona  Beach,  Florida  32014. 


OBSTETRICLA^^-GYxNECOLOGIST:  Board  cer- 
tified or  elipble  with  mihtary  obligation  completed,  is  i 
wanted  to  join  3-man  partnership  in  Miami,  Florida. 
Guaranteed  income  first  year,  leading  to  partnership. 
Send  curriculum  vitae.  Contact  P.O.  Box  552,  Miami 
Shores,  Florida  33153. 


OB-(JYN.,  PEDL\TRICL\N  URGENTLY  NEED- 
ED: Wauchula,  Hardee  County,  southwest  central,  90 

miles  south  of  Disney  World.  Beautiful  new  office 
building  directly  across  from  new  50-bed  community 
hospital.  Contact  Barbara  C.  Carlton,  M.D.  Doctors 
Center,  520  West  Carlton,  Wauchula  33873.  Phone 
(813)773-3115. 


W.\NTED:  General  surgeon,  thoracic  and  vascular 

to  associate  with  another  surgeon  doing  the  same  prac- 
tice in  O.-lando,  Florida.  Write  C-997,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


Miscellaneous 


GENEIU\L  PRACTITIONERS  OR  LNTERNISTS: 
One  or  two  to  join  established  GP  in  forming  a group 
in  rapidly  growing  area  in  central  Florida.  Semi-rural 
community,  suburb  of  large  city,  good  schools  with 
balanced  trouble  free  integration  already  accomplished. 
Write  C-972,  Post  Office  Box  2411,  Jacksonville, 
Florida  32203. 


WANTED  IMMEDLATELY ; Priv'ate  emergency 
room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


PHYSICI.ANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


P.ATHOLOGY  RESIDENCY:  Memorial  Hospital, 

Hollywood,  Florida.  We  have  a pathology  residency 
opening  at  Memorial  Hospital  beginning  July  1,  1971. 
We  accomplish  approximately  300  autopsies,  approxi- 
mately 7,800  surgical  pathological  e.xaminations  and 
approximately  75,000  clinical  pathology  examinations 
in  a year.  Salary  open.  Interested  parties  should  write 
as  soon  as  possible  to:  Mr.  S.  .A.  Mudano,  .Adm., 

Memorial  Hospital,  3501  Johnson  St.,  Hollywood. 
Florida  33021. 
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INTERNIST  OR  GENERAL  PRACTITIONER  to 
associate  with  GP  in  new  clinic  type  building  with  lab 
and  x-ray.  Opening  August  1 on  Fort  Myers  Beach. 
Contact  M.  J.  Hetman,  M.D.,  P.O.  Box  2759,  Fort 
Myers  Beach,  Florida  33931. 


30  PHYSICIAN  multispecialty  group  located  Flor- 
in ida  Gulf  Coast  must  add  internist,  general  practitioner, 
Jk  orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
ft  physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
If  addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
ti  din,  Florida  33528. 


ADDITIONAL  PHYSICIANS  URGENTLY 
: NEEDED:  GP,  internal  medicine,  obstetrics,  pediat- 

rics, and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819,  Quincy,  Florida  32351. 


PHYSICIAN— EMERGENCY  ROOM:  A modern, 
well-equipped,  274-bed,  general,  community,  joint  com- 
mission, accredited  hospital  is  seeking  a Florida  licensed 
physician  to  join  our  staff  of  emergency  room  doctors 
providing  24-hour  coverage.  The  emergency  room  phy- 
sicians have  available  the  consulting  services  of  our 
medical  staff.  Excellent  salary.  Write  or  call  Hamilton 
McCroskery,  M.D.,  Director,  Emergency  Room  Ser- 
vices, c/o  Personnel  Office,  Methesda  Memorial  Hospi- 
tal, 2815  S.  Seacrest  Blvd.,  Boynton  Beach,  Fla.  33435. 
(305)  732-8141. 


INTERNIST  OR  WELL-TRAINED  GENERAL 
PR.ACTITIONER  to  join  flourishing  practice  in  Fort 
Lauderdale  area.  Excellent  salary  and  fringe  benefits 
first  year,  leading  to  association.  Must  have  Florida 
license.  Phone  (305)  565-6434. 


ii 

WANTED:  Associate  to  share  office  space  in  cen- 

tral Florida  city.  Can  be  any  specialty  or  general 
practitioner.  Write  C-996,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


W.\NTED:  GP,  internist(s),  geriatric  or  family 

physician  in  new  professional  building  in  Delray  Beach, 
Florida.  For  details  write  C-999,  P.O.  Box  2411,  Jack- 
sonville, Florida  32203. 


STAFF  PHYSICLAN:  State  facility  for  mentally 

retarded.  Beginning  salary  depending  on  qualifications. 
Reply  to  include  brief  summary  of  professional  experi- 
ence. Send  to  W.  B.  Barrow,  M.D.,  Medical  Director, 
P.O.  Box  2369,  Ft.  Myers,  Florida  33902. 


situations  wanted 


PATHOLOGIST:  Board  certified  in  clinical  and 

anatomical  pathology,  age  39,  native  U.S.,  Florida  resi- 
dent, university  trained,  experienced.  Write  C-993, 
P.O.  Box  2411,  Jacksonville,  Florida  32203. 


INTERNIST-CARDIOLOGIST:  Board  eligible, 

trained  in  clinical  cardiology,  Cath.,  and  coronary 
arteriography,  seeks  position  with  group  or  individual 
in  Florida.  Available  in  July.  Write  S.  DiGiorgi, 
M.D.,  1610  North  River  Drive,  Apt.  106,  Miami,  Flor- 
ida 33125. 


REGISTERED  INHALATION  THERAPIST  AND 
REGISTERED  PHYSICIAN’S  ASSISTANT  would 
like  position  with  medical  clinic  or  in  general 
medicine  or  the  family  practice  of  medicine.  Three 
years’  experience  in  general  medicine  at  John  Sealy 
Hospital,  Galveston,  Texas.  Available  immediately. 
Complete  resume  upon  request.  Write  C-503,  Box 
2411,  Jacksonville,  Florida  32203. 


SITUATION  WANTED:  40  year  old  General 

Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  group  association.  Write 
C-983,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


SITUATION  WANTED:  General  practice,  indus- 

trial or  emergency  room.  Healthy,  active,  57,  leav- 
ing state  service.  Have  Florida  license.  Experienced  in 
general  medicine,  familiar  with  Workmen’s  Compensa- 
tion and  hospital  administration.  Available  after  July 
15,  lower  East  Coast.  Reply  to  Box  C-990,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 


real  estate 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


DOCTOR’S  OFFICE  FOR  LEASE:  4561  San 

Juan  Ave.,  Jacksonville,  Florida.  Convenient,  Lake 
Shore  location,  1,200  sq.  ft.  .Air-conditioned,  carpeted, 
parking,  $350.00  per  month.  Adjoining  two  bedroom 
apartment,  600  sq.  ft.,  also  available.  Can  be  part  of 
office.  Entire  building  $400.00  per  month.  Contact 
C.  T.  Waldron,  4640  Ricker  Rd.,  Jacksonville,  Fla. 
32210.  Telephone  771-1434. 


practices  available 

FOR  SALE:  Five  room,  red  brick,  medical  office 

building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 


FOR  SALE:  Established  office  for  generalist  in 

the  all  American  city  of  Lakeland,  central  Florida. 
■Adjacent  to  500-bed  open  staff  hospital.  Retiring,  you 
take  over.  Terms  open.  Send  curriculum  vitae.  Write 
Drs.  Clark,  King  and  West,  320  Parkview  PI.,  Lake- 
land, Florida  33801. 
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anxiety: 
a time  bomb 


Unless  "defused/'  anxiety  may  build  up" to  an  intensity  that  can  over  I 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  i|ie4 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  clJ  ' 
interfere  with  recovery. 


UBRARY 

JUL2  61971 


The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunt|v^ 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  med  ^l™ 
practice  where  anxiety  complicates  the  patient's  condition.  , , 


fgff 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

. Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients 
known  h^ 

Wan 
possibly  t 
and  other 
CNS-actinc 
hazardous  ^ 
mental  al  1 


chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  ta  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
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ing  depression;  suicidal  tendencies  r y 
be  present  and  protective  measures  Tt- 
essary.  Variable  effects  on  blood  coagia- 
tion  have  been  reported  very  rarely  n 
patients  receiving  the  drug  and  ora!  al- 
coagulants;  causal  relationship  has  it 
been  established  clinically.  1^ 

Adverse  Reactions:  Drowsing, 

ataxia  and  confusion  may  occur,  eu 
cially  in  the  elderly  and  debilitated.  Thle' 
are  reversible  in  most  instances  by  profr 
dosage  adjustment,  but  are  also  occasii- 
ally  observed  at  the  lower  dosage  ranc^. 
In  a few  instances,  syncope  has  been^ 
ported.  Also  encountered  are  isolatedi- 
stances  of  skin  eruptions,  edema,  mijt 
menstrual  irregularities,  nausea  and  c<- 
stipation,  extrapyramidal  symptoms,^ 
creased  and  decreased  libido— all  in- 
quent  and  generally  controlled  with  d- 
age  reduction;  changes  in  EEG  pattejs 
(low-voltage  fast  activity)  may  app<ir 
during  and  after  treatment;  blood  dyscT 
sias  (including  agranulocytosis),  jaundp 
and  hepatic  dysfunction  have  been  ]- 
parted  occasionally,  making  perioi; 
blood  counts  and  liver  function  tests  <1- 
visable  during  protracted  therapy. 
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Proved  electro 
[4  single  30-mg  dose  nightly 
helps  insomniacs  fall  asleep 
stay  asleep,  and  sleep  longer 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.’  "’ 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  j 
paired-night,  double-blind  crossovfj 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi-  I 
cantly  reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  th 
remainderforas  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certai 
hypnotics  in  two  separate  preferenc 
studies.  In  each  of  two  double-blind : 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objectiv'e  ' 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  at.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales,  A., 
eta!.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed);  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses:,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


New 


Dalmaiie 

Cflurazepam  hydrochloride] 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  071 10 


Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  isthecureforenemaphobia 
It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally  • 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax! . . it’s  predictable 

bisacodyl 
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AUGUST  COVER — Yellow  fever,  the  worst  plague  in  Florida’s  history,  was  finally  eradicated  by  control  of 
its  vector,  the  Aedes  aegypti  mosquito.  In  the  pages  of  this  historical  issue  appears  a historical  sketch  of  the 
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Hospital  Board  of  Trustees  Ruling 


Page 


On  May  14,  1971,  the  attorney  general  of  Florida  rendered  an  opinion  which  has  caused  youli 
officers  of  the  Florida  Medical  Association  great  concern.  II 

In  this  opinion,  he  stated  that  a physician  on  the  staff  of  a hospital  may  not  serve  as  a membeB 
of  the  hospital  board  of  trustees.  His  opinion  is  based  on  the  state  Conflict  of  Interest  Law,  Part  IIlH 
Chapter  12,  Florida  Statutes.  This  apparently  applies  to  all  tax-supported  Institutions  in  the  state* 
He  noted  that  among  the  activities  of  the  board  of  trustees  is  the  promulgation  of  rules  and  regula* 
tions  affecting  the  medical  staff  and  the  granting  of  staff  privileges,  and  “it  seems  clear,”  General 
Shevin  wrote,  “that  the  supervisory  power  held  by  a board  of  trustees  over  a staff  physician  woulcB 
create  a situation  in  which  the  trustees’  independence  of  judgment  might  well  be  impaired  were  hfjl 
to  serve  also  with  the  staff  physician.”  To  support  his  judgment.  General  Shevin  also  cited  the  com-|| 
mon  law  rule,  “prohibiting  a person  from  holding  two  incompatible  offices  or  positions  of  employ-i 
ment  in  the  public  service.”  I 

In  Florida  the  opinion  of  the  attorney  general  hcis  the  force  and  effect  of  law.  His  opinion  is,  j 
then,  the  law,  until  such  time  as  he  or  a successor  reverses  it  or  a Florida  court  overrules  it.  You  j 
can  well  imagine  that  the  effect  of  this  ruling  is  very  much  as  if  a fox  had  entered  a chicken  coop;  j 
for  the  last  ten  to  fifteen  years  the  Florida  Medical  Association  has  been  actively  concerned  in  pro-  j 
moting  physicians  to  serve  on  hospital  boards. 

Whether  this  ruling  will  apply  to  only  hospitals  which  receive  tax  funds  for  the  care  of  welfare  I 
patients,  or  whether  it  will  apply  to  any  hospital  which  receives  tax  funds,  such  as  the  Hill-Burton  H 
type  of  law  or  is  tax  exempt;  is  not  determined  as  yet. 

It  would  seem  to  be  strange  that  under  this  ruling  it  would  be  possible  for  a physician  who  is 
not  a member  of  the  hospital  staff  to  serve  on  the  board  of  trustees.  There  is  also  a legal  question 
as  to  whether  a person  serving  on  the  board  of  a hospital,  and  also  as  a staff  physician  on  May  j 
12,  1971,  the  new  law’s  effective  date,  are  “grandfathered,”  despite  the  recent  ruling  of  the  attorney  j 
general;  because  the  present  law  provides  for  present  members  to  continue  to  serve  out  their  terms.  i 
However,  the  attorney  general’s  opinion  is  based  on  a state  statute  which  overrides  this  provision. 
We  will  have  to  obtain  legal  opinion,  or  another  opinion  from  the  attorney  general’s  office  to  clarify 
this  matter.  I would  also  like  to  know  if  this  ruling  includes  those  physicians  who  are  only  active 
members  of  the  staff  and  would  not  apply  to  those  with  courtesy,  honorary  or  other  type  of  privi- 
leges. 

The  F.M.A.’s  attorneys  are  reviewing  General  Shevin’s  opinion  in  this  matter.  At  our  Execu- 
tive Committee  meeting  of  the  Board,  held  in  Atlantic  City  during  the  AMA  Meeting,  it  was  de- 
cided that  we  would  enter  into  any  suit  that  a physician  might  bring  against  this  ruling  so  that  it 
can  be  tested  in  the  courts  and  a proper  disposition  made.  Hopefully,  we  can  have  it  overturned. 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  "case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years’  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

a Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St..  N.  W.,  Washington,  D.C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DBI-TD 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  ' 


Oral 


omcemtc 


not  a sulfonyliirea 


Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  theclinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


DBFTD 

(phenformin  HCl) 

> timed-disintegration  capsules  50  mg. 

lowers  elewted 
blood  sugar 


prescribe  DBP-TD  (phenformin  HCl) 
irtwith  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

J There-  Continue  effective  DBI-TD  dosage. 

''  after 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


rtions:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
ij primary  and  secondary.  Contraindications:  Diabetes  mel- 
vf|iat  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
' omplicated  and  well  regulated  on  insulin;  acute  compli- 
s of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
, j;  surgery;  severe  hepatic  disease;  renal  disease  with 
. '^|a;  cardiovascular  collapse,  after  disease  states  associated 
'yypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided, 
iiaadequate  data  on  the  effects  of  DBIon  the  human  fetus 
ailable,  such  use  can  be  considered  experimental.  Pre- 
ns:  Starvation  Ketosis,  which  must  be  differentiated 
"insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
te  of  relatively  normal  blood  and  urine  sugar,  may  result 
excessive  DBI  therapy,  excessive  insulin  reduction  or 
icient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
In  dosage,  or  supplying  carbohydrates,  alleviates  this 
DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
V5j>D  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
[ended  in  the  presence  of  azotemia  or  in  any  clinical  situa- 
hat  predisposes  to  sustained  hypotension  that  could  lead 
tic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
t is  recommended  that  periodic  determinations  of  ketones 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare, 
urticaria  and  gastrointestinal  symptoms  following  exces- 
sive alcohol  intake  have  been  reported.  Dosage:  1 to  3 
DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331. 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles 
of  100  and  1000. 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


^Torthe 
prevention 
of  the 
gripping 
pain  of 
angina 


i* 


I 
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Peritrate’SA  \ 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHII-COTT 

Morris  Plains,  New  Jersey  07950 
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A COMPLETE  BUSINESS  SERVICE 


m 

6 

m 

s 

c 

-a 

8 

8 


Affiliaies  of  Black 
B.ittle  Cre 


FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 

I Skaggs  Associates 
..  Michigan 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 
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Still  prescribing  oral  iron  in  salt  form- 

(with  a stool  softener)? 


FERROLIP^ 

(ferrocholinate) 

—the  chelated  iron— gentler  and 
Seller  for  the  iron-sensitive  patient 
who  cannot  tolerate  other  forms 
of  oral  iron. 

FERROLIP  is  ferrocholinate.  The  iron  is 
held  as  a chelate  complex,  similar  to  the 
way  in  which  iron  is  held  in  the  hemo- 
globin molecule.  As  a result,  unlike  heely 
dissociated  iron  salts  (such  as  ferrous  sul- 
fate and  ferrous  gluconate),  FERROLIP 


does  net  release  high  concentrations  of 
free  ionic  iron,  which  have  been  reported 
to  cause  G.I.  distress. 

FERROLIP  provides  iron  supplement 
for  anemia.  It  stays  in  solution  through- 
out the  entire  pH  range  of  the  gastro- 
intestinal tract.  And  FERROLIP  pos- 
sesses a higher  factor  of  safety,  in  terms  of 
prevention  of  accidental  poisoning,  than 
iron  salts  do. 

FERROLIP  is  available  in  several  forms 
to  suit  your  patients’  needs:  as  tablets  or 
syrup,  and  in  combinations  with  vita- 
mins. Get  full  information  from  your 
Flint  man,  or  send  the  coupon  today. 


FERROLIP  PLUS  • FERROLIP 
FERROLIP  T LfQUID 

PUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC 

Morton  Grove.  Illinois  60053 


Please  send  me  free  samples  and  literature  on 
the  FERROLIP  (ferrocholinate)  line  of  iron 
supplements. 


Name 


Address 


Slate 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection. -The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIliF 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


hen 

I symptoms 
slemand 
ipotent 
ynthetic 
nticholinergic 


move  up  to 
“the  Rohinul 
response” 


In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FOI*tO  (glycopyrrolate) 

INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
dicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
:ute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
'ailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
f)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
3ncreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
rndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
lay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
on, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
orte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
laucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
lurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
rugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ess,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
iblet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
atient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
jquired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
HR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
ibiets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


he  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  TVT  1^*  4-*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi-  -f 
ness  may  result.  I , 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indiahapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride  and  4 mg.  of  chlorpheniramine  maleate.) 


J.  FLORIDA  M. A. /AUGUST,  1971 
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when  rtlanhood  ebbs 
or  is  delayed 


due  to  testicular 
hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in.conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
•convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure... and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin 


(fluoxymesterone 

Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Ilotestin® 

•Ijixymesterone.  Upjohn) 

active  androgen  about  5 times  as  potent 
■iibolic  and  androgenio  activity  as  methyltes- 
Done.  Halotestin  (fluoxymesterone)  induces 
hicant  retention  of  calcium  and  potassium, 
Iftention  of  sodium  not  marked.  Doses  below 
i;q.  daily  have  little  effect  in  producing 
Hnuria. 

cations  Male:  Replacement  therapy  in  tes- 
Ifr  hormone  deficiency  states.  Prevents  atro- 
y.f  the  accessory  male  sex  organs  following 
kition  for  as  long  as  therapy  Is  continued. 

■ ence  and  male  climacteric  symptoms  when 
|d  androgen  deficiency.  Primary  eunuchoid- 
l.nd  eunuchism.  Delayed  puberty  when  es- 
Ihed  as  not  a simple  familial  trait.  Indicated 
[lose  symptoms  of  panhypopituitarism  re- 
r to  hypogonadism,  however,  appropriate 
|ial  cortical  and  thyroid  hormone  replace- 
i therapy  remain  of  primary  importance. 
le:  Palliation  of  androgen-responsive,  ad- 
id,  inoperable  breast  cancer  in  women  be- 
1 1 and  5 years  postmenopausal  or  women 
lom  castration  has  shown  the  tumor  to  be 
one  dependent.  Prevention  of  postpartum 
;t  manifestations  of  pain  and  engorgement; 
is  no  satisfactory  evidence  that  this  drug 
nts  or  suppresses  lactation  per  se.  In  os- 
irosis  androgens  may  be  of  adjunctive 
to  adequate  considerations  of  diet,  cal- 
balance,  physiotherapy  and  general  health 
oting  measures.  Males  and  Females:  In  the 
nent  of  protein  depletion  states  which  oc- 
1 geriatric  patients,  in  debilitation  states,  in 
lie  corticoid  therapy,  resistant  fractures; 
orchidism;  creating  a positive  nitrogen  bal- 
, tissue  repair  and  other  anabolic  effects, 
ogenic  steroids  may  produce  a response  in 
;tic  anemias,  myelofibrosis,  myelosclerosis, 
genic  myeloid  metaplasia  and  hypoplastic 
lias  due  to  malignancy  or  myelotoxic  drugs, 
ogens  are  not  of  value  in  other  anemias, 
iraindications  Pregnancy  (may  virilize  fe- 
t fetus),  mammary  carcinoma  in  the  male, 
itatic  carcinoma,  severe  liver  disease,  severe 
jiorenal  disease  and  severe  persistent  hy- 
alcemia. 

lautions  Employ  with  caution  in  young  boys 
'void  precocious  sexual  development  and 
iiature  epiphyseal  closure.  Androgens  tend 
omote  retention  of  sodium  and  water,  there- 
watch  for  edema— particularly  in  the  elderly, 
fence  and  severity  of  edema  have  been 
mal  and  have  been  associated  only  with 
doses  used  for  palliation  of  breast  cancer, 
ercalcemia  may  occur,  particularly  in  patients 
metastatic  breast  carcinoma;  if  this  occurs 
drug  should  be  discontinued.  Changes  in 
function  tests,  such  as  increased  BSP  re- 
on  and  SCOT  levels,  can  occur  during  ther- 
Jaundice  has  been  rarely  reported.  If  liver 
tion  tests  are  altered,  discontinue  medica- 
or  reduce  dose.  Priapism  is  indicative  of 
!ssive  dosage  and  is  indication  for  tempo- 
withdrawal  of  drug.  When  treating  protein 
letion  states  or  osteoporosis,  an  adequate 
should  be  provided  and  prolonged  immobili- 
)n  avoided  whenever  possible.  When  treating 
Stic  or  hypoplastic  anemias,  androgen  ther- 
should  not  replace  other  measure  such  as 
sfusion,  correction  of  iron  deficiency,  anti- 
lerial  therapy,  and  the  use  of  corticosteroids, 
erse  reactions  Nausea,  dyspepsia,  men- 
al  irregularities,  hepatic  dysfunction,  pria- 
1,  edema,  precocious  sexual  development, 
premature  epiphyseal  closure  in  young 
ents  have  been  reported.  Ma/e  — Prolonged 
linistration  or  excessive  dose  may  cause 
bition  of  testicular  function  with  oligospermia 
decreased  ejaculation  volume.  Female  — 
je  doses  or  prolonged  administration  may 
Juce  masculinization  with  signs  such  as  hir- 
sm,  deepening  of  the  voice,  enlargement  of 
clitoris,  acne,  and  sometimes,  increased 
lo. 

plied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
ig.,  scored  — bottles  of  50.110  mg.,  scored 
Dttles  of  50. 

, additional  product  inlormation,  see  your 
ohn  representative  or  consult  the  package 
ular. 

QQ  The  Upjohn  Company,  Kalamazoo,  Michigan 

7e27-ft  MEO  e-9  S aOKI 


A Modem 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

.\rie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


13 


You  can't  afford  to  buy  less  than  a. . . 

STAM 


lyyiORE  weight,  more  strength, 
* more  care  and  our  own  con- 
struction techniques  account  for 
Stamas  superior  performance:  the 
incomparably  dry,  level  ride  . . . the 
sensitively  responsive  handling  . . . 
the  easy  maintenance  . . . the  better 
re-sale  value.  Yes,  a big  difference. 
And  knowledgeable  boat  buyers 
welcome  it! 


STAMAS  . . . Fleet  of  Quality 


Write  for  brochures  and  nam 
of  nearest  dealers  to  Stam 
Boats,  Inc.,  Tarpon  Spring 
Florida  33589. .. 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ailantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  ailantoin  0.14  Gm. 


Contraindications;  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  tor  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-lOA  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

® I I DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


The  cous^  of  voginHis 
ore  multiple 


A/C 

The  treatment  is  singular 


ive  tfierapy 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i  d. 


IfTM  IMOOONF  S.OOON.F.UMV 

•<K>uMailn«MKInil,to40ii«.llNF  lr>*ui 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


fcrl3/ef  c|.i.cl. 


Indicatiens:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflanrvnation  and  edema,  good  results  have 
been  obtained  tn: 

□ Accidental  Trauma  a Postoperative  Tissue  Reactions. 
Other  oorrventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Coetraiwdicatiowe:  ORENZYME  BITABS  should  not  be  giv^ 
* to  patients  with  a known  sensitivi  ty  to  trypsin  or  chyniotrypsin. 

Precautaofis:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Ileactioiii:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festabons  (rash,  urticaria,  itchirtg).  gastrointestinal  upset 
and  irxreased  speed  of  dissolution  of  aninwl-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  arxl  hematuria.  ir>creased  tendency  to 
bleed  has  also  been  reported  but.  in  control  ted  studies,  it 
has  been  seen  with  equal  incidence  in  piacebo-treeted 
poups.  (See  Precautions.)  It  is  recommended  that  rf  side 
effects  occur  medication  be  discor^inued. 

Oossgi:  One  tablet  q.i.d. 

I I I the  nmOHAL  DWUQ 

J I I MSl  I OnnSiON  Of  RCmaroSON  MtRRtu.  evC 

^ PHILACSELPHtA.  PETMSYIVAMA  t9M4 

TSAPCMAK  SfTASS  US.  r*TtMT  MO  1.004^*3  9t70  040VA  1*1 


Trypsin;  100,000  N.F.  Units,  Chymotrypsin:  W 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of 


SUSTAINED 
REL 

VITAMIN  C 
CEVI 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Because  bacterial  proliferation  in  the 
urine  is  a function  of  time  and  retention 
dawn  can  be... 


the  darkest  hour. 


biding  frequency  and  bacterial  build-up* 

Iraph  shows  the  theoretical  effect  of  various 
oiding  frequencies  on  bacterial  proliferation  in 
le  urine. 

w maximum  growth  rate  during  the  overnight  period 
voiding  every  3V2  hours 
voiding  every  2V2  hours 
voiding  every  hour ; the  "washout"  effect 


1|  3 4 8 12  16  20  24  28 


Time  in  hours 

For  through-the-night  coverage 

Force  fluids.  Frequent  micturition.  It's  hard  to  fault 
his  regimen  for  dealing  effectively  with  an  acute 
jladder  infection.  Another  fundamental  adjunct  to 
xeatment  is  drug  therapy  for  round-the-clock 
mtibacterial  coverage.  Coverage  that  may  be  especially 
lesirable  during  the  night  hours  of  sleep  when  urinary 
•etention  favors  bacterial  build-up  in  the  bladder, 
rhis  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
b.i.d.  can  provide. 

Controls  susceptible  gram-negative 
ind  gram-positive  bacteria 

Within  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
effective  antibacterial  levels  in  blood  and  urine  begin 
working  to  control  the  most  common  urinary  tract 
invaders.  Subsequent  1-Gm  b.i.d.  doses  maintain 
coverage  your  patient  needs  to  fight  E.  coli  and  other 
susceptible  gram-negative  and  gram-positive 
pathogens. 

Your  options:  tablets  or  suspension 

Prescribe  Gantanol  Tablets  or  the  pleasant-tasting 
Suspension.  Either  dosage  form  provides  your  patient 
with  the  all-day,  all-night  coverage  she  needs  to  fight 
off  nonobstructed  cystitis. 

References:  1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brit.  J.  Urol., 

38  :156, 1966.  2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol.,  96:491, 
1966.  3.  Lapides,  J.,  et  al.:  J.  Urol,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  t.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level 

Contraindications:  Sulfonamide  hyp>ersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions;  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson  • 

syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac-  ' 
tions,  periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon,  j 
Due  to  certain  chemical  similarities  with  some  goitrogens,  diu-  [ 
reties  (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri-  j 
methamine  in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows:  ^ 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied;  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 


In  nonobstructed  urinary  tract  infections 

GantanorB.i.D. 

^ulfamethoxazol^ 

12  hours  of  therapy  with  every  dose 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


!l 


OXrJl  (Tf  HIPPOCR^ 


1 SWEAR  BY  AP01tO,ThE  PHYSICIATSI,  AND  ^SCULAPIDj  ^ 
AND  health  and  ALL-^HEAL  AND  AILTHE  GODS  AND  GOD  i 
DESSES  that  ACCORDING  TO  MY  ABILITY  AND  JUDGMEN 
lY^lU  KEEP  THIS  OATH  AND  STIPLILATION: 


0 RECKON  Him  wKo  taugKr  me  tKi5  art  et:|iullY  dear  to  me  a 
"my  parents,  to  share  my  substance  with  him  and  relieve  his  neces 
sides  if  required:  to  re^rd  his  oHsprin^as  on  tire  satne  looting^withm 
own  broth^^  and  to  tEach  drem  this  art  if  they  should  wish  to  leant  i 
withoutiee  orsUpiilation.andtliatbYpi'ecepr.  lecture  and  every  otlie 
mode  of  instruction,  twill  imparta  lotowled^  of  tite  art  to  my  own 
sons  and  to  dtose  of n"^  teachers,  and  to  disciples  bound  by  a stipulation  and  oatlr,  ac 
cording-to  the  law  ofmedicine,bur  to  none  others. 

1 WILL  FOLLOW  that  method  of  treartiientwhiclt, according' to  nry ability 
andjudgmenr,  1 consider  for  the  beneRt  of  my  pahents,and  abstain  Rom  what 
ever  is  deleterious  and  mischievous.  1 will  give  no  deadly  medicine  to  anyone  if 
asked,  nor  surest  any  such  coutrsel;  furthermore,!  will  notgive  to  a woman, 
an  instrumenr  to  produce  abortiotv. 


WITH  FURITT  AND  WITH  HOLINESS  Ivdllpassmylifoandprac- 
Rce  my  art,  I will  tror  cut  a person  who  is  siilfering'wiih  a stone , but  will  leave 
this  to  be  done  bypmenuoners  of  Rris  wotT.  Into  whatever  houses  1 enter" 
I will  go  into  Rtern  for^  die  beneRt  of  die  sick  and  will  abstain  hum  every  vol 
untary  art  of  mischief  and  cor^’uption  ,-and  further  hum  rhe  seduction  of 
fomales  or  males,  borrd  orRee. 


'WHATtVER,  in  connecRon  with  rnYprufossional  pactice,  orrurtitt  con-' 
nection  with  it,  1 may  see  othearin  die  lives  of  men  wliich  ou^tnottobe  spok-i 
en  abroad  twill  not  divulge,  as  reckoning- tirat  all  sudi  shoirtd  be  kept  secret., 

"WHILE  1 CONHNLIE  to  keep  this  oadr  unviolated  may  itbe  granted  to  me 
to  enjoy  life  and  die  pmctice  of  die  arr.  respected  by  all  men  atall  times  but 
should  1 trespass  andvioLite  this  oath, may  the  reverse  be  rny  lor. 
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Editorial 


The  History  of  Medical  Ethics 


Regulated  for  centuries,  both  by  external 
social  forces  and  by  internal  guidance,  the  prac- 
tice of  medicine,  as  early  as  4,000  years  ago  in 
the  vast  Assyrian  empire,  came  under  control  of 
the  tough  code  of  Hammurabi  with  lex  talionis, 
or  the  principle  of  an  eye  for  an  eye  which  still 
operates  and  sets  the  common  law  for  malprac- 
tice suits  today. 

Medical  ethics  or  the  subtle  governing  of  the 
relations  between  physicians  and  patients  is  the 
essence  of  medical  practice.  Such  principles, 
passed  down  from  generation  to  generation  of 
physicians  derived  from  simultaneous  pursuit  of 
knowledge  and  love  of  one’s  fellowman,  determine 
the  nature  of  the  art  of  medicine,  .\lthough  these 
principles  may  be  altered,  they  cannot  be  ignored 
less  the  profes.sion  lose  the  qualities  that  make  it 
such  a walk  of  life. 

More  than  400  years  before  the  birth  of  Christ, 
Hippocrates,  studying  in  the  Asclepion  at  Cos, 
learned  to  observe  facts  and  carefully  reflect  upon 
them  under  traditions  which  taught  the  wisdom 
of  keeping  an  open  mind  regarding  innovations 
in  treating  patients.  His  works  were  compiled  in 
the  3rd  century  B.C.  by  a commission  of  scholars 
in  .Alexandria  and  played  a great  part  in  the  devel- 
opment of  the  practice  of  medicine,  being  the 
inspiration  and  professional  guide  for  generations 
of  doctors  to  come.  In  his  writings,  Hippocrates 
repeats  over  and  over  that  we  must  constantly 
bear  in  mind  the  welfare  of  the  patient.  He  liber- 
ated doctors  from  fetishes  of  the  past,  turning 


them  away  from  fruitless,  morbid  speculation, 
inducing  them  to  accept  realities  and  study  the 
truth  revealed  by  experimentation.  The  Oath  of 
Hippocrates  is  only  one  of  seventy  two  books 
known  as  the  Corpus  Hippocraticum,  the  collected 
writings  of  Hippocrates.  Some  scholars  have  come 
to  believe  that  the  oath  was  the  work  of  the  Py- 
thagoren  School  of  Philosophy  and  incorporated 
in  the  Hippocratic  writings  because  its  high  moral 
tone  corresponded  to  the  idealized  image  the  Alex- 
andrian world  had  come  to  form  of  Hippocrates. 
The  seventy  two  books  appeared  to  have  been 
written  over  a long  period  of  time  by  numerous 
authors  whose  names  were  never  recorded.  All 
seventy  two  books  do  agree  on  one  basic  idea — 
that  disease  is  a natural  phenomenon  and  that 
its  causes  lie  within  man  or  his  immediate  sur- 
roundings rather  than  as  had  been  thought  then, 
brought  on  by  gods  or  superhuman  influences. 
Several  hundred  years  later,  Celsus,  a distin- 
guished Roman  physician  followed  the  teachings 
of  Hippocrates  in  advising  his  students  to  ac- 
knowledge their  mistakes  and  learn  from  them. 

Little  is  known  about  medical  ethics  in  the 
Dark  Ages,  but  in  1140  A.D.,  Roger  the  Second  of 
Sicily,  formalized  a code  requiring  an  examina- 
tion of  physicians  in  order  to  practice,  after  five 
years  of  study.  Approving  this,  the  Catholic 
church  ordered  licensees  to  treat  the  poor  without 
fee,  to  visit  the  sick  daily  and  avoid  collusion 
with  apothecaries.  Near  the  end  of  the  12th  cen- 
tury, Rabbi  Moses  ben  Maimon,  a Spanish  Jew 
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practicing  medicine  in  Morocco  and  Egypt, 
changed  the  oath  to  conform  to  the  ethics  of  his 
time,  omitting  commandments  about  abortions.* 
In  the  latter  part  of  the  13th  century  a docu- 
ment dealing  with  medical  behavior  attributed  to 
Arnold  of  Villanova,  entitled  “All  the  Precautions 
a Physician  i\Iust  Observe,”  was  similar  in  part 
to  the  Hippocratic  writings,  yet  solved  philosoph- 
ical problems  of  medical  ethics  in  a purely  prac- 
tical manner  without  pretense  at  idealism.  With 
the  [Middle  Ages  giving  way  to  the  Renaissance, 
the  pursuit  of  scientific  texts  and  the  revival  of  the 
reading  of  classical  books  made  the  Hippocratic 
oath  once  more  the  guiding  principles  of  medical 
behavior.  In  the  14th  century,  Guy  de  Chauliac, 
father  of  surgery,  extoled  his  following  to  “be 
modest,  dignified,  gentle,  pitiful  and  merciful.  . . .” 
At  the  end  of  the  15th  century,  medical  schools 
organized  and  developed  laws  providing  severe 
penalties  for  those  who  practiced  without  a license 
and  forbidding  a physician  to  make  a grave  or 
even  qualified  prognosis  about  his  patient’s  disease 
without  consultation.  fine  was  inflicted  upon 
any  physician  who  spoke  evil  of  another  in  public. 

In  1794,  Thomas  Percival,  a physician  in 
Manchester,  England,  published  a learned  treatise 
on  ethics.  [Mentioning  e.xpression  of  tenderness  by 
the  physician,  respect  for  feelings  and  emotions 
of  patients,  discrimination  between  medical  and 
surgical  patients,  need  of  consultation,  avoidance 
of  quack  medicine  and  secret  remedies,  collection 
of  fees  from  affluent  patients,  he  also  advised 
compilation  of  accurate  clinical  records.  In  1823, 
the  German  physician,  Hufeland,  wrote  a brief 
essay  in  which  he  attempted  to  define  the  unique 
relationship  that  binds  the  physician  to  his  pa- 
tient based  on  confidence,  dependence  and  need. 

In  1847,  at  the  first  real  meeting  of  the  AMA 
in  Philadelphia,  one  of  its  principal  transactions 
was  the  establishment  of  a Code  of  Ethics  based 
on  Percival’s  writings.  Over  the  next  quarter  of 
a century,  in  a plethora  of  self-righteous  writings 
on  medical  ethics,  confusion  grew  between  eti- 
quette and  ethics.  This  was  compounded  by  the 
code’s  restriction  against  quacks  and  homeopaths, 
the  latter  being  far  advanced  in  their  standards  of 
medical  care,  largelj'  as  a result  of  their  gentle- 
riess  and  avoidance  of  drastic  remedies.  This  was 
brought  to  a head  by  the  New  York  State  Medi- 
cal Society  who  published  in  1882  an  abbreviated 


'The  Oath  of  Maimonides  was  accepted  as  their  code  of  ethics 
by  the  1971  gr.aduating  class  of  the  University  of  Miami  School 
of  Medicine. 


code  allowing  their  members  to  consult  withl 
homeopaths,  at  that  time  legally  qualified  prac-l 
titioners  of  medicine  under  state  law.  This  re- 
sulted in  the  state  society  being  expelled  from 
the  AMA.  partial  solution  occurred  when  Wil- 
liam Henry  Welch,  a highly  respected  pathologist 
at  Johns  Hopkins  University,  succeeded  in  per- 
suading the  A[\IA  at  its  Xew  Orleans  meeting  in 
1903,  to  abandon  entirely  a code  of  ethics  with 
conflicting  rules  and  use  instead  a simple  set  of 
guidelines  as  principles  of  medical  ethics.  One  I 
impediment  was  that  so  few  realized  the  extent  of  1 
variation  and  conflict  between  the  many  ethical ' 
theories.  Professing  a conventional  Judeo-Chris- 1 
tian  ethic  without  appreciating  its  implications, 
yet  they,  as  we  today,  often  practiced  a frank  ; 
hedonism.  j 

There  have  been  many  revisions  since  then. 
The  Nuremberg  trials  after  World  War  II,  gave  j 
an  impulse  to  frame  the  Geneva  modification  of  j 
the  Hippocratic  Oath  in  1948  which  was  an  at-  ■ 
tempt  to  update  the  document  and  make  it  rele-  | 
vant  to  the  times.  It  is  imprinted  opposite  for 
comparison  with  the  ancient  Oath  of  Hippocrates,  i 
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In  1956  a new  draft  to  the  .\M.A  code  was  i 
approved  and  more  recently  was  added  an  amend-  i 
ment  to  accept  osteopaths  as  members. 

To  define  the  ethical  practice  of  medicine  is  , ' 
not  easy  for  there  are  many  moral  principles  and  i 
there  are  many  answers  which  have  been  com-  | i 
posed  since  olden  days  to  the  basic  question — 
what  is  good?  Solutions  are  tentative  and  relative  > 
and  the  general  and  ethical  problem  involves  the  i 
fundamental  question — for  what  are  we  living? 
This  must  include  consideration  of  our  motives, 
our  actions,  our  conduct,  our  interpersonal  rela-  i - 
tions,  our  moods  and  our  behavior.  Our  ethics  to-  i ' 
day  represent  generations  of  experience  by  trial  ■ 
and  error,  being  the  blueprints  for  the  practice  and  1 1 
behavior  of  individuals  who  make  up  our  assem-  ' 
blage,  distilling  the  best  of  the  past,  sustaining  the 
needs  of  the  present  and  pointing  to  possibilities 
for  improvement  in  the  future. 

As  a nation  and  a culture  today,  we  are  ex- 
periencing the  greatest  period  of  rapid  change 
that  man  has  ever  known  and  something  is  hap- 
pening to  the  whole  structure  of  human  con- 
sciousness. Every  value  that  was  held  dear  in  the 
decades  past  has  been  challenged  b\'  a bright, 
restless  and  active  generation.  Patriotism,  religious 
beliefs,  hard  continued  effort  and  remunerative 
work  are  being  questioned.  Like  all  professional  ' 
disciplines,  medicine  is  marked!}'  influenced  by  ■ 
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the  spirit  of  the  times.  There  are  some  things, 
especially  in  medical  practice,  however,  that  are 
of  the  essence  and  cannot  be  changed  in  spite  of 
all  the  upheaval,  for  should  they  be  altered,  the 
discipline  as  it  has  been  handed  down  to  us  will 
have  lost  its  soul.  Chief  among  these  essentials 
is  the  individual  morality  of  the  physician,  whose 
I honest,  whole-hearted  dedication  to  his  patients 
is  expressed  as  being  warden  of  their  welfare.  The 
basic  reason  for  a sound  and  lasting  doctor-pa- 
tient relationship  is  that  the  best  interest  of  the 
patient  is  put  foremost,  for  where  there  is  love  of 
mankind,  there  is  love  of  the  art. 

Recent  unparalleled  scientific,  social  and  med- 
ical advances  have  brought  a myriad  of  questions 
as  to  what  does  and  does  not  constitute  upright 
conduct  for  the  physician.  It  cannot  be  said  that 
the  new  morality  justifies  actions  heretofore  pro- 
hibited or  puts  aside  the  code  of  ethics.  Progress 
' notwithstanding,  we  must  maintain  eternal  vigil- 
' ance  to  see  that  this  does  not  prevail. 

Understanding  social  needs,  social  objectives 
I and  active  voluntary  participation  by  all  in  the 
' medical  profession  must  be  our  aim. 

C.M.C. 


Hippocratic  Oath 

( Geneva  Modification ) 

Now  being  admitted  to  the  profession  of  medi- 
cine, I solemnly  pledge  to  consecrate  my  life  to 
the  service  of  humanity.  I will  give  respect  and 
gratitude  to  my  deserving  teachers.  I will  practice 
medicine  with  conscience  and  dignity.  The  health 
and  life  of  my  patient  will  be  my  first  considera- 
tion. I will  hold  in  confidence  all  that  my  patient 
confides  in  me. 

I will  maintain  the  honor  and  the  noble  tradi- 
tions of  the  medical  profession.  My  colleagues 
will  be  as  my  brothers.  I will  not  permit  considera- 
tion of  race,  religion,  nationality,  party  politics  or 
social  standing  to  intervene  between  my  duty  and 
my  patient.  I will  maintain  the  utmost  respect  for 
human  life  from  the  time  of  its  conception.  Even 
under  threat  I will  not  use  my  knowledge  contrary 
to  the  laws  of  humanity. 

These  promises  I make  freely  and  upon  my 
honor. 


This  modern  version  of  the  Hippocratic  Oath  was  conceived 
by  the  World  Medical  Association  at  its  first  Assembly  in  Paris. 


WE  .ACCEPT,  MR.  PRESIDENT  . . . 

.America’s  Doctors  of  Medicine,  meeting  at 
their  one  hundred  and  twentieth  annual  conven- 
tion in  Atlantic  City,  were  challenged  by  you  to 
assume  a role  of  leadership  in  three  areas  of  vital 
interest  to  our  citizens  and  the  health  and  well 
being  of  our  society. 

Our  concern  for  the  nation’s  health  is  our  en- 
tire professional  life.  We  live  it  ...  we  work  at  it 
...  it  is  the  singular  objective  of  our  time,  our 
lives  and  our  energy.  Your  challenge  is  one  that 
we  understand  . . . one  that  we  can  meet  and  we 
accept  it  eagerly  . . . with  enthusiasm  and 
dedication. 

You  challenged  us  to  assume  the  leadership  in 
a national  campaign  to  shape  this  country’s  atti- 
tude toward  drugs  ...  to  educate  .America  to  the 
serious  dangers  of  drug  abuse. 

We  accept  that  challenge. 

A"ou  challenged  us  to  improve  America’s  health 
care  system  ...  to  design  a system  that  will  insure 
freedom  of  choice  . . . dedication  to  quality  . . . 
economic  relief  for  our  citizens  and  protection 
against  catastrophe. 

We  accept  that  challenge. 

You  challenged  us  to  contribute  to  the  health 
of  America  . . . not  just  to  its  physical  health,  but 
to  its  mental  health  ...  to  its  moral  health  and 
to  its  character.  By  our  training,  our  education 
and  our  daily  involvement  with  the  lives  of  people, 
we  are  equipped  to  do  that  . . . 

.And  we  accept  that  challenge. 

AMu  asked  us  to  give  ...  of  our  time  ...  of 
our  energy  ...  of  our  training  and  our  dedication. 

We  give  it  gladly. 

For  we  share  your  belief  in  .America.  We  share 
your  faith  in  our  people  and  in  our  future  . . . we 
share  your  wish  that  all  of  our  people  should  enjoy 
decent  standards  of  food,  shelter,  education  . . . 
and  health.  We  share  your  thought  that  the  great- 
est reward  for  doing  is  the  opportunity  for  doing 
more. 

For  more  than  one  hundred  and  twenty  years 
America’s  Doctors  of  Medicine  have  worked  to- 
gether to  guard  the  nation’s  health,  and  to  create 
the  world’s  highest  standard  of  medical  care  for 
all  of  our  people  and  we  will  continue  to  do  so. 

To  this  we  have  added  new  programs  designed 
to  improve  the  delivery  of  health  care  to  the  poor 
and  the  underprivileged,  to  increase  the  number 
of  doctors  and  to  provide  more  care  for  more 
people  through  the  use  of  physicians’  assistants. 

We  have  done  much.  Much  remains  to  be 
done. 

We  accept  your  challenge  . . . 

AMERICA’S  DOCTORS  OF  MEDICINE 


Reprinted  from  The  New  York  Times,  June  23,  1971. 


WILLINGWAY 

311  Jones  Mill  Road 
Statesboro,  Georgia 


Telephone: 
(912)  764-6236 


LONG  TERM  THERAPY  OF  DRUG  DEPENDENCY  CONDITIONS 


Willingvvay  Hospital  is  a new  facility,  the  first  complete  hospital  to  be  constructed  under  the 
Georgia  Hospital  Rules  and  Regulations,  revision  of  November  24,  1969,  authorizing  residential 
type  units. 

Located  at  the  city  limits  in  east  Statesboro  on  an  eleven  acre  tract  of  woodland  in  a quiet, 
secluded  area  containing  a lake,  the  single  story,  multi-level  hospital  consists  of  a detoxification 
section  and  a residential  care  section.  The  detoxification  unit  is  equipped  and  staffed  for  the 
withdrawal  treatment  of  any  type  of  intoxication  including  alcohol,  narcotics,  sedatives,  tran- 
quilizers and  other  drugs  or  combinations. 

The  residential  care  unit  is  composed  of  26  private  rooms  with  private  baths  convenient  to  a 
comfortable  lounge  and  arranged  to  achieve  an  intimate  home-like  atmosphere.  All  living  units 
are  individually  decorated  and  furnished.  No  two  are  alike.  Wall  to  wall  carpet  throughout. 

There  is  a large  day  room,  inside  and  outside  patios,  a dining  room  where  home  cooked  meals  are 
served,  a library  and  conference  rooms.  The  building  is  all  electric,  completely  air  conditioned 
with  individual  controls,  and  is  protected  by  a modern  sprinkler  system  in  all  areas. 

Male  and  female  patients  are  admitted  to  the  detoxification  unit  for  withdrawal.  When  this 
phase  is  completed,  they  are  transferred  to  the  residential  care  unit  for  continuation  of  rehabili- 
tative therapy. 

The  Willingway  treatment  program  operated  successfully  at  another  location  in  Statesboro  for 
four  years  before  moving  to  the  new  facility. 

Requirements  for  admission.  To  be  admitted  all  new  patients  must  agree  to  the  following: 


1.  Stay  28  days. 

2.  No  telephone  calls. 

3.  No  visitors. 

4.  No  automobiles. 

5.  Pay  for  28-day  program  at  time  of  admission. 


Incoming  and  outgoing  mail  is  not  restricted.  Mail  is  not  read  or  censored.  No  one  is  admitted 
for  detoxification  only. 

For  rates  and  information  write  to: 


WILLINGWAY 

P.  O.  Box  508 
Statesboro,  Ga.  30458 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


Mrs.  Dorothy  R.  Mooney 
Administrator 


Member  Georgia  Hospital  Association 
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F.  R.  IVI.  P 


Regional  Advisory  Group  Report 


Granville  W.  Larimore,  M.D. 


Accepting  recommendations  of  a study  com- 
mittee on  task  forces  headed  by  Dr.  Joseph 
Zavertnik  of  Miami,  on  June  19,  in  Tampa,  the 
Florida  Regional  Advisory  Group  established  pol- 
icy and  mission  for  professional  committees  to 
serve  the  Florida  Regional  Medical  Program.  The 
FRAG  Committee  worked  over  a period  of  several 
months  to  develop  guidelines  on  the  size  and  func- 
tion of  categorical  Task  Forces,  proposed  a Coun- 
cil on  Continuing  Education  to  encompass  both 
previous  Education  Task  Forces  (Continuing  Edu- 
cation and  Health  Education)  and  made  a provi- 
sion for  a panel  of  consultants  to  be  available  to 
Task  Forces  and  the  Council.  The  Committee 
proposed  and  the  group  approved  categorical 
Task  Forces  for  Cancer,  Heart  Disease,  Stroke, 
Respiratory  Disease  and  Kidney  Disease,  as  well 
as  the  Council  on  Continuing  Education.  A pro- 
posal for  a Health  Services  Task  Force  was  re- 
ferred to  the  Planning  Committee  for  further 
study. 

Task  Forces  will  consist  of  seven  members, 
one  from  a state  or  local  health  department  and 
one  from  the  appropriate  volunteer  health  agency. 
The  Education  Council  will  include  ten  members, 
one  representative  from  each  Task  Force,  one 
from  the  junior  colleges  and  one  from  the  colleges 
or  universities.  All  appointments  will  be  made  by 
the  group  from  nominations  prepared  by  a nomi- 
nating committee.  Almost  a hundred  professionals 
in  Florida,  the  majority  of  them  physicians,  have 
served  FRMP  Task  Forces  in  the  last  two  and  a 
half  years. 

Duties  appropriate  to  the  FRAG’s  Executive 
Committee  were  suggested  by  the  group,  including 
an  assignment  to  meet  two  weeks  prior  to  the 
group  meetings  to  prepare  an  agenda. 

Dr.  Larimore  is  State  Director,  Florida  Regional  Medical 
Program. 


The  group  adopted  a provision  intended  to 
avoid  any  hint  of  conflict  of  interest  by  providing 
that  any  member  having  direct  interest  in  a pro- 
posal shall  absent  himself  during  discussion  and 
voting  on  that  proposal. 

Planning  Committee  headed  by  Jerry  N. 
Conger,  Chief  of  the  State  Bureau  of  Comprehen- 
sive Health  Planning,  was  instructed  to  continue 
on  its  mission.  The  Conger  Committee  had  re- 
viewed FRMP  proposals  for  the  use  of  certain 
unexpended  funds  ($48,000)  saved  by  frugal  man- 
agement during  the  FRMP  first  quarter  opera- 
tions. The  FRAG  approved  the  Committee’s  re- 
port and  will  recommend  the  expenditures  to  the 
Board  of  Directors  of  FRMP,  Inc.  which  will 
consider  the  recommendation  at  its  July  meeting. 

By-laws  of  the  FRAG  were  amended  to  per- 
mit two  additional  members,  raising  the  maximum 
membership  to  30.  The  added  membership  will 
provide  for  representation  from  the  University  of 
Miami  and  from  CHP  “B”  agencies  of  which 
there  are  presently  six  in  Florida. 

Because  Florida  will  undergo  a national  site 
visit  in  connection  with  its  triennial  review,  the 
group  arranged  to  expedite  both  selection  of  Task 
Forces  and  the  work  of  the  Planning  Committee. 
FR.AG  approved  preliminary  arrangements  for  de- 
veloping material  necessary  for  the  review,  which 
affects  FRMP  plans  and  budgeting  for  the  1972- 
73  fiscal  year. 

Coyle  E.  Moore,  Ph.D.,  of  Tallahassee,  is 
chairman  of  the  FRAG.  Only  six  of  the  28  mem- 
bers were  absent  from  the  June  19  meeting  in 
Tampa.  The  Florida  Medical  Association  is  repre- 
sented by  4 practicing  physicians. 

^ Dr.  Larimore,  One  Davis  Boulevard,  Tampa 
33606. 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin' 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
/5-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
-jantigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies.  , 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Lincocin 

(lincomycin  hydrochloride, 
Upjohn) 
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(lincomycin  hydrochloride, Upjohn)  | 
for  respiratory  tract, skin, soft-tissue, and ! 
bone  infections  due  to  susceptible 
streptococci,pneumococci,andstaphyloco(j 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml .250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instances  of  hy 
sion  following  parenteral  administ 
have  been  reported,  particularly  aft 
rapid  I.V.  administration.  Rare  ins 
of  cardiopulmonary  arrest  have  be 
ported  after  too  rapid  I.V.  administr 
If  4.0  grams  or  more  administered 
dilute  in  500  ml.  of  fluid  and  admi 
no  faster  than  100  ml.  per  hour, 
reac/ionr— Excellent  local  tolerance 
onstrated  to  intramuscularly  adminis 
Lincocin.  Reports  of  pain  followii 
jection  have  been  infrequent.  Int 
nous  administration  of  Lincocin  h 
to  500  ml.  of  5%  glucose  in  dis 
water  or  normal  saline  has  produce 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  501 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.-i 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  anc 
bottles. 


For  additional  product  information, 
suit  the  package  insert  or  see  your  U) 
representative. 

JA71-1203  MED  B-5-SR  (K 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjol 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  amiaophylhne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  yi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
...it’s  a stable,  uncoated.  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Smirin, 

ASPIRIN  5 GR  — PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  ten.sion 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  .small  j)entoharhital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  wilP. supply  any  aspirin  therapy  with  erpial 
.safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

A.spirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  ( 1/8  gr.) 

May  b»‘  habit  forming. 

Eederal  law  prohibits  dispensing  without  prescription 
UlSBENSED  IN  BOTTLES  OK  10  0 AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A ' clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


The  Formal  Education  of  the  New  Physician 

E.  M.  Papper,  M.D. 


Most  of  us  in  the  medical  profession  have  long 
since  accepted  the  idea,  some  with  great  delight, 
some  with  resignation  and  some  with  opposition 
that  the  period  of  education  for  a physician  is  co- 
existent with  his  active  lifetime  of  work. 

This  essay  is  concerned  with  putting  forth 
specific  suggestions  about  the  formal  part  of  this 
lifelong  educational  process. 

It  is  the  thesis  of  this  note  that  the  period  of 
formal  education  in  medicine  should  begin  with 
the  end  of  the  secondary  school  and  conclude  with 
the  end  of  the  residency  period. 

If  one  accepts  this  point  of  view,  it  is  clear 
that  there  are  three  periods  of  formal  education. 
They  are  quite  discrete  from  each  other  at  pres- 
ent and  often  in  actual  conflict  with  each  other. 
The  first  of  these  in  time,  the  collegiate  level, 
varies  in  direction  from  a period  of  two  years  to 
four  pre-baccalaureate  years.  This  time  of  prepa- 
ration for  medical  school  is  frequently  haphazard, 
usually  uncoordinated  with  what  will  take  place 
in  the  Schools  of  Medicine  and  as  a rule,  undirect- 
ed toward  an  ultimate  career  choice. 

Since  there  are  legitimate  reasons  why  a young 
man  or  woman  might  not  be  ready  to  choose  a 
career  at  the  age  of  eighteen  or  why  colleges  of 
arts  and  sciences  might  feel  that  a “liberal”  edu- 
cation is  infinitely  superior  to  a vocationally- 
oriented  one,  more  experiments  in  education 
should  be  undertaken  to  attempt  to  satisfy  these 
purposes  and  still  coordinate  the  collegiate  phase 
of  formal  education  with  that  of  the  School  of 
Medicine. 

It  is  our  plan  at  the  University  of  Miami  to 
attempt  such  an  experiment  with  the  full  coopera- 
tion of  our  faculty  colleagues  in  the  College  of 
.^rts  and  Sciences  and  with  a small  group  of  ap- 
proximately fifteen  students  who  are  gifted  in- 
tellectually, to  see  whether  a combined  program 
of  either  five  or  six  years  can  be  developed.  This 
program  will  attempt  to  deal  with  the  problem  of 
repetition  of  basic  science  courses  and  where  the 


Dr.  Papper  is  Vice  President  for  Medical  Affairs  and  Dean, 
University  of  Miami  School  of  Medicine,  Miami. 


medical  student,  in  his  approach  to  fundamental 
science  or  clinical  science,  will  actually  be  liber- 
ated from  the  present  burden  of  later  taking  a 
series  of  elementary  courses  in  the  basic  medical 
sciences  in  medical  school  which  do  not  get  into 
sufficient  depth  in  the  spirit  of  a truly  graduate 
program  of  education.  This  type  of  activity  will 
encourage  closer  working  arrangements  with  basic 
science  departments  in  the  School  of  Medicine  and 
their  appropriate  colleagues  in  the  College  of  Arts 
and  Sciences. 

The  intermediary  part  of  medical  education  is 
the  School  of  Medicine  of  the  University.  It 
should  be  the  center  of  management  of  formal 
education  and  can  be  an  influence  toward  flexible 
and  varied  programs  which  will  convert  a medical 
school  into  a graduate  school  in  the  best  sense  of 
that  designation.  Exposure  to  patient  care  could 
conceivably  occur,  not  only  in  the  early  part  of 
the  first  year  of  medical  school  as  it  is  at  present, 
but  even  earlier  in  the  collegiate  pre-baccalaureate 
period  since  this  pattern  will  be  coordinated  with 
subsequent  clinical  education.  For  instance,  if  one 
taught  reproductive  biology  in  the  collegiate  level 
of  the  period  of  formal  education,  there  would  be 
participation  by  clinicians  and  clinical  problems 
could  be  presented  along  with  the  basic  science 
information  that  is  being  delivered  to  the  student. 

The  last  part  of  formal  medical  education  is 
the  period  of  the  residency  in  the  hospital.  It  is 
not  my  present  intention  to  get  into  the  question 
of  how  much  is  clinical  service  and  how  much  is 
education  in  a residency.  Everyone  acknowledges 
the  fact  that  there  is  a large,  and  perhaps,  an 
overwhelming  service  component  to  this  period, 
but  it  nonetheless  is  the  analogue  of  graduate  edu- 
cation to  postdoctoral  education  in  any  of  the 
other  sciences,  or  for  that  matter,  in  the  humani- 
ties. It  is,  as  John  Dewey  taught,  “learning  by 
doing.” 

It  is  thoroughly  recognized  that  the  control 
of  this  period  of  education  which  is  now  blurred, 
essentially  is  a hospital  matter  in  coordination 
with  the  various  specialty  boards  who  in  turn  are 
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responsible  to  the  American  ^Medical  Association 
Council  on  Medical  Education.  One  could  raise 
the  very  legitimate  question  as  to  whether  the 
service  component  should  not  be  a hospital  func- 
tion and  the  educational  component  become  a 
University  function  guided,  constructed  and  con- 
trolled by  the  Schools  of  Medicine.  If  this  view 
were  to  become  a reality,  the  various  specialty 
boards  would  be  able  to  concentrate  on  examina- 
tions, criteria  for  admission  to  the  specialty  boards 
and  perhaps  preparatory  courses  prior  to  taking 
their  examinations.  They  would  no  longer  be  con- 
cerned with  the  educational  content  of  that  period, 
but  would  rely  on  an  outstandingly  competent  ex- 
amination to  determine  who  should  be  recognized 
as  a specialist  and  who  should  not. 

The  School  of  Medicine,  therefore,  has  an 
opportunity  and  a responsibility  to  extend  its 
inspiration  proximally  and  distally  in  time  in 
formal  medical  education.  Despite  the  problems 
and  the  difficulties,  these  moves  should  ensure 
progress  in  medical  education,  economy  of  time 
and  money  in  the  production  of  doctors  of  medi- 
cine, and  a rationalizing  influence  in  institutions 
participating  in  formal  medical  education. 

► Dr.  Tapper,  Box  875,  Biscayne  Annex,  Miami 
33152. 


Taste! 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 

f'ARCH  LABORATORIES 

ri  I 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Malpractice  Insurance  for  Whole  States 

Attorney  Richard  P.  Bergen,  director  of  the 
legal  research  department  in  the  AMA  General 
Counsel’s  office,  reports  that  AMA  may  soon  sign  i 
a contract  with  the  CNA  Insurance  Group  of  | 
Chicago  to  jointly  sponsor  a malpractice  insur-  ' 
ance  program  for  at  least  three  states — still  to  be  : 
chosen. 

Such  a contract  would  climax  a year’s  work  , 
“dating  back  to  the  time  the  trustees  looked  for  ' 
solutions  to  the  national  professional  liability 
problem”  and  it  would  put  the  AMA  out  front  in  : 
the  move,  via  several  federal  and  private  initiatives 
to  ease  the  crisis  in  which  doctors  in  some  states  j 
find  malpractice  insurance  rates  unbearable  and  I 
increasingly  hard  to  get. 

Bolstering  private  initiative  w'as  the  Argonaut 
Insurance  Co.  of  Menlo  Park,  California,  which 
has  just  signed  a contract  with  the  medical 
societies  of  Pennsylvania,  Idaho,  and  Hawaii  to 
provide  long-term  coverage  for  doctors  in  these 
states.  The  terms  of  this  contract  are  similar  to 
those  the  AMA  is  negotiating  with  the  CXA  for 
three  yet-to-be-named  states:  three  years  of  guar- 
anteed coverage,  to  be  extended  to  five  if  60%  of 
eligible  doctors  have  signed  up  by  that  time. 

Once  the  general  contract  is  signed,  AM.A.  will 
help  poll  doctors  in  various  states,  “and  when 
enough  interest  is  expressed,  medical  societies  in 
these  states  can  join.” 

Our  problem  is  that  state  medical  societies  may 
be  unable  to  institute  the  kind  of  tight  peer  re- 
view system  one  gets  in  certain  group  practice 
arrangements.  A recent  announcement  was  that 
CN.\  agreed  in  a five-year  pact  to  provide  insur- 
ance for  a substantial  portion  of  the  10,000-mem- 
ber American  Association  of  Medical  Clinics. 
Premiums  for  clinics  with  15  to  40  doctors  will 
range  from  $20,000  to  $50,000  a year,  providing 
$100,000  protection  for  each  ph\-sican.  Individ- 
j ual  policies  currently  cost  about  $2,000  a year. 
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Are  they  J 
too  old  to  swing? 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid  . . 12.5  mg. 

Ferrous  Iron  2.82  mg. 

Vitamin  A 2,500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin  2.5  mg. 

Ascorbic  Acid  25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate)  ...  0.25  mg. 

Zinc  (from  Zinc  Oxide)  0.25  mg. 

Iodine  (from  Potassium  Iodide)  . . 0.075  mg. 
Calcium  (from  Oicalclum 

Phosphate)  72.5  mg. 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium 

Sulfate)  2.5  mg. 

Manganese  (from  Manganese 

Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium 
Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE.  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
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MEDICAL  HISTORY  ISSUE 


The  Journal  acknowledges  with  pride  the  fourth  straight  year  that  Dr.  William  Straight,  Instructor  in  History  of 
Medicine  at  the  University  of  Miami,  has  written  and  compiled  the  papers  for  the  August  issue.  In  1965,  when  the 
first  historical  issue  was  conceived.  Dr.  Straight  was  a contributing  author  as  well  as  in  1966  and  1967 ; then  becom- 
ing the  historical  editor  in  1968  and  in  each  subsequent  history  issue.  These  editions  have  gained  more  than  statewide 

interest,  for  every  year  requests  are  received  for  copies  from  history  buffs  all  over  the  country. 

With  this  publication  we  would  encourage  our  readers  over  the  state  to  probe  their  local  areas  for  medical  history 
as  undoubtedly  Dr.  Straight  is  already  collecting  material  for  another  volume  next  year.  He  also  has  been  given  the 

job  of  writing  the  historical  data  for  the  100th  anniversary  of  the  Florida  Medical  Association  in  1974  and  has 

been  asked  by  the  Department  of  HEW  to  provide  the  history  of  Medicine  in  Florida  during  1776  to  commemorate 
our  nation’s  bicentennial  birthday.  Having  served  a number  of  years  as  chairman  of  the  FMA  Archives  Commit- 
tee, sitting  on  FMA  reference  committees  and  serving  as  delegate  from  Dade  County,  he  is  a perennial  collector  of 
medical  history  in  Florida,  and  somehow  finds  time  to  practice  internal  medicine,  being  certified  in  his  specialty. 


The  Yellow  Jack 

William  M.  Straight^  M.D. 


When  the  Reverend  Mr.  Fowler  arrived  in  St. 
Augustine  to  establish  the  Protestant  Episcopal 
Church  in  East  Florida,  he  found  the  city  in  a 
mortal  struggle  with  the  dreaded  yellow  fever.  He 
writes;  “The  morning  after  I arrived  in  St. 
Augustine  (October  4,  1821),  I began  to  visit  the 
people,  especially  the  sick  and  dying;  ...  I passed 
through  many  trying  and  awful  scenes,  and  was 
sometimes  almost  ready  to  sink  under  those  shock- 
ing specteicles  of  grief  and  ciffliction  which  I saw. 
The  sick  were  strangers  in  a strange  land  and 
many  of  them  were  destitute  of  the  means  of  sup- 
port for  themselves  and  families.  To  hear  the 
sorrowful  moans  of  parents  expecting  in  the  course 
of  a few  minutes  or  hours  at  most  to  be  snatched 
away  by  the  cruel  and  relentless  hand  of  death 
from  a young  and  numerous  flock  of  children; 
children  bewailing  the  sad  fate  of  a dying  parent; 
to  see  wives  taking  their  final  leave  and  last  fare- 
well here  on  earth  of  their  fond  and  indulgent  hus- 
bands; to  be  present  and  obliged  to  witness  the 
distresses  of  such  as  had  near  and  dear  friends, 
fathers,  mothers,  brothers,  sisters,  and  children  at 
a distance  and  expecting  to  see  them  no  more  in 
this  world;  were  circumstances  truly  affecting  and 
heart  rending.  . . I was  sent  for  one  afternoon 
to  visit  an  Irishman.  . . there  were  two  other  men 
in  the  same  room  in  the  last  agonies  of  death.  . . 
I was  invited  into  the  next  room  where  lay  two 
more  Irishmen.  . . I was  asked  to  go  upstairs.  . . 


Dr.  Straight  is  Instructor  in  History  of  Medicine,  University  of 
Miami  School  of  Medicine,  Miami. 
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I found  a man  lying  in  one  corner  and  his  wife  in 
another.  . . not  one  of  these  seven  persons  lived 
to  see  the  next  day’s  returning  sun.”i 

“During  the  prevalence  of  the  sickness  in 
Augustine  in  the  year  1821,  the  General  (General 
Jose  Mariano  Hernandez)  had  two  families  of 
negroes  settled  at  Bella  Vista,  on  the  eastern  shore 
of  the  Matanzas  River,  and  on  a hill  elevated 
twenty  feet  above  the  level  of  the  water,  on  the 
widest  part  of  the  river,  and  most  free  from 
marshes;  . . . and  distant  about  a mile  from  Mala 
Compra  where  his  principal  gang  of  negroes 
amounting  at  that  time  to  nearly  100  were  set- 
tled. . . About  the  middle  of  December,  a mechanic 
in  the  employ  of  Mr.  Bulow  arrived  at  this  place 
from  St.  Augustine  on  his  way  to  Bulow’s,  sit- 
uated a few  miles  below.  This  man  was  taken  sick 
after  his  departure  from  Augustine,  and  on  the 
very  day  of  his  arrival.  He  was  so  ill  that  he  had 
to  be  taken  out  of  his  canoe  by  a man  named 
Mars,  whose  residence  was  at  Bella  Vista,  but  who 
happened  to  be  in  the  saw-pit  at  Mala  Compra, 
and  who  wzis  sent  for  that  purpose.  The  sick  man 
received  every  assistance  possible  at  the  plantation 
until  a cart  came  for  him  from  Bulow’s,  in  which 
he  was  carried  to  that  place,  where  he  died  soon 
after.  Mars  returned  that  night  to  his  house  at 
Bella  Vista  and  observed  to  his  wife  that  he  had 
carried  a white  man  in  his  arms  who  came  from 
town  and  was  sick,  and  that  he  knew  he  had 
caught  his  sickness.  On  that  very  night  he  was 
taken  sick,  and  the  next  day  the  General  who 
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went  from  Augustine  to  Mala  Compra,  on  hearing 
of  his  sickness,  had  him  removed  to  the  latter 
place,  where  better  attention  could  be  shown  him. 
Here  he  died  on  the  6th  day  of  his  disease.  When 
he  died,  his  skin  from  being  of  a jet  black,  became 
yellowish,  also  the  palms^^of  his  hands,  the  soles  of 
his  feet,  nails  and  eyes.  Daphne,  his  wife,  who  was 
also  brought  from  Bella  Vista  to  Mala  Compra  to 
take  care  of  her  husband  took  sick  4 days  after 
his  death  and  died  in  2 days.  She  was  also  yellow 
but  not  so  strongly  meu’ked  as  Mars.  . . Sue  while 
attending  on  these  patients,  dso  took  sick  and 
died  in  about  2 weeks.  The  yellow  tinge  about  as 
perceptible  as  Daphne.  Binah  who  attended  Sue 
was  taken  sick  about  one  week  after  her,  and  died 
in  about  twelve  days.  Old  Friday  who  was  con- 
stantly with  all  of  these  took  sick  on  the  day  of 
Sue’s  death,  was  ill  two  weeks  and  died,  his  skin 
very  yellow.  . . . General  Hernandez  saw  Mars  on 
the  second  day  of  his  sickness  . . . the  treatment 
was  at  first  emetics  and  after\\’ards  Calomel  and 
Castor  Oil. ”2 

Epidemic  at  St.  Augustine 

Thus  an  eyewitness  and  a physician  who  in- 
vestigated the  epidemic  28  years  later  describe 
the  terror  of  the  epidemic  in  St.  Augustine,  Sep- 
tember 10  to  December  8th,  1821.  Spain  sold 
Florida  to  the  United  States  and  the  date  of  the 
transfer  was  set  for  July  10,  1821.  In  anticipation 
of  this,  many  of  the  Spaniards  boarded  up  their 
houses,  piled  their  refuse  on  the  streets,  and  left 
for  Havana.  Yards  were  overgrown  and  there  was 
little  effort  at  sanitation.  In  a letter  to  the  August 
4th  issue  of  the  Florida  Gazette,  St.  .Augustine’s 
newspaper,  a citizen  complained,  “In  an  evening 
walk  your  olfactory  nerv'es  are  often  assailed  by  a 
nauseous  effluvia  from  filthy  yards,  that  is  scarce- 
ly endurable.  Complaints  of  these  nuisances  have 
been  made  to  the  proper  authorities— the  facts 
admitted,  and  the  evil  continues. 

Also  in  preparation  for  the  transfer,  the  town 
Was  filled  to  overflowing  with  newcomers  involved 
in  the  transfer:  government  officials,  civil  em- 
ployees and  their  families,  a large  garrison  of 
soldiers,  prospective  settlers  zmd  their  families, 
get-rich  speculators,  and  social  parasites. 

Nature  herself  seemed  to  curse  the  transfer  for 
about  the  first  of  May,  the  sands  shifted  closing 
Little  Matanzas  Inlet,  20  miles  south  of  the 
town.  Whereas  prior  the  tides  had  daily  changed 
the  waters  of  the  bay,  now  they  became  stagnant 
and  the  vegetation  and  shellfish  died,  creating  a 
nauseous  odor  which  was  wafted  over  the  town  by 
the  prevailing  southeast  breeze.  The  summer  was 


hot  well  into  November,  the  rjunfall  unusually 
heavy,  and  the  mosquitoes  were  plentiful. 

The  official  transfer  having  been  accomplished 
about  July  15th,  the  remaining  Spanish  residents 
and  troops  boarded  several  transports  2ind  sailed 
for  Havana.  A few  days  later,  one  of  these  trans- 
ports, the  sloop  Rapid  returned  to  the  wharf  at 
St.  .Augustine  where  two  of  her  crew  died  of  yel- 
low fever.  .About  a week  later,  a second  of  the 
transports,  the  .Alexander,  arrived  off  St.  .Augus- 
tine and  had  to  be  piloted  in  by  two  St.  .Augustine 
residents  who  were  passengers;  the  captain  and 
the  entire  crew  except  the  cook  had  died  of  yellow 
fever  during  the  passage  from  Havana.  The  cook 
died  the  following  day.  While  the  .Alexander  lay  at 
anchor  at  the  quarantine  ground,  some  of  the 
bedding  and  other  personal  effects  of  the  deceased 
crew’  were  thrown  overboard  in  cleaning  the  ship. 
Portions  of  this  were  retrieved  by  a lawyer,  and 
newly  appointed  Judge,  Thomas  Fitch,  who  was 
on  his  way  to  his  plantation  about  20  miles  north 
of  St.  -Augustine.  Both  the  Judge  and  a Negro 
w’oman  who  washed  these  articles  came  down  with 
yellow  fever.  The  Judge  died  on  September  10th, 
p>ossibly  the  first  casualty  among  the  residents  of 
St.  .Augustine. 

.Although  at  first  the  pjopulace  and  the  Board 
of  Health  saw  no  cause  for  alarm,  by  the  last  of 
September  new  cases  were  app>earing  at  a frighten- 
ing rate.  On  September  27th  the  Board  of  Health 
appointed  a commitee  to  look  to  the  care  of  the 
indigent  and  provide  them  with  nurses.  They 
authorized  citizens  having  indigent  sick  in  their 
homes  to  draw  upjon  the  city  treasurer  the  sum 
of  $2  per  24  hours  for  nursing  care.  Drs.  Micah 
Stone,  Resident  Physician  and  President  of  the 
Board  of  Health,  and  Charles  N.  McCrosky,  an 
.Army  Surgeon,  were  emp>owered  to  care  for  the 
indigent  and  be  reimbursed  by  the  city  for  reason- 
able chairges  for  medicines  and  attendance.  They 
also  debated  the  building  of  a “Lazaretto”  in  the 
northeast  extremity  “of  the  public  ground,”  but 
later  abandoned  this  and  contracted  for  the  use 
of  a house  “over  the  bridge”  as  a hospital  for  the 
indigent.  .Arrangements  were  made  to  supply  cof- 
fins for  the  indigent  at  $5  each  and  to  pay  the 
sexton  $3  for  each  burial.  With  the  death  of  Judge 
Fitch,  arrangements  were  made  to  establish  a 
Protestant  burial  ground  (now  known  as  the 
Hugenot  Cemetery)  as  he  could  not  be  buried  in 
the  only  existing  cemetery,  which  was  for 
Catholics. 

On  the  following  day  the  Board  issued  a warn- 
ing to  the  citizens,  particularly  strangers,  to  avoid 
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fei  unnecessary  exposure  (to  rain  and  heat)  “until  a 

t change  of  atmosphere  takes  place,  which  is  under 

I ' Divine  Providenqe  daily  expected.”*  They  also 
► recommended  the  citizens  pay  particular  attention 
I to  cleanliness,  temperance,  and  the  removal  of 
nuisances.  The  City  Council  made  it  unlawful,  on 
pain  of  a stiff  fine,  to  sell  the  bedding  and  apparel 
of  persons  dying  of  the  fever,  and  appropriated 
funds  to  pay  for  the  appraisal  of  such  items,  the 
reimbursement  of  the  owners,  the  transport  of 
these  items  beyond  the  city  limits,  and  the  burn- 
ing of  them. 4 

There  were  at  least  six  physicians  in  St. 
Augustine  during  the  1821  epidemic;  Drs.  Stone 
and  McCrosky,  William  H.  Simmons  of  South 
Carolina,  Richard  Murray  from  Ireland,  J.  T.  C. 
McMahon  who  replaced  Stone  upon  his  death 
(December  3,  1821),  Edward  R.  Gibson  of  Mary- 
land, Richard  Weightman  from  Meine,  Rhine, 
and  G.  E.  deSaussere  from  South  Carolina  who  ap- 
parently left  St.  Augustine  in  early  September, 
1821.  Strobel,  quoting  Dr.  Simmons,  says:  “The 
mercurial  treatment  was  fully  tested  by  the  physi- 
cians of  the  place  (St.  Augustine),  and  was  sig- 
nally unsuccessful — so  much  so  as  to  create  a last- 
ing prejudice  in  the  minds  of  the  people  against 
the  use  of  that  remedy.  By  the  mercurial  treat- 
ment is  meant  the  attempt  to  arrest  the  disease  by 
salivation,  as  a purgative.  Calomel  did  good.  The 
disease  was  so  fatal  as  to  destroy  confidence  in  all 
modes  of  treatment  adopted.  The  Doctor  does  not 
think  that  bleeding  was  used  to  any ‘extent.  Sugar 
of  lead  was  tried,  towards  the  close  of  the  season, 
in  some  cases  with  success. ”2 

Despite  the  efforts  of  the  Board  of  Health, 
City  Council,  and  the  physicians,  the  daily  death 
toll  continued  to  mount.  On  October  6th,  the 
Secretary  and  Acting  Governor  of  East  Florida, 
W.  G.  D.  Worthington,  wrote  to  Andrew  Jackson, 
Territorial  Governor  of  Florida:  “I  enclose  you 
poor  Penier’s  Obituary — Seldom  has  anything 
struck  upon  my  heart  so  painfully  as  this  event — 
He  was  at  my  house  on  tuesday  night,  gay,  inter- 
esting and  delightful.  Alas  on  thursday  night  he 
breathed  his  Izist — 

“This  vile  Black  vomit  plays  sad  work 
amongst  us — My  Chief  Judge  (Thomas  Fitch) — 
Our  Indian  Agent  (Jean  A.  Peniers) — and  about 
half  a dozen  others  of  my  friends  already  sleep 
in  a watery  grave  about  two  feet  and  a half  below 
the  Surface  of  this  Peninsula — 


“I  have  lost  but  one  person  of  my  own  family 
as  yet  . . .”® 

On  November  12  th,  Worthington  wrote  to  the 
Secretary  of  State,  John  Quincy  Adams,  “The 
sickness  rages  here  still  beyond  any  thing  I ever 
saw  or  heard  of.  I will  give  you  a melancholy  ex- 
ample—-Viz  Chief  Justice  Fitch,  died  some  time 
ago — since  then  his  two  sons  & last  night  his  wife 
& his  remaining  child— He  was  a native  of  Massa- 
chusetts— was  worth  a large  estate,  from  the  prac- 
tice of  the  Law  in  Georgia  & his  wife,  a sister  or 
near  relative  of  Governor  Clarke  (Governor  John 
Clarke  of  Georgia) — 

“No  frost  here  yet — & They  say  it  will  not 
stop  till  we  have  a black  frost.  . .”® 

Early  in  the  epidemic  the  age  old  custom  of 
tolling  the  church  bells  at  each  death  was  followed 
but  as ' the  number  of  deaths  increased  the  con- 
stant tolling  of  the  bells  became  so  demoralizing 
the  custom  was  abandoned.  During  his  visit  of 
just  over  a month,  October  4th  to  November  9th, 
1821,  the  Reverend  Mr.  Fowler  saw  95  persons 
buried.  Although  no  accurate  statistics  have  come 
to  light.  Wiles  states  there  were  132  civilian  deaths 
(3  Negroes)  and  40  deaths  among  the  military. 
Included  in  these  were  two  of  the  six  physicians, 
Drs.  Stone  and  McCrosky. 

During  and  after  the  epidemic  there  was  much 
speculation  as  to  its  cause.  Simmons  in  1822 
writes,  “.  . . a single  case,  is  not  sufficient  to  pro- 
duce the  disease;  but  that  a se2ison  generally 
sickly,  or  a state  of  air,  predisposing  the  constitu- 
tion to  disease,  in  combination  with  the  putrescent 
effluvia  of  a crowded  city,  and  the  moisture, 
or  some  other  circumstance  connected  with  mari- 
time situations,  constitute,  at  least,  a part  of  the 
causes  and  various  juvantia  which  go  to  the  for- 
mation of  the  pestilence.”®  However,  an  editorial 
in  the  Florida  Gazette  (October  21,  1821)  accom- 
panying the  obituary  of  the  publisher,  Richard  W. 
Edes,  states,  “.  . . There  is  no  doubt  but  what 
the  prevailing  epidemic  was  brought  here  by  two 
vessels  from  Havana,  and  by  them  communicated 
to  our  citizens.  . .” 

Yellow  Fever  Origins 

Yellow  fever  seems  to  have  been  first  known  to 
Europeans  soon  after  the  discovery  of  the  New 
World.  One  writer  states,  “The  first  accurate  de- 
scription of  yellow  fever  seems  to  be  the  one 
written  in  the  year  1495,  after  the  battle  known 
as  Vega  Real  or  Santo  Cerro,  fought  by  Columbus 
in  Hispaniola  against  the  Indians.”’'  Perhaps  the 
first  clear  account  in  a medical  text  appears  in 


“The  author  is  indebted  for  most  of  the  information  about  the 
epidemic  in  St.  Augustine  in  1821  to  Doris  C.  Wiles  (1907- 
1968),  Administrative  Historian  of  the  St.  Augustine  Historical 
Society,  who  left  the  partially  completed  manuscript  noted  in  the 
bibliography. 
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Tratado  de  las  siete  enfermedades  by  A.  de  Abreu 
printed  in  Lisbon  in  1623.®  The  first  use  of  the 
name  “Yellow  Fever”  appears  in  Griffith  Hughes’ 
Natural  History  of  Barbadoes,  published  in  1750. 
A total  of  152  names  by  which  this  disease  has 
been  known  are  listed  by  Augustin.® 

The  first  yellow  fever  epidemic  within  the  con- 
fines of  the  present  United  States  occurred  in 
Boston  in  1693.i®  The  first  reference  to  yellow 
fever  in  Florida  that  has  thus  far  come  to  light  is 
a mention  of  it  in  British  West  Florida  in  the 
summer  of  1 764.  There  is  no  specific  mention  that 
it  appeared  in  Pensacola  at  that  time  but  in  Sep- 
tember, 1765,  the  British  governor  wrote,  “Above 
one  Fourth  of  the  Soldiers  have  already  died,  and 
one  Fifth  of  the  Inhabitants.”  He  was  clearly  re- 
ferring to  yellow  fever  at  Pensacola.^i  During  the 
succeeding  century  and  a half  the  yellow  jack 
scourged  the  length  and  breadth  of  our  state  many 
times  with  a fearful  mortality  creating  havoc  and 
panic.  In  1841,  when  it  “wiped  out”  the  booming 
town  of  St.  Joseph,  known  for  its  gambling  and 
vice,  it  was  viewed  by  the  God  fearing  as  the  hand 
of  God  smiting  the  wicked.  The  epidemic  of  1867 
at  Fort  Jefferson  on  Dry  Tortugas  led  to  the  meri- 
torious service  of  Dr.  Samuel  Mudd,  imprisoned 
there  for  setting  the  leg  of  Lincoln’s  assassin,  John 
Wilkes  Booth,  and  helped  to  win  his  pardon  two 
years  later.  Indeed,  it  was  yellow  fever  together 
with  other  “mal-arious”  diseases  that  led  Dr.  John 
Gorrie  of  Apalachicola  to  invent  the  first  practical 
artificial  ice  machine.  Gorrie  envisioned  the  cool- 
ing of  the  sickroom  to,  “decompose  and  absorb  the 
miasmatick  and  infe(^tious  impurities  existing  in 
the  air  during  the  prevalence  of  . . . diseases  that 
are  looked  upon  as  more  emphatically  the  effects 
of  malaria. ”12  Since  ice  was  a scarce  item  on  the 
hot  gulf  coast  during  the  summer,  he  set  about  to 
manufacture  it.  Thus  the  beginning  of  artificial 
refrigeration  including  the  air  conditioning  which 
we  enjoy  today. 

The  ancient  Romans  thought  that  certain 
diseases  might  be  carried  by  insects  to  man  and 
Giovanni  Lancisi  (1717)  postulated  that  malaria 
was  acquired  by  mosquitoes  from  the  foul  marsh 
air  and  transmitted  to  man.  The  term  “malaria” 
at  that  time  and  for  almost  a century  and  a half 
afterwards  meant  literally  “mal-aria”  and  fevers 
such-  as  the  intermittent  (malaria  as  we  use  the 
term  today)  and  remittent  (yellow  fever,  typhus, 
etc.)  were  classed  “malaria.”  When  in  1749,  Dr. 
John  Moultrie,  first  American  graduate  of  Edin- 
burgh and  later  Royal  Lieutenant  Governor  of 
East  Florida,  presented  his  doctoral  thesis  on 


yellow  fever  he  refers  to  mal-aria  as  the  ante 
cedent  cause  of  this  disease.  “The  proximate  cause 
of  this  malady  seems  to  be  the  acrimony  of  the^ 
fluids;  and  of  antecedent  causes,  chiefly  the  in-^| 
tense  heat  of  the  air  and  excessive  movement  of 
exertion.  Moreover,  the  copious  exhalations  and^, 
putrid  miasmas  which,  chiefly  by  the  force  of  the  |i 
heat,  are  lifted  into  the  air  from  swamps,  pools, ; 
and  subterranean  places  and  which  abound  espe- 
cially in  the  immense  forests  in  America  with 
their  great  number  of  poisonous  trees,  must  be 
reckoned  among  the  antecedent  causes  of  this 
disease.  . Almost  a century  later,  the  same 
thoughts  are  voiced  by  Samuel  Forry  as  he  attrib- 
utes intermittent  fevers,  remittent  fevers,  bilious 
fevers,  etc.  to,  “.  . . exhalations  from  absorbent 
or  deep  exuberant,  or  marshy  soils,  suspended  in 
atmospheric  humidity  at  temperate  grades  of 
warmth. However,  even  in  the  18th  century 
there  were  those  who  thought  it  did  not  arise 
from  the  bad  air  of  the  swamps  but  was  brought 
by  ships  from  “Jamaica  or  Havannah,  as  was 
the  case  in  1765. The  debate  of  local  origin 
versus  importation  was  to  rage  for  another  cen- 
tury. 

Soon  after  the  discovery  of  microorganisms 
in  the  late  17th  century,  the  thought  arose  that 
these  might  somehow  invade  man  and  cause 
disease.  An  early  believer  that  microorganisms 
might  cause  yellow  fever  was  Dr.  John  Crawford 
of  Baltimore  (1790).^®  Josiah  Clark  Nott  of 
Mobile,  Alabama,  in  1848,  attempting  to  explain 
the  appearance  of  yellow  fever  on  hilltops  states: 
“It  would  certainly  be  quite  as  philosophical  (as 
the  “mal-arial”  theory)  to  suppose  that  some  in- 
sect or  animalcule,  hatched  in  the  lowlands,  like 
the  musquito  (sic),  after  passing  through  its 
metamorphosis,  takes  flight  and  either  from  pref- 
erence for  a different  atmosphere,  or  impelled  by 
one  of  those  extraordinary  instincts  which  many 
are  known  to  possess,  wings  its  way  to  the  hilltop 
to  fulfill  its  appointed  destiny.  He  doesn’t 
conceive  of  the  “musquito”  as  carr5dng  the  germ 
of  yellow  fever  but  as  the  proximate  cause  of 
yellow  fever. 

One  of  the  more  exotic  theories  of  the  cause 
of  yellow  fever  seems  to  be  the  brainchild  of  a 
John  Gamgee.  In  a tract  published  in  1880,  he 
urges  the  construction  of  a ship  channel  across 
North  Florida  so  that  ships  from  eastern  cities 
could  avoid  travel  through  equatorial  waters  en 
route  to  New  Orleans.  He  believed,  “The  prob- 
abilities are  that  the  putrescent  water  crammed 
with  Sarcode,  near  or  within  the  tropics,  is  the 
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true  parent  of  yellow  fever  infection,  just  as  we 
know  that  vegetable  decay  surrounds  this  city 
with  agues  and  bilious  remittent.”  To  keep  a ship 
healthy,  he  felt  it  “must  be  driven  fast  through 
the  dense  beds  of  pelagic  life,  or  kept  out  of 
them.  . .”1® 

Many  of  the  characteristics  of  yellow  fever 
were  common  knowledge  perhaps  a century  and 
a half  ago:  It  was  to  be  found  near  the  seacoast 
and  marshy  soils;  it  was  a disease  of  the  towns 
and  removal  to  the  woods  often  protected  people; 
it  seldom  attacked  the  natives  of  an  area  (Finlay 
in  the  late  19th  century  attributed  this  to  sub- 
clinical  attacks  in  childhood) ; one  attack  usually 
conferred  lifelong  immunity;  it  was  less  frequent 
and  less  severe  in  the  Negro;  the  risk  of  acquir- 
ing the  disease  was  greater  at  night;  freezing 
weather  ended  an  epidemic;  and  it  could  persist 
throughout  the  winter  months  in  Florida  where 
the  thermometer  didn’t  drop  i)elow  sixty  degrees. 

The  question  of  transmission  from  person  to 
person  or  from  fomites  to  person  divided  the 
doctors  into  two  schools:  the  contagionists  and 
the  noncontagionists.  The  contagionists  thought 
that  contact  with  a patient,  the  patient’s  cloth- 
ing or  personal  effects,  even  with  such  things  as 
wagon  wheels,  machinery,  and  gasoline,  from  an 
epidemic  area  could  spread  the  disease.  Indeed, 
during  the  last  known  epidemic  in  Florida,  Pensa- 
cola, 1905,  Alabama  would  allow  Florida  oranges 
to  pass  through  only  if  they  were  in  screened 
cars,  and  Apalachicola  and  Carabelle  turned  away 
at  gunpoint  a ship  load  of  brick  and  gasoline.^® 

As  early  as  1802,  Stubbins  H.  Ffirth  (1784- 
1820), 20  a medical  student  at  the  University  of 
Pennsylvania,  carried  out  a series  of  experiments 
to  prove  the  noncontagious  nature  of  yellow 
fever.  Having  tried  unsuccessfully  to  transmit 
the  disease  to  cats  and  dogs,  he  slept  in  the  soil- 
ed clothing  and  bedding  of  yellow  fever  patients, 
he  repeatedly  swallowed  quantities  of  “black 
vomit”  expelled  by  yellow  fever  patients,  he 
dropped  black  vomit  into  the  conjunctival  sac 
of  his  eye,  inhaled  the  vapor  of  black  vomit  be- 
ing boiled  on  the  stove,  and  he  “frequently” 
lanced  his  skin,  inserted  black  vomit  or  serum 
of  yellow  fever  patients,  then  sutured  the  wound; 
in  no  instance  did  he  acquire  yellow  fever.  When 
he  published  his  results  in  1804,  his  experiments 
were  criticized  as  “disgusting  and  unnecessary” 
and  the  lesson  they  taught  was  largely  over- 
looked. 

The  presence  of  unusual  numbers  of  mosqui- 
toes during  yellow  fever  seasons  was  noted  as 


early  as  1797  by  Benjamin  Rush.  Others  later, 
including  Richard  Weightman  at  St.  Augustine 
in  1833,  commented  on  this.  Although  Louis 
Daniel  Beauperthuy  of  Guadeloupe  is  usually 
mentioned  as  the  first  one  to  definitely  implicate 
the  mosquito  as  transmitting  yellow  fever  with 
its  bite  (1853),  he  did  not  clearly  differentiate 
yellow  fever  and  malaria. 21  A Tampa  physician, 
John  Perry  Wall,  who  was  a student  of  yellow 
fever,  reached  the  firm  conclusion  that  yellow 
fever  was  carried  by  the  mosquito  as  early  as 
1873.22  In  1858,  a Cuban  physician,  Carlos  Juan 
Finlay,  began  a lifelong  study  of  the  transmis- 
sion of  yellow  fever  which  culminated  in  his 
announcement  on  February  18,  1881,  that  “an 
agent  entirely  independent  for  its  existence  of 
the  diseased  and  of  the  sick”  was  required  to 
spread  the  disease. 23  He  tells  us  he  had  in  mind 
the  Culex  mosquito  which  was  also  known  as 
Culex  aegypti,  and  Stegomyia  fasciatus,  and 
after  1920,  as  Aedes  aegypti.  Finlay  attempted 
to  transmit  yellow  fever  from  patients  to  non- 
immunes  by  these  mosquitoes  103  times  without 
a single  unequivocal  success.  An  indispensable  bit 
of  the  puzzle  was  missing. 

Quarantines 

The  quarantine  was  of  vital  importance  for 
those  who  believed  in  the  importation  of  the 
disease,  and  those  who  believed  in  local  origin 
usually  paid  lip  service  to  this  procedure  for  the 
disease  was  too  serious  to  omit  any  step  that 
might  help  ward  it  off.  Thus,  the  quarantine  reg- 
ulations at  Pensacola  in  1828  read,  “There  shall 
be  a Health  Officer  appointed  for  the  Quarantine, 
who  shall,  before  he  enters  on  the  duties  of  his 
office,  take  an  oath  that,  whatever  may  be  his 
opinion"  with  regard  to  the  origin  and  infectious 
nature  of  Yellow  Fever,  he  will  be  as  vigilant 
in  preventing  its  introduction  as  though  he  be- 
lieved it  to  be  of  foreign  origin.  . .”2^  Although 
the  term  quarantine  was  not  used,  the  first  actual 
practice  of  quarantine  in  Florida  was  by  the 
British  in  West  Florida  when  they  restricted 
smallpox  patients  to  their  ships. Another  early 
mention  of  isolating  a patient  with  communica- 
ble disease  appears  in  the  Cabildo  Records  of  the 
Municipal  Corporation  of  St.  Augustine,  April  13, 
1814.  On  that  date  a committee  was  appointed 
to  examine  a Negro  slave  suspected  of  having 
smallpox,  “and  if  it  results  that  the  contagion  is 
true,  to  make  his  master  remove  him  from  the 
environs  of  this  city,  (in  order)  to  prevent  all 
communication,  to  a distance  where  the  air  cannot 
propagate  the  disezise.” 
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One  of  the  first  acts  of  Andrew  Jackson,  first 
Territorial  Governor  of  Florida,  was  to  establish 
(July  19,  1821)  a Board  of  Health  at  Pensacola, 
“to  take  active  oversight  of  the  quarantine  and 
health  regulations. Throughout  the  19th  cen- 
tury quarantines  of  24  hours  to  ten  days,  and 
even  at  times  up  to  30  days,  were  more  or  less 
enforced  by  local  boards  of  health.  Initially,  there 
were  boards  of  health  only  at  Pensacola  and  St. 
.Augustine,  but  later  at  other  port  towns.  These 
local  boards  were  autonomous  and  often  did  not 
act  in  concert.  During  the  Reconstruction  Period 
the  Federal  Army  of  Occupation  provided  some 
uniformity  of  health  measures^s  and  possibly  as 
the  result  of  this,  the  “Carpetbag  Constitution” 
of  Florida,  enacted  in  1868,  attempts  to  provide 
a mechanism  of  statewide  “quarantine  of  the 
coast”  in  its  Article  VII,  Section  8.  However, 
little  effort  was  made  to  implement  this  provi- 
sion. For  example,  at  Key  West,  sponge-boats, 
wreckers  and  other  small  craft  sailing  along  the 
reef  were  exempt  from  inspection  by  health  of- 
ficers even  though  it  was  well  known  they  often 
made  illicit  trips  to  Havana  where  yellow  fever 
was  endemic. 2 7 In  1873  a bill  to  establish  a State 
Board  of  Health,  which  carried  an  appropriation 
of  $200,  was  rejected  by  the  legislature  because 
of  the  “exorbitant”  amount  of  money  requested. 
Governor  George  F.  Drew  recommended  a state 
controlled  quarantine,  and  in  1879  an  act  to 
create  a uniform  system  of  quarantine  by  estab- 
lishing boards  of  health  in  incorporated  towns 
and  in  counties  without  incorporation  was  enact- 
ed. However,  this  did  not  get  around  the  prob- 
lem of  the  autonomy  of  these  boards.  During  his 
first  administration  (1881-1885),  Governor  Wil- 
liam D.  Bloxham  again  urged  a state  controlled 
quarantine  and  the  formation  of  a State  Board 
of  Health,  but  the  legislature  would  not  pass 
enabling  legislation.  The  Constitution  of  1885  in- 
cludes an  article  establishing  a State  Board  of 
Health  but  no  appropriation  was  made  to  imple- 
ment this.  Writing  to  Surgeon  General  John  B. 
Hamilton,  Governor  E.  A.  Perry  (1885-1889) 
stated  that  ■ he  had  repeatedly  sought  enabling 
legislation  for  a State  Board  of  Health  and  was 
repeatedly  denied.  In  1887,  because  of  the  oppres- 
sive restrictions  on  trade  and  travel  resulting 
from  local  quarantine  regulations  “incited  by 
terror  rather  than  the  immediate  presence  of  any 
real  danger,”  a number  of  the  boards  of  health 
of  counties  in  South  and  East  Florida  organized 
the  Florida  Health  Protective  Association  to  en- 
force the  coast  quarantine  and  allow  the  interior 


counties  to  relax  their  barriers,  thus  facilitating  | 
trade  without  incurring  the  risk  of  yellow  fever." 

The  quarantine  or  exclusion  of  ships  from 
Havana  or  other  ports  suspected  to  be  infected' 
with  contagious  disease  never  failed  to  rankle’^ 
the  business  interests.  This  was  especially  true  ^ 
in  towns  such  as  Key  West  where  there  were 
close  business  and  personal  ties  to  Cuba.  Indeed, 
the  quarantine  was  circumvented  “by  orders  from 
a superior  authority”  and  yellow  fever  knowingly 
introduced  at  Key  West  in  1867.2’’  In  1885, 
attempting  to  protect  the  health  of  Key  West 
and  at  the  same  time  minimize  the  disruption  of 
trade  with  Cuba,  Dr.  Joseph  Y.  Porter,  then  the 
Monroe  County  Health  Officer,  instituted  a pass- 
card  system.  Anyone  who  could  prove  they  had 
survived  an  attack  of  yellow  fever,  anyone  born 
and  raised  in  an  endemic  area  and  thus  presumed 
immune,  and  Negroes  (presumed  relatively  im- 
mune by  virtue  of  their  race)  were  issued  yellow 
fever  passcards.  By  showing  these  they  could 
pass  the  quarantine  officers  without  delay.  This 
system  was  suggested  during  an  epidemic  in  New 
Orleans  in  1853  by  Dr.  Samuel  A.  Cartwright.28 
Later  this  system  was  adopted  by  other  counties 
of  South  Florida. 

Sanitation  and  Therapy 
During  epidemics  various  measures  were  tried 
to  escape  the  contagion  or  drive  it  away.  2 9 Lind 
mentions  seven  gentlemen  who  escaped  “violent 
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intermitting  fever”  in  the  year  1766  by  leaving 
the  settlement  “at  the  mouth  of  the  river  Scam- 
bia”  before  nightfall.  Judge  Brackenridge^o  de- 
scribing yellow  fever  at  Pensacola  notes,  “but 
the  removal  of  a mite  to  the  neighboring  hills,  or 
Galvez  Springs  was  found  to  afford  perfect  secu- 
rity.” Indeed,  it  became  a health  custom  for  peo- 
ple of  means  to  leave  the  coast  and  go  to  the 
mountains  of  North  Carolina,  Tennessee,  and 
similar  areas  for  the  summer  months. 

Another  measure  widely  used  was  the  clean- 
ing up  of  filth,  refuse  and  offal  which  had  ac- 
cumulated in  the  town.  Thus  streets  were  swept, 
gutters  cleaned,  ponds  drained  and  privy  sinks 
covered  with  lime.  People  were  cautioned  not  to 
pull  up  weeds,  cut  down  trees  or  turn  the  earth 
for  it  was  felt  that  the  summer  sun  acting  on  the 
newly  exposed  earth  was  a source  of  the  miasma 
which  produced  the  fevers. 

In  1821,  the  St.  Augustine  Board  of  Health 
recommended,  “to  the  Heads  of  Families  within 
' this  City,  as  a matter  of  Precaution,  that  fires  be 
1 kept  in  their  House  and  that  the  Rooms  of  the 
sick  particularly  be  fumigated  with  vinegar,  sugar 
f or  tar. ”31  Later  in  hospitals  disinfectant  such 
as  ozone  (made  by  floating  a small  piece  of  phos- 
[i  phorous  on  a cork  in  a bottle  with  a narrow 
li  opening),  iodine,  iodoform,  chlorine  and  sulfu- 
; rous  acid  gas  (made  by  burning  sulfur)  were  used. 

As  early  as  1882,  fumigation  of  the  mails  was 
1 carried  out  by  placing  letters  and  packages  on 
y wire  trays  in  a small  enclosure  and  burning  sulfur 
until  they  were  thoroughly  saturated  with  the 
i smell  of  sulfur  dioxide.32  Later  (1888)  the  enve- 

ii  lopes  and  letters  were  perforated  to  permit  the 
sulfur  fumes  access  to  the  letter.  Dr.  Webster 
I Merritt33  gives  an  amusing  quote  from  a Gen- 
' eral  F.  E.  Spinner,  one  time  Secretary  of  the 
I Treasury,  who  lived  at  Pablo  Beach  (now  Jack- 
sonville Beach)  and  who  was  annoyed  at  the 
results  of  the  fumigation;  “Your  very  kind,  and 
highly  interesting  letters  of  the  12  th  and  15  th 
I instant,  came  here  on  the  evening  before  last, 
punched  as  full  of  holes  as  is  your  Donax  sieve, 
and  smelling  of  hellfire  and  brimstone. 

“We  associate  with  all  kinds  of  people  who 
go  up  to  the  City  every  day,  we  buy  our  supplies 
that  come  from  the  City  daily,  and  we  received 
and  read  two  daily  Jacksonville  Newpapers.  None 
of  all  of  these  are  either  punched  full  of  holes 
nor  have  they  fumes  of  fire  and  sulfur  blown 
through  them.  And  yet,  now  after  twelve  weeks 
of  yellow  fever  in  the  City,  we  here  are  all  free 
from  it. 


“But,  now,  let  a clean  letter  come  here  from 
the  pure  air  of  the  Green  Mountains  of  Vermont, 
and  the  cursed  fools  at  the  fumigating  station 
seize  it,  punch  it  so  that  it  is  almost  illegible,  and 
then  pump  an  unbearable  stink  into  it. 

“If  the  fool  killer  has  got  through  with  killing 
democrats  in  Vermont,  I wish  you  would  send 
him  to  Jacksonville — he  is  sadly  needed  there.  . .” 

On  the  streets  of  towns  and  cities  commonly 
piles  of  fat  pine  or  barrels  of  sulfur  or  tar  were 
burned  at  intersections.  During  the  epidemic  of 
1882  at  Pensacola,  Hargis  tells  us:  “Scores  of 
barrels  of  sulphur  and  tar  were  burned,  almost 
to  a suffocating  degree,  in  every  street,  alley  and 
vacant  space  of  the  infected  districts.  . .”3^  These 
measures  conducted  in  the  still,  sultry,  summer 
atmosphere  often  led  to  a pall  of  smoke  over  the 
city  by  day  and  an  eerie  glow  by  night. 

A measure  that  gained  much  publicity  was 
the  concussion  theory  for  control  of  epidemics. 
According  to  this  theory  the  firing  of  cannon  set 
up  waves  of  air  which  rushing  together  caught 
and  hammered  the  germ  of  yellow  fever  until  it 
died.  It  was  recommended  that  this  be  done  at 
night  “when  the  air  was  humid  and  rarefied.” 
This  was  tried  in  New  Orleans  as  early  as  1853. 

It  W£is  also  tried  in  Jacksonville  in  November, 
1877,  and  again  in  August,  1888.  One  evening  in 
1888,  as  the  artillerymen  were  about  to  fire  a 
cannon,  a Negro  came  walking  down  the  street 
and  failed  to  see  the  cannon  until  within  30  feet 
of  it  and  just  as  the  fire  was  touched  to  it.  The 
explosion  threw  a cloud  of  sand  in  his  face  which 
he  mistook  for  yellow  fever  germs  and  was  heard 
to  exclaim,  “Great  Lord,  how  thick  they  falls!  ”35 

During  the  1888  pandemic,  Mr.  Thomas  A. 
Edison  suggested  saturating  the  ground  around 
an  infected  house  or  block  of  houses  with  a five 
percent  solution  of  caustic  soda.  This,  he  felt, 
would  destroy  every  living  thing  and  prevent  the 


. . . huge  fires  of  pine  and  tar  were  kindled  in  various 
portions  of  the  city  to  purify  the  air.  This  photo  from 
Photographic  Archives,  Strozier  Library,  Florida  State 
University. 
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yellow  fever  germs  from  passing  along  the  ground 
as  some  people  thought  they  spread. 

Methods  of  disinfecting  ships  are  well  illus- 
trated by  the  report  of  the  captain  of  the  bark, 
U.S.S.  Roebuck,  which  had  suffered  a severe  out- 
break of  yellow  fever  following  a visit  to  Key 
West.  At  one  time  only  five  men  and  one  officer 
were  well  enough  to  stand  watch.  On  September 
28,  1864,  the  captain  reported:  “All  the  clothing 
of  the  officers  and  men  that  died  has  been  de- 
stroyed. Everything  in  the  way  of  disinfectants 
has  been  used  that  could  be.  Copperas  (ferrous 
sulfate)  dissolved  in  water  heis  been  turned  down 
the  pumps,  peak  and  run,  and  the  vessel  smoked 
throughout  every  morning  with  red  hot  bolt 
dipped  in  tar.  Vessels  containing  chloride  of  lime 
and  others  of  copperas  have  been  plentifully  dis- 
tributed about  the  ship.  ”3  6 

The  therapy  of  yellow  fever  in  the  late  18th 
century  was  relatively  mild,  then  came  a period 
of  heroic  therapy,  and  toward  the  end  of  the  19th 
century,  a swing  back  to  simple  remedies.  Romans 
(1775)13  recommends  a well  ventilated  room, 
avoidance  of  direct  sunshine,  a cooling  diet,  avoid- 
ance of  “salts,  spices,  spiritous  liquors  or  generous 
wines,”  a gentle  purge,  avoidance  of  motion,  and 
“bleeding  (especially  if  the  disease  makes  a vio- 
lent attack,  and  the  patient  is  of  plethoric  habit) 
is  indispensably  necessary.”  If  these  measures 
were  helpful,  follow  with  emetics,  if  not  apply 
blisters,  use  laudanum,  and  if  the  fever  becomes 
excessive,  give  sal  nitri  liquors.  As  the  fever 
abates,  give  orange,  lime,  or  lemon  juice  saturated 
with  salt  of  wormwood  (Artemisia  absinthium; 
used  widely  for  fevers  before  the  advent  of  cin- 
chona bark— i.e.,  quinine). 

During  the  mid- 19th  century  it  became  popu- 
lar to  give  large  doses  of  quinine  in  fevers.  This 
practice  seems  to  have  begun  with  Dr.  James 
Metcalf  of  Natchez,  Mississippi,  about  1820.3'’’ 
Initially,  according  to  T.  M.  Palmer,  “Quinine 
was  almost  entirely  unknown,  and  the  old  fash- 
ioned dose  of  bark  and  wine*  was  used.” 

’About  1820  two  Parisian  chemists  isolated 
quinine  from  the  cinchona  bark  but  it  was  many 
years  before  it  was  available  in  Florida  in  signif- 
icant quantities.  Some  of  the  bolder  proponents 
of  the  liberal  use  of  quinine,  such  as  the  Seminole 
War.  surgeon,  R.  S.  Holmes,  administered  up  to 
80  grains  of  quinine  upon  confirming  the  diagno- 
sis of  yellow  fever  and  followed  with  doses  only 
slightly  less  vigorous. 

Other  therapies  in  vogue  during  the  19th  cen- 

•Possibly  cinchona  bark,  confection  of  opium,  lemon  juice 
and  port  wine. 


tury  were  hot  mustard  baths  accompanied  by  a j 
brisk  rub  down,  calomel  in  5 to  15  grain  doses,^ 
saline  cathartics,  painting  the  loins  with  tincture  ^ 
of  iodine  to  stimulate  urine  flow,  wet  and  dry 
cupping  over  the  lumbar  region,  generous  phlebot- 
omies, sponging  the  body  with  whiskey,  quinine 
and  water,  infusions  of  orange  leaves  or  mint  tea 
and  infusions  of  powdered  watermelon  seeds  com- 
bined with  “spiritus  aetheris  nitrosi”  (Potassium 
nitrate  in  alcohol).  During  the  pandemic  of  1888, 
the  homeopathic  physicians  of  Jacksonville  claim- 
ed a much  lower  mortality  for  their  tiny  doses 
of  medicines  than  was  being  achieved  by  the  allo- 
pathic physicians  who  used  more  heroic  doses;' 
2.6%  as  contrasted  to  9.2%.3s 

Epidemic  at  Jacksonville 
On  July  28,  1888,  R.  D.  McCormick,  a visitor 
from  Tampa  staying  at  the  Grand  Union  Hotel 
in  Jacksonville,  was  taken  sick  with  fever  of  104° 
which  was  followed  by  drenching  sweats,  head- 
ache, backache,  leg  pains,  prostration,  flushing  of 
the  face,  injection  of  the  eyes,  and  in  a few  hours, 
the  appearance  of  jaundice.  He  was  moved  to  the 
Sand  Hill  Hospital  and  after  due  consultation,  a 
diagnosis  of  yellow  fever  was  established.  The 
Duval  County  Board  of  Health  assured  the  peo- 
ple that  this  was  a sporadic  case  and  no  cause 
for  alarm.  However,  on  August  8th  four  more  cases 
appeared.  Fear  began  to  spread  throughout  the 
city  and  on  August  9th  this  was  heightened  by  the 
discovery  of  five  more  cjises.  While  the  Board  of 
Health  deliberated  on  what  should  be  done,  the 
panic  grew’  among  the  citizenry  who  were  no 
strangers  to  the  horror  of  this  disease;  “Several 
hundred  people  left  the  city  that  day.”  Finally,  on 
August  10th  the  Board  of  Health  announced  that, 
“yellow  fever  is  prevalent  in  the  city,  and  is  tend- 
ing to  assume  an  epidemic  form.” 

The  Board  of  Health  ordered  an  immediate 
all  out  effort  to  clean  the  city^of  refuse,  trash, 
garbage,  decaying  buildings,  stagnant  pools  of 
water,  and  improperly  kept  privies.  Streets  were 
cleaned,  shelled  or  sawdusted,  guttered,  and  drain- 
ed. Orders  were  to  “disturb  the  earth  as  little  as 
possible.  Let  the  weeds  and  grass  remain  growing, 
as  it  is  considered  unsafe  to  expose  the  earth 
which  has  been  shaded  by  luxuriant  vegetation 
at  this  season  of  the  year.”®®  Water  closets, 
privies,  cesspools,  and  garbage  dumps  were  to  be 
cleaned  and  when  the  material  could  not  be  burn- 
ed it  was  to  be  covered  liberally  with  lime  or 
copperas.  Water  closets  built  over  the  creeks  or 
swamp  edges  were  to  be  removed. 
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The  Mayflower  house,  a dilapidated  structure 
at  the  corner  of  Forsyth  and  Ocean  streets  which 
was  thought  a focal  point  of  contagion,  was 
quickly  condemned  and  burned  in  response  to 
public  clamor.  Streetcars  were  fumigated  daily, 
houses  of  yellow  fever  patients  were  quarantined 
by  hanging  a yellow  flag  (the  “yellow  jack”)  on 
the  door,  a watchman  was  stationed  at  each  of 
these  houses  to  keep  the  occupants  in  and  all 
other  persons  out,  and  nurses  caring  for  yellow 
fever  patients  were  not  allowed  to  leave  the  house 
— meals  were  carried  to  them  daily  in  wagons. 
Whitewash  containing  bichloride  of  mercury  was 
applied  liberally  to  every  tree  trunk,  post,  fire 
hydrant,  curbstone,  and  even  to  the  edges  of  the 
sidewalks.  “On  the  advice  of  a number  of  physi- 
cians and  others,  huge  fires  of  pine  and  tar  were 
kindled  in  various  portions  of  the  city  to  purify 
the  air.”3  5 As  previously  mentioned,  early  in  the 
epidemic  on  three  occasions,  cannons  were  fired 
in  the  streets — up  to  200  rounds  in  a single  night. 
Sickness  among  the  cannoneers  and  complaints 
of  the  citizens  about  the  unbearable  noise  led  to 
the  abandonment  of  this  modality.  A station  in 
two  railway  cars  at  La  Villa  Junction  near  Way- 
cross,  Georgia,  was  opened  for  the  fumigation  of 
mail,  express  matters,  and  baggage  leaving  Jack- 
sonville. 

By  August  13th,  every  outgoing  train  and 
ship  was  loaded  to  capacity  with  panic-stricken 
refugees.  All  roads  leading  from  the  city  were 
jammed  from  daylight  until  far  into  the  night 
with  carriages,  wagons,  and  people  on  foot,  all 
seeking  escape  from  the  pestilence. 

Almost  with  the  announcement  of  yellow 
fever  in  Jacksonville,  cities  in  the  state  (Fer- 
nandina,  Tallahassee,  Palatka,  St.  Augustine)  and 
in  neighboring  states  (Savannah,  Charleston,  Mo- 
bile, Waycross,  Thomasville,  Brunswick,  Mont- 
gomery, Wilmington)  closed  their  gates  to  the 
refugees.  At  first  Macon  invited  refugees,  but  the 
following  day  she  reconsidered  and  shut  her  door 
also.  In  Florida  one  of  the  few  towns  to  welcome 
refugees  was  Monticello. 

Under  the  auspices  of  the  U.  S.  Marine  Hospi- 
tal Service,  a refugee  camp  was  hastily  construct- 
ed at  Boulogne,  Florida,  36  miles  from  Jackson- 
ville along  the  railway  route.  This  camp,  later 
known  as  Camp  Perry  in  honor  of  Governor  E.  A. 
Perry,  became  the  detention  camp  for  those  who 
wished  to  leave  Jacksonville.  However,  even  these 
measures  could  not  quell  the  fear  of  those  within 
the  city  or  those  in  other  towns  not  yet  infected. 
Thus  the  people  of  Waycross  threatened,  “to  tear 


up  the  rails  on  the  track  if  any  refugees  were 
allowed  to  pass  out  of  this  city  (Jacksonville) 
via  Waycross,  even  in  locked  cars  and  passing 
that  town  at  a high  rate  of  speed. 5 Conferences 
were  held  with  the  Surgeon  General  and  repre- 
sentatives of  the  Boards  of  Health  of  Clay,  St. 
Johns,  Putnam,  V^olusia,  Orange,  Polk,  Lake, 
Marlon,  and  Osceola  counties  in  an  effort  to  re- 
lax the  stringent  quarantine  which  now  extended 
to  machinery,  wagon  wheels,  railroad  iron,  grate 
bars,  silver  dollars,  and  ice.  All  was  to  no  avail; 
panic  reigned. 

Within  the  city  new  cases  were  reported  daily 
and  the  death  toll  continued  to  mount.  The 
weather  was  hot,  damp,  and  heavy  and  “the  ex- 
halations arising  from  the  moist  ground  could  be 
seen  like  a thin  mist.”  This,  indeed,  was  the  ideal 
weather  to  propagate  an  infection  for  as  had 
been  generally  known  for  more  than  200  years, 
“sultry  hot  weather  fills  the  air  wdth  vermin,  and 
nourishes  innumerable  numbers  and  kinds  of 
-vyenemous  creatures,  which  breed  in  our  food,  in 
the  plants,  and  even  in  our  bodies,  by  the  very 
stench  of  which,  infection  may  be  propagated; 
also,  that  heat  in  the  air,  or  heat  of  weather,  as 
we  ordinarily  call  it,  makes  bodies  relax  and 
faint,  exhausts  the  spirits,  opens  the  pores,  and 
makes  us  more  apt  to  receive  infection  or  any, 
evil  influence,  be  it  from  noxious,  pestilential  va- 
pours or  any  other  thing  in  the  air.  . .”3^ 

Commerce  within  the  city  w’as  rapidly  stran- 
gled by  the  loss  of  people  who  had  fled,  the 
quarantine  which  allowed  almost  nothing  to  enter 
or  leave,  and  the  mounting  numbers  of  sick. 
.Mong  Bay  Street  many  of  the  business  houses 
were  shuttered  and  crowds  of  hungry,  destitute, 
unemployed  milled  about.  There  were  rumors  of 
riots  and  looting.  With  funds  supplied  by  the 
federal  government,  the  Auxiliary  Sanitary  Asso- 
ciation, an  organization  of  leading  citizens,  put 


. . . a refuge  camp  was  hastily  constructed  at  Boulogne. 
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all  the  unemployed  heads  of  families  to  work 
cleaning  up  the  city.  As  most  of  the  grocery  stores 
and  restaurants  had  closed,  “soup  kitchens”  were 
opened  and  ration  tickets  issued. 

Planning  to  depopulate  the  city,  a census  was 
taken  on  September  6th  showing  13,757  people 
left  in  the  city  of  which  9,812  were  Negroes.  Of 
the  remaining  people,  10,375  refused  to  leave  the 
city  under  any  circumstance.  .At  this  time  there 
were  two  refugee  camps  functioning:  Camp  Perry, 
previously  mentioned,  and  Camp  Howard  in 
North  Jacksonville.  .About  the  first  of  October 
Camp  Mitchell  (named  in  honor  of  Dr.  Neal 
Mitchell,  President  of  the  Board  of  Health)  was 
opened  seven  miles  west  of  the  city.  Many  Jack- 
sonville residents  would  leave  the  city  before 
sundown,  camp  in  the  woods  at  night,  and  return 
to  the  city  after  sunup  the  next  day.  This  had 
long  been  advocated  as  a way  to  avoid  the  yellow 
jack. 

.At  the  beginning  of  the  epidemic  the  Board 
of  Health  and  the  Auxiliary  Sanitary  .Association 
decided  on  a policy  of  depopulation  of  the  city. 
On  September  2nd  clearance  was  obtained  for  a 
trainload  of  refugees  to  go  to  Atlanta.  On  the 
same  day  a five  coach  train  carrying  38  passen- 
gers (more  would  have  gone  but  the  notice  was 
short  and  a full  fare  of  $12.30  per  person  was 
charged)  left  via  the  Florida  & Western  Railway 
and  the  East  Tennessee,  Virginia,  and  Georgia 
Railway.  The  following  day  the  .Atlanta  Board 
of  Health  expressed  its  displeasure  and  Atlanta 
shut  its  doors.  Still  a day  later  the  health  authori- 
ties of  Tennessee,  .Alabama,  and  Georgia  adopted 
a harder  line  against  would  be  refugees. 

Despite  the  tightening  of  the  quarantine  cor- 
don about  Jacksonville  there  were  still  places 
which  kept  the  latchstring  out.  One  of  these  was 
Hendersonville,  North  Carolina.  On  September 
11th  a refugee  train  left  Jacksonville,  stopped  at 


Many  Jacksonville  residents  camped  in  the  woods  at 
night. 


Camp  Perry  to  pick  up  some  30  passengers,  then 
struck  out  for  Hendersonville.  The  coaches, 
crowded  with  291  people,  were  hot  and  as  the 
trip  progressed  they  became  dirty  and  littered. 
Several  accidents  along  the  way  delayed  the  trip, 
and  water  and  food  supplies  ran  out.  Some  of 
the  towns  generously  supplied  what  food  they 
could  get  together  on  short  notice  but  others  tried 
to  profit  from  the  refugees’  distress,  charging  ex- 
orbitant amounts.  During  the  first  24  hours  of 
travel,  two  cases  of  yellow  fever  appeared  among 
the  refugees  and  during  the  second  day,  three 
more  cases.  This  touched  off  new  panic  and  one 
car  quarantined  against  the  next.  It  was  difficult 
to  provide  care  for  the  sick  because  of  the  fear 
that  reigned.  After  a trying  trip,  the  refugees 
arrived  in  Hendersonville  at  two  in  the  morning 
of  September  13  th.  A gala  welcome  met  them 
with  bon  fires,  hot  food  and  drink,  and  wagons 
and  carriages  to  take  the  sick  to  the  local  hospi- 
tal and  the  remainder  to  homes  where  they  were 
provided  for  “at  very  reasonable  rates.”  Although 
all  had  pledged  to  remain  in  Hendersonville,  the 
panic  aroused  by  the  cases  among  them  caused 
a number  to  quietly  slip  away  soon  after  their 
arrival.  Because  of  the  unfortunate  experience  of 
this  group.  Past  Assistant  Surgeon  John  Guiteras, 
of  the  Marine  Hospital  Service  who  had  accom- 
panied the  refugees,  advised  against  further  such 
refugee  trains. 

Initially,  patients  with  the  fever  were  taken 
to  the  Sand  Hills  Hospital  but  this  was  relatively 
far  out  and  inaccessible.  Despite  the  objections 
of  many  citizens,  on  August  21st  the  Board  of 
Health  took  over  St.  Luke’s  Hospital.  Attempts 
to  isolate  patients  in  their  homes  early  in  the 
epidemic  proved  impracticable.  Although  guards 
were  placed  at  the  infected  homes,  the  residents 
would  bribe  or  elude  the  guards  and  roam  at  will 
about  the  city.  Nurses  assigned  in  such  homes 
would  not  remain  in  the  houses.  Most  of  the 
nurses  served  faithfully  and  skillfully  but  there 
were  instances  where  it  was  said  that  patients 
died  because  of  the  neglect,  callousness,  careless- 
ness, and  even  drunkenness  of  some  of  the  nurses. 

Distressing  events  were  the  daily  fare.  On 
August  25  th  William  Craugh  was  found  lying 
prone  in  the  middle  of  Forsyth  Street,  feverish, 
jaundiced,  delirious,  and  his  clothes  smeared  with 
the  fatal  black  vomit.  He  had  been  taken  sick 
several  days  before,  had  avoided  doctors,  but 
when  he  became  worse,  he  set  out  to  seek  help. 
He  was  taken  to  St.  Luke’s  where  he  died  the 
following  day.  A compositor  on  the  force  of  the 
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Metropolis,  on  his  way  to  work  early  on  Septem- 
ber 4th,  met  a small  boy  who  sobbed  that  his 
mother  was  dead  and  he  and  his  sister  were  hun- 
gry. He  followed  the  boy  to  his  home,  120  East 
Forsyth  Street,  where  he  found  the  mother,  Julia 
Storck,  sprawled  across  her  bed  and  apparently 
dead  about  24  hours.  The  boy’s  father  was  found 
in  another  room  breathing  his  last. 

The  steadily  rising  number  of  sick  within  the 
city  now  taxed  the  most  strenuous  efforts  of  the 
local  physicians  and  nurses.  An  appeal  was  made 
for  acclimated  physicians  and  nurses  from  else- 
where. In  all,  18  physicians  and  637  nurses  an- 
swered the  call.  The  Red  Cross  sent  in  a contin- 
gent of  nurses  and  one  state.  South  Carolina, 
paid  the  salaries  and  transportation  for  the  nurses 
it  sent. 

Among  the  very  first  to  respond  to  the  call 
for  help  was  Dr.  Joseph  Yates  Porter  of  Key 
West.  A man  of  boundless  energy,  superb  tact, 
and  proven  administrative  ability.  Porter  was  a 
noted  student  of  the  disease  and  had  personal 
experience  with  yellow  fever  at  Ft.  Jefferson,  Key 
West  and  Tampa.  From  the  moment  of  his  ar- 
rival he  was  made  Surgeon  in  Charge  of  Govern- 
ment Relief  Measures.  He  was  supplied  with  a 
driver,  a carriage,  and  two  of  the  fastest  horses 
obtainable.  During  the  next  four  months  he  was 
a familiar  figure  dashing  about  the  city  at  all 
hours  of  the  day  and  night.  His  pay  for  four 
months  of  devoted  effort;  a beautiful  gold  repeat- 
ing watch  and  the  eternal  gratitude  of  the  people 
of  Jacksonville. 

The  peak  of  the  epidemic  was  reached  on 
September  18th  with  156  new  cases  and  20  deaths. 
At  this  time  the  soup  kitchens  were  feeding  about 
half  of  the  city’s  population.  So  many  were  the 
funerals  that  the  road  to  the  cemetery  had  to  be 
hurriedly  resurfaced  to  make  it  passable.  The 
disease  claimed  the  lives  of  several  of  the  city’s 
most  prominent  people,  such  as  Colonel  J.  J. 
Daniel,  the  President  of  the  Auxiliary  Sanitary 
Association,  and  Edward  Martin,  Editor  of  the 
Florida  Times  Union. 

Reports  of  cases  of  yellow  fever  at  Greenland, 
McClenny,  Gainesville,  Glen  St.  Mary,  Fernan- 
dina,  Sanderson,  Bayard,  Green  Cove  Springs, 
and  Enterprise  came  in.  To  these  places  the 
Marine  Hospital  Service  dispatched  physicians, 
nurses,  and  medicines.  In  some  instances,  when 
need  was  established,  the  Jacksonville  Auxil- 
iary Sanitary  Association  dispatched  money  and 
supplies. 

In  early  October  the  fever  broke  out  particu- 
larly severely  in  Soyth  Jacksonville.  The  logistic 


Dr.  Joseph  Yates  Porter,  among  the  first  to  respond  to 
the  call  for  help. 


problems  became  so  great  the  Auxiliary  Sanitary 
Association  hired  men  with  rowboats  to  ferry 
supplies  across  the  river.  Many  of  the  residents 
removed  to  Sweetwater  or  took  to  the  woods  at 
night.  Within  the  city  the  fever  began  to  wane 
but  there  were  still  many  in  convalescence  and 
scarcely  able  to  care  for  themselves.  For  example, 
the  central  relief  restaurant  fed  9,398  people  on 
October  11th. 

As  the  need  for  their  services  decreased,  the 
volunteer  physicians  and  nurses  resigned,  spent 
their  ten  days  detention  at  Camp  Perry  or  one 
of  the  other  camps,  and  began  their  journey  home. 
New  Orleans  refused  to  honor  the  detention  of 
her  nurses  in  Florida  and  made  them  undergo  a 
second  detention  at  the  mouth  of  the  Mississippi 
River.  Further  planned  expansion  of  Camp 
Mitchell  was  abandoned.  Camp  Howard  and  the 
Sand  Hills  Hospital  were  closed  and  plans  were 
announced  for  disinfecting  the  city.  Mattresses, 
pillows,  quilts  and  other  bedclothes  from  infected 
houses  were  burned;  rugs  and  heavier  goods  were 
thoroughly  baked;  woolen  goods  and  cotton  goods 
were  boiled.  Refuse  was  removed  and  sewers 
were  fumigated  with  burning  sulfur. 

“Monday  (November  26th)  was  a day  long 
to  be  remembered  by  Jacksonville  for  its  bright 
and  cheering  record.  Not  a single  new  case  of 
yellow  fever  was  reported  during  the  previous 
day. ' . . The  announcement  in  the  morning  that 
frost  had  come  was  one  of  the  first  cheerful 
announcements  that  had  been  made  since  Au- 
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gust.  ”3  5 On  December  4th  two  Clyde  Line  Steam- 
ships were  “cleared”  at  Mayport  bringing  in  “fair 
cargoes  of  merchandise.”  On  December  10th  refu- 
gees were  allowed  to  return  to  the  city,  provided 
that  they  camped  in  the  woods  at  night.  On  De- 
cember 12  th  the  first  train  since  August  8th  on 
the  Jacksonville,  Tampa  and  Key  West  Railway 
chugged  into  the  city.  Three  days  later  all  travel 
restrictions  were  removed  and  refugees  poured 
into  the  city  on  foot,  in  wagons,  and  by  boat  or 
rail.  Shutters  were  lifted  on  the  shops  and  the 
reunions  of  families  and  friends  gave  the  streets 
a gay  and  festive  air  long  absent. 

During  the  four  months  of  the  yellow  jack  in 
Jacksonville  there  had  been  approximately  4,696 
cases  with  430  deaths.  Six  of  Jacksonville’s  physi- 
cians had  fallen  victims  of  the  disease.  The  city 
had  been  isolated  for  four  months  and  all  busi- 
ness had  come  to  a standstill. 

However,  all  was  not  on  the  debit  side  of  the 
ledger  for  this  catastrophe  jogged  complacent 
legislators  into  action  on  the  matter  of  a State 
Board  of  Health.  1888  was  an  election  year  and 
the  candidates  stumping  the  state  became  keenly 
aware  of  the  problems  of  individual  county  quar- 
antines. .'\t  county  lines  they  were  often  met  by 
men  with  shotguns  who  demanded  yellow  fever 
passes  and  often  refused  them  entry.  This  so  im- 
pressed the  winning  gubernatorial  candidate,  Fran- 
cis P.  Fleming,  that  one  of  his  first  official  acts  was 
to  convene  a special  session  of  the  legislature  on 
February  5,  1889,  to  obtain  passage  of  an  act 
and  an  appropriation  establishing  the  State  Board 
of  Health  as  had  been  provided  for  in  the  con- 
stitution of  1885.  The  act  read:  “This  board  shall 
have  general  supervision  of  the  public  health  of 
the  State  of  Florida,  and  shall  have  power  to 
mzike,  promulgate,  and  enforce  such  rules  and 
regulations  as  may  be  necessary  for  the  preserva- 
tion of  the  same;.  . .”25  Three  discreet  citizens 
to  make  up  the  board  were  appointed  without 
delay,  and  they  in  turn  employed  Dr.  Joseph  Y. 
Porter  zis  the  first  State  Health  Officer.  Ten  quar- 
antine, fumigation  and  inspection  stations  were 
quickly  established  at  strategic  points  and  a small 
steamer  was  purchased  to  patrol  the  many  miles 
of  Florida  coeist  to  prevent  the  smuggling  of 
aliens  who  might  bring  yellow  fever.  In  the  fol- 
lowing several  years  the  legislature  abolished  the 
autonomous  county  boards  of  health,  the  last  one 
being  the  Escambia  Board  of  Health  in  1897. 

Pieces  of  the  Puzzle 

After  the  pandemic  of  1888  Florida  gained  a 


respite  until  1899  except  for  mild  outbreaks  at 
Key  West  in  1892  and  1897.  In  1889  the  yellow 
jack  returned  with  a vengeance  in  Key  West  and 
Miami.  Again  a rigid  quarantine  and  passcard 
system  was  established  and  cases  were  taken  to 
isolation  hospitals  but  the  epidemic  ran  “its  usual 
ninety  days.” 

In  1900  the  United  States  appointed  a Yellow 
Fever  Commission  “for  the  purpose  of  pursuing 
scientific  investigations  with  reference  to  the  acute 
infectious  diseases  prevalent  on  the  Island  of 
Cuba.”  In  particular,  the  goal  was  to  eradicate 
yellow  fever  which  had  created  havoc  among  the 
soldiers  of  the  Spanish  American  War.  Constitut- 
ing this  commission  were:  Walter  Reed,  M.D., 
Surgeon,  U.S.A.,  James  Carroll,  M.D.,  Aristides 
Agramonte,  M.D.,  and  Jesse  Lazear,  M.D.,  Act- 
ing Assistant  Surgeons,  U.S.A.  Fortified  by  the 
extensive  knowledge  of  Carlos  Juan  Finlay  and 
the  observation  of  Henry  Carter  Rose  that  two 
or  three  weeks  must  elapse  between  the  arrival 
of  a case  of  yellow  fever  in  a noninfected  area 
and  the  appearance  of  secondary  cases,  they  de- 
signed experiments  that  proved  unequivocally  the 
mosquito  transmission  of  yellow  fever.  They  also 
identified  the  Stegomyia  feisciatus  mosquito  as 
the  carrier.  Their  first  official  announcement, 
October  27,  1900,  states:  “The  mosquito  serves 
as  the  intermediate  host  for  the  parasite  of  yellow 
fever,  and  it  is  highly  probable  that  the  disease 
is  only  propagated  through  the  bite  of  this  in- 
sect.”^” 

Now  the  pieces  of  the  puzzle  began  to  fit  in 
place.  It  was  a disease  of  seaports  because  it  was 
imported  by  ships  from  endemic  areas.  It  was  an 
urban  disease  because  the  mosquito  carrier  prefers 
an  urban  habitat.  It  was  acquired  at  night  because 
the  carrier  is  a night-biting  mosquito.  Protection 
was  afforded  by  leaving  the  city  before  sundown 
and  returning  after  sunup  for  the  same  reason.  It 
could  persist  throughout  the  winter  in  Florida  just 
cis  it  did  in  Cuba  because  the  weather  did  not  dip 
to  freezing  and  kill  off  the  mosquitoes.  Finally, 
the  explanation  of  Finlay’s  failure  to  unequivocal- 
ly transmit  yellow  fever  with  mosquitoes  became 
evident.  Not  knowing  of  the  nine  to  12  day  period 
that  the  yellow  fever  virus  must  incubate  within 
the  host  mosquito,  he  had  fed  his  presumably  in- 
fected mosquitoes  on  nonimmunes  too  soon  after 
they  had  dined  on  yellow  fever  victims. 

The  last  incursion  of  the  yellow  jack  in  Florida 
occurred  in  1905.  A trainload  of  Italian  excur- 
sionists went  from  Pensacola  to  New  Orleans  in 
the  fall  of  that  year.  Unknown  to  health  authori- 
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ties  in  Florida,  yellow  fever  was  then  epidemic  in 
New  Orleans.  Several  of  the  excursionists  on  their 
return  to  Pensacola  were  sick  but  instead  of  im- 
mediately seeking  medical  help,  they  dispersed 
throughout  the  city.  Within  a short  time  cases  of 
yellow  fever  appeared  in  various  parts  of  the  city 
and  ultimately  there  were  572  cases  with  82 
deaths.  This  time  the  public  health  strategy  was 
vastly  different.  The  State  Health  Officer  with  his 
local  staff  rapidly  isolated  cases  under  mosquito 
nets  and  screens.  The  city  was  combed  by  teams 
eradicating  mosquito  breeding  places  and  sick 
rooms  were  fumigated  with  pyrethrum  powders. 
For  the  first  time  in  the  history  of  Florida  a yellow 
fever  epidemic  was  quashed  before  the  appearance 
of  the  frost.  One  case  slipped  past  authorities  and 
made  his  way  to  Tampa,  but  astute  sleuthing  by 


the  Tampa  health  officers  uncovered  him,  isolated 
' him  in  a well  screened  enclosure,  and  not  another 
case  appeared.  The  general  populace,  conditioned 
by  a century  and  more  of  yellow  fever  horror, 
panicked  as  usual  and  communities  established 
rigid  and  often  pointless  quarantines,  but  it  was 
soon  evident  that  the  health  authorities  had  the 
epidemic  under  control  and  the  panic  abated. 

The  history  of  yellow  fever  in  Florida:  out- 
breaks almost  every  two  years  for  almost  a cen- 
tury and  a half ; six  fearful  pandemics  culminating 
in  the  great  pandemic  of  1888;  during  141  years 
well  over  25,000  cases  with  more  than  5,000 
deaths;  retardation  of  Florida’s  growth;  and  un- 
told economic  damage.  The  silver  lining  in  the 
black  cloud:  the  founding  of  the  Florida  State 
Board  of  Health. 


Calendar  of  Yellow  Fever  in  Florida* 


Year 

Location 

Ref. 

Dates 

POPXJLATION 

# Cases 

# Deaths 

% Mortality 

1764** 

West  Florida 

( 11) 

— 

— 

— 

— 

— 

1765*** 

Pensacola 

( 29) 

— 

— 

— 

131 

— 

1807 

St.  Augustine 

( 27) 

— 

— 

— 

— 

— 

1810 

Pensacola 

( 41) 

— 

— 

— 

— 

— 

1811 

Pensacola 

( 42) 

— 

— 

— 

— 

1821 

St.  .\ugustine 

( 4) 

Sept.  10-Dec.  8 

— 

— 

172 

— 

1822 

Pensacola 

( 42) 

Aug.  12 -Oct.  10 

1300 

— 

257 

— 

Ft.  Barrancas 

( 9) 

— 

— 

— 

7 

— 

St.  Marks 

( 9) 

Aug.-? 

— 

68 

5 

7.3 

1823 

Key  West 

( S) 

June-Oct.  25 

140 

59 

— 

— 

1824 

Key  West 

( 43) 

— 

— 

— 

— 

— 

1825 

Pensacola 

( 44) 

— 

— 

— 

— 

— 

1826 

Apalachicola 

Bay 

( 45) 







— . 

— 

*In  this  table  is  listed  every  mention  of  yellow  fever  in  Florida 
that  the  author  has  been  able  to  discover;  in  each  instance  the 
principal  reference  is  cited.  Occasionally  more  than  one  reference 
is  cited  and  once  statistics  from  two  different  references  are 
cited  as  they  differ  widely.  In  many  instances  the  statistics  are 
incomplete  and  occasionally  the  statistics  listed  are  a composite 
from  more  than  one  source.  In  most  instances  the  dates  and 
statistics  must  be  considered  approximations.  Occasionally  the 
span  of  the  outbreak  includes  the  winter  months  as  well  as  sum- 
mer and  fall.  For  reasons  of  time  and  inaccessibility  the  author 
was  not  able  to  thoroughly  search  all  extant  microfilm  news- 


papers; if  such  were  done,  it  is  thought  the  basic  data  herein 
recorded  would  not  be  significantly  altered. 

**  Harrell  quotes  Governor  George  Johnstone  of  British  West 
Florida,  and  although  he  specifically  mentions  only  Mobile,  he 
implies  that  yellow  fever  was  present  throughout  British  West 
Florida  which  included  Pensacola. 

***Harrell  quotes  Governor  Johnstone,  “Above  li  of  the 
soldiers,  and  1/5  of  the  inhabitants”  had  yellow  fever. 
****Drake  states:  “The  fever  then  broke  out,  and  was  fatal 
to  nearly  all  the  .\nglo-American  population;  affecting  in  a 
milder  way  many  of  the  Spaniards.” 


Year 

Location 

Ref. 

Dates 

Population 

# Cases 

# Deaths 

% Mortality 

1827 

Pensacola 

( 46) 

June  16- ? Sept. 

— 

65 

18 

27.7 

1828 

Pensacola 

( 42) 

— 

— 

50-60 

— 

— 

1829 

Key  West 

( 47)* 

— 

350 

— 

26 

— 

1831 

Pensacola 

( 42) 

.Aug.  6-  ? 

— 

is-f 

— 

— 

1834 

Pensacola 

Town 

( 48) 

Aug.  15-  ? 

1,500 



33 



Navy-Yard 

( 42) 

Aug.  23-  ? 

— 

78 

— 

— 

1836 

Key  West 

( 49) 

July- Aug. 

800 

12 

?11 

— 

Pensacola** 

( SO) 

— 

— 

80 

9 

8.9 

Suwanee 

( SI) 

Aug.-Sept. 

— 

— 

— 

— 

Tallahassee 

( S2) 

— 

— 

— 

— 

— 

1838 

Tampa- 
Ft.  Brooke 

( 49) 

49 

19 

39.7 

1839 

St.  Augustine 

( S3) 

Mid-Sept.  -? 

— 

850 

39 

21.8 

Pensacola 

( S4) 

Mid-Sept.-  ? 

— 

146 

6 

4.1 

Key  West 

( S5) 

— 

— 

— 

— 

St.  Joseph 

( S6) 

— 

— 

— 

— 

— 

St.  Marks 

( S6) 

— 

— 

— 

— 

— 

Tallahassee 

( S6) 

— 

, — 

— 

— 

— 

Tampa 

( S7) 

— 

— 

— 

— 

— 

1841 

St.  Joseph 

( S8) 

June-Sept. 

— 

37-f 

— 

Port  Leon 

( 49) 

July-Oct. 

450 

— 

139 

— 

St.  Marks 

( 49) 

— 

100 

— 

— 

— 

Apalachicola 

( 49) 

July-  ? 

2,000 

200 

— 

— 

*The  article  by  Dupre  may  be  fraudulent;  see  letter  of  T.  A.  Pinckney.*®  , 

•‘Reports  only  the  experience  of  Dr.  Isaac  Hulse  who  was  at  the  Naval  Hospital.  / 

‘“Population  of  Key  West  “almost  entirely  wiped  out.” 
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Year 

Location 

Ref. 

Dates 

Population 

# Cases 

# Deaths 

% Mortality 

1841 

Tallahassee 

( 49) 

— 

800 

— 

60-80 

— 

St.  Augustine- 
Ft.  Marion 

( 59) 

Oct.  3-Nov.  15 



56 

25 

44.7 

Pensacola 

( 54) 

Aug.  31 -Nov.  5 

450  . 

156 

13 

8.9 

Key  West 

( 60) 

June  22-  ? 

— 

— 

— 

1842 

Key  West 

( 49) 

July-  ? 

1,000 

65 

48 

73.6 

Pensacola 

( 61) 

Sept.-  ? 

160 

145 

' 10 

6.9 

1843 

Pensacola 

(107) 

— 

' 

— 

— 

— 

1844 

Pensacola 

(107) 

— 

, — 

— 

— 

— 

1845 

Pensacola 

(107) 

— 

— ; 

— 

— 

— 

1846 

Pensacola 

(107) 

— 

— 

, — 

-r- 

— 

1847 

Pensacola 

(107) 

— 

— 

— 

— 

— 

1849 

Tampa- 
Ft.  Brooke 

( 59) 

Sept.-  ? 

1 __ 

3 

3 

100 

1852 

Ft.  Meade 

( 59) 

Fall 

— 

44 

21 

47.6 

Pensacola 

( 62) 

— 

— 

— 

— 

— 

1853 

Newport 

( 49) 

Aug.  10-  ? 

400  V ' 

150 

52 

34.6 

St.  Marks 

( 63) 

— 

— 

— 

— 

— 

Tallahassee 

( 49) 

— 

— 

Several 

— 

— 

Tampa 

( 59) 

Summer 

— 

' 15 

9 

60 

Key  West 

( 49) 

July-Sept. 

2,500 

30 

12 

40 

( 64) 

Oct.-Dec. 

— 

100 

3 

3 

Pensacola 

( 9) 

July-Oct.  10 

1,200 

3,000 

— 

260 

— 

1854 

Key  West 

( 59) 

Summer-Fall 

299 

112 

37.5 

St.  Mary's 

( 65) 

Fall 

— 

— , ; 

* 

— 

Pensacola** 

( 66) 

■ — 

— 

— j 

— 

— 

1855 

Milton 

(107) 

— 

— 

— 

— 

— 

1856 

Key  West 

( 49) 

July- Aug. 

2,500 

12  ' 

3 

25 

1857 

Jacksonville 

( 33) 

Aug.-Nov.  20 

V 

600  ■ 

127 

18.8 

Key  West 

( 67) 

Sept.  6-  ? 

— 

— 

— 

— 

1858 

Tampa 

( 49) 

— 

— 

275 

30 

10.8 

Key  West 

( 49) 

July-Aug. 

2,600 

40 

12 

27.5 

Pensacola 

Navy-Yard 

( 68) 

Sept.-Nov. 

28 

7 

25 

*Ley  states:  “It  was  estimated  that  1/S  of  the  white  people  **Hargis  states  that  there  was  yellow  fever  aboard  the  ships  in 

who  remained  in  the  town  died  . . . the  epidemic  lasted  three  the  harbor  at  Pensacola  which  did  not  spread  to  persons  ashore 

months."  in  the  years:  1854,  1858,  1871  and  1872. 


Year 

Location 

Ref. 

Dates 

Population 

# Cases 

# Deaths 

% Mortality 

1861 

Key  West 

( 64) 

July-Aug. 

_ 

— 

“great  many’’ 



1862 

Key  West 

( 69) 

July  1862- 
May  J863 

— 

212 

36 

16.9 

1863 

Tortugas 

Pensacola 

( 27) 

Fall 

— 

11 

4 

36.4 

Civilian 

( 49) 

Aug.-  ? 

8,000 

700 

380 

54.3 

1864 

Military 
Key  West 

( 70) 

— 

— 

29 

15 

51.6 

Civilian 

( 49) 

July-Aug. 

8,000 

1,550 

1,000 

420-f 

400 

40 

Military 

( 71) 

Apr.  23-Fall 

128 

28.1 

1865 

Key  West 

(107) 

— 

— 

— 

— 

— . 

1866 

Key  West 

( 49) 

July-Aug. 

8,000 

Few 

6 

) _ 

1867 

Key  West 

( 72) 

Aug.  22-Oct. 

— 

17 

^ 2 

11.8 

Tortugas* 

( 73) 

Aug.  19-Nov.  14 

— 

270 

38 

14.1 

Tampa 

( 49) 

— 

— 

50-60 

12 

20 

Manatee 

Pensacola 

( 49) 

Aug.-  ? 

— 

12-20 

— 

— 

Navy-Yard 

Warrington- 

( 74) 

July-  ? 

426 

161 

34 

21.1 

Woolsey 

( 74) 

— — ) 

— 

— 

24 

— 

Tallahassee 

( 75) 

July-Sept. 

— 

233 

27 

11.6 

1869 

Key  West 

( 64) 

June  18-Aug.  13 

— 

— 

29 

— 

1870 

Key  West 

( 76) 

— 





— 

— 

1871 

Cedar  Keys 

( 49) 

Aug.-Sept. 

225 

162 

11 

6.8 

. 

Tampa 

( 77) 

— 

— 

40-1- 

10-f 

25 

Gainesville 

( 78) 

Sept.  21-Dec.  16 



, 

50 



1873 

Pensacola 

( 79) 

Aug.  3-Oct.  15 



600 

62 

10.3 

Ft.  Barancas 

( 9) 

Sept.  26-Nov.  12 



12 

3 

25 

Tortugas 

( 80) 

Aug.  23-  ? 

, 60 

39 

14 

22.8 

Key  West 

( 49) 



3 



- 

Miami 

( 49) 

Sihnmer 

— 

9 

2 

22.2 

•In  this  epidemic  Dr.  Samuel  Mudd  took  charge  when  released  from  chains. 
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Year 

Location 

Ref. 

Dates 

1874 

Pensacola 

Warrington- 

( 81) 

May  29-Dec.  10 

Woolsey 

Pensacola 

( 70) 

Navy-Yard 
Key  West 

( 70) 

— 

U.S.S. 

Ticonderoga 

( 82) 



187S 

Pensacola 

Harbor 

( 83) 

June  27-July  IS 

Ft.  Barrancas 

( 83) 

July  18-Aug.  26 

Key  West 

( 84) 

Mar.  19-Sept. 

1877 

Fernandlna 

( 85) 

Aug.-Nov. 

Jacksonville 

( 86) 

Sept.-Dee.  1 

St.  Augustine 

( 9) 

Nov.  9-  ? 

1878 

Key  West 

( 87) 

June  29-Oct.  13 

1880 

Key  West 

( 88) 

July  16-Oct.  IS 

1881 

Pensacola 

Ship  Pay- 
zant 

( 89) 

July 

Key  West 

( 90) 

Sept. 

1882 

Pensacola 

( 91) 

Aug.  S-Nov.  23 

1883 

Pensacola 

Navy- Yard 

( 92) 

Aug.  5-  ? 

Pensacola 

( 92) 

Aug.  22-Sept.  27 

Warrenton  • 

( 93) 

Aug.  14-  ? 

Millview 

( 94) 

Sept.  8-Oct.  14 

Myrtle  Grove 

( 94) 

— 

Tampa 

( 95) 

July 

1884 

Key  West 

( 76) 

■ — 

1887 

Key  West 

( 96) 

May  21 -Sept.  21 

Manatee 

( 97) 

Sept. -Nov.  23 

Egmont  Key 

( 98) 

July-  ? 

Tampa 

( 98) 

Sept.-Dee.  19 

Lakeland 

( 99) 

Fall 

Palatka 

( 99) 

Fall 

Sanford 

( 99) 

Fall 

1888 

Plant  City 

( 98) 

Oct.7, 1887- 

Aug.  21,  1888 

Manatee* 

( 98) 

Oct.  6,  1887- 
Sept.  1,  1888 
-\ug.  7-Dec. 

Tampa 

( 98) 

Bradenton 

( 98) 

— 

Palmetto 

( 98) 

Aug.-Nov.  24 

Jacksonville 

( 35) 

.\ug.  10-Dec.  5 

1888 

Macclenny 

(100) 

Aug.-Nov. 

Fernandina 

(101 

&50) 

Aug.  22-Oct.  23 

Gainesville 

(102 

&50) 

Sept.  11-Nov.  28 

Live  Oak 

(25 

&35) 

Fall 

Enterprise 

( 35) 

— 

Sanderson 
Green  Cove 

( 35) 

Sept.  27-  ? 

Springs 

( 35) 

— 

Glen  St.  Mary 

( 35) 

— 

Greenland 

( 35) 

— 

Callahan 

( 35) 

— 

Bayard 

( 35) 

— 

1892 

Key  West 

( 76) 

— 

1897 

Key  West** 

( 76) 

. — 

Pensacola 

( 25) 

— 

Ft.  Barrancas 

( 25) 

— 

Flomaton 

( 25) 

— 

1899 

Key  West 

( 25) 

Aug.  31-Nov.  30 

Miami 

( 25) 

Sept.  22-Dec.  22 

1905 

Pensacola 

(103) 

(104) 

Aug.  28-Nov.  26 

(105) 

— 

Tampa 

(106) 

July  22 

•Note:  Covers  11  montlis  including  period  noted  under  1887. 
••Rerick  states  there  was  no  yellow  fever  in  Key  West  in 
1897. 
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Population 

# Cases 

# Deaths 

% Mortality 

— 

276 

65 

23.6 

4,000 

— 

27 

— 

158 

64 

22 

34.4 

— 

9 

3 

33.3 

10 

3 

30 

— 

78 

31 

39.7 

— 

312 

37 

11.8 

3,000 

1,612 

95 

5.9 

— 

ISO 

— 

— 

— 

250 

SO 

20 

14,000 

33 

17 

Sl.S 

14,000 

160 

6 

3.7 



7 







— 

— 

— 

— 

2,350 

197 

8.4 

— 

261 

34 

13.0 

— 

40-50 

10-12 

24 

— 

89 

36 

40.4 

300 

70 

12 

17.1 

— 

18 

13 

72.1 

— 

— 

9 

— 



— 

— 

— 

— 

282 

63 

22.3 





— 

— 

— . 

“Few” 

' 1 

— 

— 

c 1000 

c 100 

10 

— 

— 

— 

— 





— 

— 

— 

' 100-150 

6 

4 

300 

159 

16 

10.1 

400 

60-f- 

8 

13.3 



300 

10 

3.3 

100 

— 

0 

— 

200 

80-100 

8-10 

10 

13,757 

4,696 

430 

9.2 

500+ 

338 

23 

6.2 

3,000+ 

1,200 

38 

3.2 

— 

100 

12 

12 

. 

5 

1 

20 

— 

29 

5 

17.2 

ISO-f- 

13-f 

2 

15.4 

IS 

0 



_ 

4 

1 

25 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 



— 

— 

— 



1 

0 

— 

— 

“Several” 

— 

— 

— 

“Several” 

— 

— 

— 

1,320 

68 

5.1 

— 

220 

14 

6.4 

29,550 

480 

68 

14 

— 

572 

82 

13.4 

1 

/ 

0 

40 
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As  pari  of  this  presentation  of  the  historical  aspects  of  yellow  fever,  it  seems  appropriate  to  ask  the  following 
questions:  What  has  been  learned  of  yellow  fever  since  Walter  Reed?  Is  yellow  fever  a menace  to  Florida  today? 
What  methods  of  control  are  available  today?  In  the  following  article  Dr.  William  L.  Pond  of  the  University  of  Mi- 
ami School  of  Medicine,  Department  of  Epidemiology  and  Public  Health,  addresses  himself  to  these  questions. 


■^1 

This  is  Yellow  Fever 


William  L.  Pond.  Ph.D. 


The  disease  now  known  as  yellow  fever  has 
been  reported  in  various  parts  of  the  world  since 
its  description  in  the  17th  century  in  Yucatan. i*  ~ 
Its  true  nature  weis  recognized  following  the  bril- 
liant medical  studies  carried  out  in  the  last  two 
decades  of  the  19th  century  and  the  first  decade 
of  the  present  century  and  the  careful  painstaking 
and  dangerous  investigations  that  shortly  ensued. 
The  disease  is  now  recognized  as  being  caused  by 
a virus,  considered  to  be  a group  B anthropod- 
borne  virus,  known  officially  as  “arbovirus.” 

Yellow  Fever  Origins 

There  has  been  a great  amount  of  speculation 
as  to  the  actual  origin  of  yellow  fever  in  the  world 
especially  as  to  its  possible  origin  in  the  Eastern 
or  Western  Hemisphere.  Some  of  our  earlier 
records  of  civilization  in  Middle  American  and 
Caribbean  areas  indicate  a likely  outbreak  of  the 
disease  in  Hispaniola  near  1495  after  the  battle 
known  as  Vega  Real  or  Santo  Cerro  fought  by 
Columbus  in  Hispaniola  against  the  Indians.  Many 
of  the  subsequent  expeditions  (of  Ovando, 
Niceuza,  Hojeda  and  others)  ended  as  dreadful 
disasters.  Since  that  time  of  early  recognition  of 
the  disease,  it  has  occurred  throughout  vast  areas 
of  the  Western  Hemisphere  especially  in  the  areas 
of  Mexico,  Yucatan,  Santo  Domingo,  the  Island 
of  Guadeloupe,  Cuba,  Barbados,  Santa  Lucia,  and 
appeared  in -South  .America  in  1658  in  Pernam- 
buco. The  disease  was  also  recognized  in  Cadiz 
and  Malaga  in  the  16th  century.  It  appeared  in 
New  York  in  1668,  in  Boston  in  1691,  in  Phila- 
delphia in  1669,  and  in  Charleston  in  1699.  There 
seems  to  be  no  doubt  that  at  the  end  of  the  17th 
century  yellpw  fever  was  established  firmly  in  the 
Western  Hemisphere.  Outbreaks  seemed  to  occur 
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each  time  a European  expedition  tried  to  gain 
access  into  the  Caribbean  area  and  it  is  thought 
that  possibly  the  natives  of  the  Caribbean  coun- 
tries kept  the  yellow  fever  alive  by  their  frequent 
inter-island  forays.  From  the  18th  century  on, 
however,  probably  because  of  the  large  military 
expeditions  and  the  heightened  amount  of  passen- 
ger travel,  intensive  yellow  fever  epidemics  broke 
out  in  many  parts  of  the  world.  .Aside  from  yellow 
fever  in  Africa  where  the  main  epidemics  were  in 
Senegal  and  Sierra  Leone,  massive  epidemics  oc- 
curred in  the  18th  century  in  Spain,  Portugal,  ' 
France,  the  Canary  Islands,  Gibraltar,  and  then 
on  to  Southampton  leaving  great  havoc  in  Dub- 
lin. In  the  Western  Hemisphere  Cuba  again  was 
brutally  attacked  and  several  large  expeditions  to 
Mexico  and  Peru,  Martinique,  and  other  islands 
of  the  area  were  virtually  wiped  out.  The  Atlantic 
and  Gulf  of  Mexico  regions  of  the  United  States 
w’ere  seriously  affected.  Repeated  epidemics  were 
described  in  Charleston,  New  Orleans,  New  York, 
Philadelphia,  Baltimore,  Mobile,  Norfolk,  Hous- 
ton, Galveston,  Pensacola,  Key  West,  Boston, 
Savannah  and  Memphis. The  number  of  cases 
in  the  United  States  reached  a figure  of  120,000 
out  of  which  20,000  were  lost,  not  counting  the 
enormous  economic  loss. 

This  enormous  loss  in  the  United  States  and 
the  Western  Hemisphere  led  to  the  creation  in 
1879  of  the  National  Board  of  Sanitation  in  the 
United  States  and  the  First  .American  Commis- 
sion for  the  Study  of  Yellow  Fever  in  Cuba. 
Studies  of  the  commission  in  this  and  later  years 
and  especially  the  brilliant  insight  of  Dr.  Carlos 
J.  Finlay  began  the  era  of  present  knowledge  not 
only  about  this  important  disease  but  also  con- 
stituted some  of  the  more  basic  approaches  to 
our  current  ideas  on  the  epidemiology  of  infec- 
tious diseases. 3 <4 
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Epidemiology 

This  Yellow  Fever  Commission  established 
that  the  infectious  agent  was  present  in  the  blood 
of-  patients  in  the  early  stages  of  the  disease,  that 
the  infectious  agent  was  transmissible  from  per- 
son to  person  by  the  Aedes  aegypti  mosquito,  and 
that  the  infectious  agent  was  filterable  through 
filters  which  held  back  recognized  bacterial  agents. 
Prompt  eradication  measures  for  the  A.  aegypti 
soon  stopped  the  massive  epidemics  in  Havana 
and  in  other  large  cities  of  the  Western  Hemi- 
sphere.i-3  The  disappearance  of  yellow  fever  from 
the  United  States  and  other  areas  of  the  Ameri- 
cas is  surely  due  to  initiation  of  antimosquito 
campaigns;  however,  the  very  large  change  in  the 
epidemic  picture  of  yellow  fever  in  the  Americas 
leads  one  to  wonder  as  to  what  changes  would 
have  occurred  in  these  sames  areas  if  it  had  not 
been  discovered  that  the  mosquito  was  a vector. 
Was  there  a natural  change  in  the  epidemic  na- 
ture of  yellow  fever  in  the  Americas  or  can  we 
assume  that  yellow  fever  was  brought  under 
control  altogether  by  the  implementation  of  our 
new  knowledge? 

It  was  discovered  in  Rio  de  Janero  in  1928 
that  our  knowledge  of  the  epidemiology  of  yellow 
fever  was  far  from  complete.^  Even  though  effec- 
tive A.  aegypti  suppression  had  been  realized  in 
many  areas,  cases  of  yellow  fever  began  to  be 
observed  in  persons  who  had  not  been  exposed 
to  either  the  ^4.  aegypti  or  to  other  cases  in  the 
city.  It  was  then  recognized  that  another  cycle 
of  yellow  fever  was  occurring  in  jungle  arejis 
which  was  different  from  that  in  urban  areas.  It 
was  discovered  that  monkeys  of  various  t3TDes 
were  very  susceptible  to  yellow  fever  and  more- 
over the  blood  of  these  monkeys  was  infective 
to  mosquitoes  and  then  transmissible  to  other 
monkeys  (or  to  humans).®  This  cycle  of  yellow 
fever  passed  from  monkey-to-mosquito-to-monkey 
was  termed  “jungle”  or  “sylvan”  yellow  fever 
whereas  the  yellow  fever  passed  from  man-to- 
mosquito-to-man  is  termed  the  “urban”  type. 

In  the  urban  type  of  yellow  fever  the  A. 
aegypti  mosquito  is  involved  and  this  particular 
species  is  altogether  an  urban  mosquito,  breeding 
only  in  areas  around  human  habitation  where 
reservoirs  of  water  remain  untouched  and  un- 
changed such  as  in  old  pots  or  jars  or  abandoned 
automobiles  or  other  t}q}e  of  relatively  stagnant 
water.  The  species  of  mosquito  involved  in  the 
jungle  yellow  fever  involves  an  arboreal  type 
which  inhabits  the  trees  and  leafy  areas  where 
monkeys  are  found.  When  susceptible  human  be- 


ings encounter  these  mosquitoes,  which  may  have 
fed  on  monkeys  ill  with  yellow  fever,  these  per- 
sons contract  yellow  fever  and  if  they  are  housed 
in  areas  where  they  can  be  bitten  with  the  urban 
A.  aegypti  mosquito  then  the  jungle  yellow  fever 
can  be  considered  as  urban  yellow  fever.  It  should 
be  realized  that  there  is  no  basic  difference  (anti- 
genicity, pathogenicity,  transmissibility,  etc.)  in 
the  virus  being  transmitted  from  monkey-to-mos- 
quito-to-monkey and  the  virus  which  may  be 
transmitted  from  man-to-mosquito-to-man. 

Virological  Procedures 

Soon  after  the  discovery  by  Stokes  of  the 
transmissibility  of  the  yellow  fever  virus  to  mon- 
keys, the  virus  was  found  by  Theiler  to  be 
transmissible  also  to  the  white  mouse  when  inoc- 
ulated by  the  intracerebral  route.®-®  The  use  of 
this  practical  laboratory  animal  allowed  a full 
complement  to  be  used  of  what  are  now  current 
virological  procedures  including  more  practical 
procedures  of  isolation  of  the  virus  from  tissues 
of  patients  and  tests  for  various  types  of  anti- 
bodies to  yellow  fever  including  neutralizing 
antibodies,  complement  fixing  antibodies  and 
hemagglutination  inhibiting  antibodies.  From  pas- 
sage of  the  virus  of  yellow  fever  in  this  animal 
as  well  as  in  tissue  culture  and  the  embryonated 
egg,  a strain  of  attenuated  yellow  fever  virus  was 
encountered  which  will  produce  immunity  in 
human  beings  without  causing  any  signs  of  seri- 
ous disease.  This  attenuated  strain  of  yellow  fever 
virus  is  termed  the  17D  vaccine  strain  of  yellow 
fever  and  it  has  been  in  use  throughout  the  world 
for  many  years;  another  antigenic  variant  of 
yellow  fever,  the  French  neurotropic  strain,  has 
been  used  until  recently  for  vaccination  against 
yellow  fever  in  many  nations  of  the  Eastern 
Hemisphere.'^ 

Distribution 

Although  the  present  activities  of  yellow  fever 
in  the  world  are  limited  to  areas  in  Africa  and 
to  South  America,  the  distribution  in  these  coh- 
tinents  cannot  be  considered  a stable  condition 
since  the  areas  of  activity  are  predominantly  of 
the  jungle  or  sylvan  yellow  fever  tjqje  and  the 
epidemics  of  the  disease  range  in  areas  until  the 
susceptible  monkey  population  is  decimated  or 
immune  (one  species  of  monkey  acquires  the  in- 
fection without  necessarily  succumbing  to  the 
disease)  and  the  distribution  thus  shifts  from 
area  to  area.  Sometimes  in  the  recent  past  the 
epidemics  of  yellow  fever  have  broken  out  of 
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what  is  usually  considered  their  endemic  locations 
in  Africa  and  South  America.  The  most  notable 
was  the  spread  of  yellow  fever  from  its  northern- 
most area  of  Colombia  in  South  America  into 
the  Republic  of  Panama  euid  thus  through  Middle 
America.®  At  this  time  in  1948  there  was  con- 
sidered to  be  no  yellow  fever  active  in  the  Re- 
public of  Panama  at  least  west  of  the  Canal  itself. 
The  first  confirmed  case  of  yellow  fever  west  of 
the  Canal  occurred  in  January  1950  and  subse- 
quently the  disease  “marched”  up  through  Costa 
Rica,  Nicaragua,  Honduras,  Salvador,  and  by 
1958  had  swept  through  Guatemala  and  either 
burned  itself  out  in  Guatemala  or  in  Mexico  (al- 
though there  were  no  cases  of  the  disease  officially 
reported  in  Mexico  at  the  time.)  As  the  disease 
moved  northward  through  Middle  America  it  left 
behind  it  dead  or  immune  monkeys  and  human 
populations  which  had  acquired  some  degree  of 
immunity  either  from  the  disease  itself  or  from 
the  heightened  activity  in  vaccinating  the  popu- 
lations with  the  yellow  fever  vaccine.®  After  the 
moving  wave  of  this  disease,  yellow  fever  did  not 
exist  in  these  countries  of  Middle  America,  nor 
does  it  exist  there  today  north  of  Panama.  As 
indicated,  the  populations  had  been  left  lacking 
in  susceptibles  or  immune  from  the  passage  of 
the  yellow  fever  wave,  however,  13  years  have 
now  passed  since  1958  and  it  is  likely  that  Middle 
America  is  as  susceptible  as  it  was  in  1948  to 
another  wave  of  yellow  fever  through  Middle 
America.  It  is  likely  that  the  wave  of  yellow 
fever  was  self-limiting,  especially  in  latitudes  at 
the  center  of  Mexico  because  of  the  lack  of  mon- 
key populations  normally  required  for  the  con- 
tinuing propagation  of  the  virus  wave. 

Thus  although  yellow  fever  has  not  existed 
in  the  United  States  since  the  first  decade  of  this 


century,  one  is  always  fearful  of  its  reintroduc-' 
tion  either  from  another  wave  or  travel  through 
Middle  .'\merica  or  more  likely  from  introduction 
via  human  or  tmimal  or  insect  population  pas- 
sengers into  this  country  by  way  of  air  or  sea 
transportation.  Although  there  has  been  a vigor- 
ous A.  aegypti  eradication  program  in  the  United 
States,  as  described  elsewhere  in  this  series  of 
articles,  nevertheless  this  vigorous  campaign  is 
not  in  effect  at  the  present  time  and  much  of  the 
southern  part  of  the  United  States  is  probably 
still  classified  as  a yellow  fever  receptive  zone; 
this  is  a source  of  some  embarrassment  to  us  be- 
cause of  the  extensive  and  effective  A.  aegypti 
eradication  programs  of  our  neighbors  to  the 
south  of  the  United  States. 
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The  accompanying  article  by  Dr.  John  E.  Porter,  Scientist  Director  of  the  United  States  Quarantine  Station  at  the 
Miami  International  Airport,  details  past  and  present  efforts  to  control  the  Aedes  aegypti  mosquito  and  prevent  the 
introduction  of  yellow  fever  into  Florida. 

I 

Aedes  Aegypti  Control  and  Eradication 
Programs  in  the  United  States 

Present  Status  of  this  Mosquito 

John  E.  Porter,  Ph.D.  and  Harry  D.  Pratt,  Ph.D. 


Since  the  1881  advocacy  by  Dr.  Carlos  Finlay 
in  Havana,  Cuba,  of  the  principle  of  yellow  fever 
transmission  by  Aedes  aegypti,  efforts  of  various 
types  and  intensities  have  been  made  to  control 
this  mosquito  in  North  America  and  elsewhere. 
The  United  States  Army  Yellow  Fever  Commis- 
sion definitely  demonstrated  in  Havana  in  1900 
that  A.  aegypti  was  indeed  the  vector  responsible 
for  the  dreaded  “Yellow  Jack”  of  the  tropics  and 
they  affirmed  this  in  part  by  the  application  of 
effective  mosquito  control  measures  in  Cuba.  The 
1905  New  Orleans,  Louisiana,  yellow  fever  epi- 
demic, the  last  to  occur  in  the  United  States, 
assumed  potentially  cataclysmic  proportions  but 
was  brought  under  control  by  an  effective  lar- 
viciding  and  screening  program  aimed  at  A. 
aegypti.  Again,  in  the  early  1900’s,  General  Wil- 
liam C.  Gorgas  led  in  the  successful  completion 
of  the  Panama  Canal  by  directing  control  efforts 
against  this  disease  carrier. 

Subsequent  to  the  1905  yellow  fever  epidemic 
in  and  around  New  Orleans  no  concerted  efforts 
were  made  on  a national  level  to  either  control  or 
to  attempt  eradication  of  A.  aegypti  in  the  United 
States  until  the  spring  of  1937  when  at  a State 
and  Territorial  Health  Officers  meeting  with  rep- 
resentatives of  the  U.  S.  Public  Health  Service,  it 
was  recommended:  “that  certain  steps  be  taken  to 
reduce  the  hazards  of  diseases  transmission  in  com- 
munities adjacent  to  airports  of  entry  in  the 
United  States  and  that  an  effort  be  made  to  eradi- 
cate A.  aegypti  in  those  airport  cities  and  main- 
tain control  over  them.” 

Local  agencies  at  this  time  did  not  have,  nor 
do  they  now  generally  have,  programs  for  the 
control  of  domestic  mosquitoes  such  as  A.  aegypti 
since  (with  few  exceptions)  these  are  not  particu- 
larly pjestiferous  mosquitoes  to  which  the  control 
and  abatement  districts  can  justifiably  devote 
labor  and  expense.  The  Dade  County,  Florida 
(Miami)  Mosquito  Control  Division  is  one  ex- 
ception. 
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This  county  had  a dengue  outbreak  in  1934 
and  the  Division  realized  international  travel  and 
traffic  were  so  important  to  the  economy  that  it 
was  necessary  to  keep  populations  of  the  carrier 
of  dengue  and  yellow  fever  as  low  as  piossible  and 
maintain  a well  trained  mosquito  control  team 
for  use  in  case  these  diseases  might  be  introduced. 
Their  program,  although  aimed  primarily  to  con- 
trol the  more  noxious  and  abundant  salt  marsh, 
pest  mosquitoes,  does  permit,  during  part  of  the 
year,  an  opportunity  to  apply  domestic  mosquito 
control  measures. 

National  Programs 

On  a national  basis,  the  Malaria  Control  in 
War  Areas  program  from  1942  through  1946  con- 
cerned itself  in  certain  instances  with  A.  aegypti 
control.  This  was  followed  by  the  Division  of 
Foreign  Quarantine’s  Entomology  Program  which 
established  A.  aegypti  detection  and  control  units 
at  the  major  international  airport  and  seaport 
cities  in  those  parts  of  the  United  States,  Puerto 
Rico,  the  Virgin  Islands  and  Hawaii  most  recep- 
tive to  a possible  outbreak  of  disease  should 
infected  vector  mosquitoes  or  diseased  persons 
debark  in  these  areas.  In  addition,  the  Foreign 
Quarantine  Program  and  the  Technical  Develop- 
ment Laboratory  of  the  CDC,  Public  Health  Ser- 
vice, have  developed  effective  insecticidal  aerosols 
and  other  aircraft  disinsecting  methods  to  prevent 
the  importation  and  propagation  of  disease  vectors 
of  various  species.  Surveillance  and  consultation, 
disinsection  and  training  along  with  adherence  to 
quarantine  regulations  go  hand  in  hand  in  our 
efforts  to  thwart  the  entry  of  insect  vectors  of 
disease. 

Other  activities  directed  toward  preventing  the 
introduction  and  spread  of  yellow  fever  into  the 
United  States  are  being  carried  on  at  various  ports 
of  entry.  These  include: 

Requirement  of  a valid  yellow  fever  vaccina- 
tion certificate  of  any  traveler  who  in  the  preced- 
ing six  days  visited  an  area  infected  with  yellow 
fever. 

Inspection  of  monkeys  and  certain  other  pri- 
mates coming  from  yellow  fever  areas,  and  the 
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requirement  of  immunization  against  disease  or 
retention  in  a mosquito-proof  crate  or  other  struc- 
ture for  a minimum  of  nine  days  immediately 
before  cirrival  in  yellow  fever  receptive  areas. 

The  outbreaks  of  dengue  fever  in  the  Carib- 
bean in  1963-1964  brought  immediate  requests  for 
control  of  the  vector  mosquito  A.  aegypti.  Over 
30,000  cases  were  reported  from  the  epidemic 
which  seemed  centered  in  Puerto  Rico  and  Jamai- 
ca. The  Communicable  Disease  Center,  in  con- 
junction with  the  Puerto  Rican  health  authorities, 
applied  extensive  insecticidal  applications  and 
took  other  measures  to  reduce  adult  mosquito 
populations  while  simileir  procedures  were  also 
utilized  in  Jamaica. 

In  1963,  therefore,  the  Public  Health  Service, 
Communicable  Disease  Center,  was  allotted  funds 
to  establish  an  Aedes  aegypti  Eradication  Program 
to  eliminate  this  mosquito  from  all  of  the  United 
States,  Puerto  Rico,  the  Virgin  Islands,  Hawaii 
and  certain  Trust  Territories  in  the  Pacific.  Dur- 
ing this  1964-1968  period  the  most  strenuous  con- 
trol and  eradication  efforts  were  made  by  this 
organization  to  control  this  carrier  of  dengue  and 
yellow  fever  in  North  America. 

Morlan  and  Tinker  report  findings  of  surveys 
conducted  by  the  Communicable  Disease  Center 
in  cooperation  with  stale  and  local  health  depart- 
ments from  1956  through  1962  in  440  communi- 
ties of  262  counties  which  showed  A.  aegypti  to 
be  present  in  101  counties  of  nine  southeastern 
states.  Additional,  pre-program  surveys  (Schliess- 
mann  and  Quarterman)  reported  by  the  Com- 
municable Disease  Center  during  the  summers  of 
1963  and  1964  in  5,257  communities  in  639  coun- 
ties of  ten  southern  states  gave  more  detailed  in- 
formation on  the  extent  of  the  A.  aegypti  popu- 
lations. They  revealed  widespread  infestations 
throughout  Florida,  southern  Alabama  and  Geor- 
gia, and  portions  of  Mississippi,  South  Carolina 
and  Texas  with  up  to  70%  city  block  infestation 
rates  for  this  mosquito  in  this  area,  while  in 
Puerto  Rico  and  the  Virgin  Islands  heavily  in- 
fested areas  reported  in  excess  of  80%  infestations. 

Twenty-six  locations  with  the  heaviest  infesta- 
tions were  chosen  for  the  initial  eradication  efforts 
when  field  operations  were  begun  by  the  Aedes 
aegypti  Eradication  Program  in  1964.  This  cover- 
age was  increased  in  1965,  1966  and  1967,  wdth 
significant  reductions  in  infestations  being  ob- 
served in  all  areas,  although  none  were  declared  to 
be  free  of  this  vector  mosquito. 

Jlegrettably  all  Eradication  Program  activi- 
ties were  discontinued  early  in  1969.  Indications 
now  are  that  populations  of  this  disease  carrying 
mosquito,  in  some  instances,  are  fjist  approaching 
the  densities  which  existed  prior  to  the  start  of 
eradication  activities.  Hidden  foci  of  A.  aegypti 


rep>orted  from  areas  where  near-control  was*W* 
achieved  have  served  to  reinfest  these  areas,  while^B 
elsewhere  in  parts  of  communities  untouched  by  I 
eradication  program  activities  populations  of  /4.  ■ 
aegypti  have  multiplied  and  spread  into  other  jB 
areas.  J 

It  is  reported  that  this  mosquito  can  be  found  I 

without  difficulty  in  most  cities  in  Florida  where  ( 

the  Eradication  Program  was  operational,  includ-  < 

ing  Miami,  Tampa,  Fort  Lauderdale  and  Daytona,  , ! 
although  none  has  been  reported  from  Fort  i 

Myers  or  Key  West  where  eradication  was  almost  i 

achieved  during  the  1964-1968  period. 

In  the  LT.  S.  \’irgin  Islands  A.  aegypti  w'as  \ 
found  in  all  three  islands,  St.  Thomas,  St.  Croix,  \ 
and  St.  John  when  the  aegypti  program  w’as  start-  "i 

ed  in  1964.  The  Island  of  St.  John  was  negative  1 

much  of  the  time  from  1966  to  1970,  both  by 
larval,  adult,  and  ovitrap  surveys.  In  1970  A.  i 

aegypti  was  found  in  small  numbers  on  both  St.  i 

Thomas  and  St.  Croix  where  the  Aedes  aegypti 
Eradication  Program  has  been  continued  on  a 
reduced  scale  by  the  Virgin  Island  Division  of  ( 
Environmental  Health.  In  Puerto  Rico  A.  aegypti  \ 
was  found  in  every  one  of  the  77  municipalities 
at  some  time  during  the  period  1964  to  1968,  but 
great  progress  was  made  in  reducing  populations 
in  the  southwestern  quarter  of  the  island  during 
the  last  three  years  of  the  Eradication  Program, 
1966  to  1968.  In  1969  thousands  of  human  cases 
of  dengue  and  many  infestations  of  .4.  aegypti 
were  reported  on  the  north  coast  of  Puerto  Rico 
where  no  aegypti  eradication  work  had  been  con- 
ducted from  1966  to  1968.  Only  a few  cases  of 
dengue,  however,  were  reported  in  1969  on  the 
southwestern  quarter  of  the  island  where  eradica- 
tion was  almost  accomplished  by  1968.  In  1970  ' 

outbreaks  of  dengue  occurred  in  southwestern 
Puerto  Rico  in  Aguada  and  Guayanilla  and 
smaller  scattered  cases  were  confirmed  in  Penue- 
las,  Lajas,  and  San  German  during  the  last  half 
of  1970,  with  dengue  of  the  type  2 being  isolated. 
(MMWR,  20(9),  pp.  74-75,  1971). 
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Dr.  Louis  Sims  Oppenheimer 

Culture  Among  the  Sandspurs 

James  M.  Ingram,  M.D. 


A 

Few  lives  offer  a study  of  such  violent  con- 
trasts as  that  of  Louis  S.  Oppenheimer,  often 
known  in  his  time  as  “Dean  of  the  Florida  Pro- 
fession.” Repeated  early  failure  contrasted  to 
later  success;  the  joys  of  family  and  of  practice 
contrasted  with  frequent  depression;  the  raw, 
harsh  atmosphere  of  late  19th  century  West  Coast 
Florida  contrasted  with  his  polished  cultural 
background. 

Louis  Oppenheimer  was  born  January  24, 
1854,  at  Louisville,  Kentucky,  the  son  of  devout 
orthodox  Jewish  parents  who  had  emigrated  from 
Germany  as  steerage  passengers.  These  humble 
parents  devoted  their  entire  lives  and  their  total 
earnings  to  the  education  of  their  children.  At 
the  age  of  six  Louis  began  violin  lessons  and  the 
study  of  English,  German  and  French. 

The  family  moved  to  Montgomery,  Alabama, 
where  Louis  had  his  early  formal  education.  In 
1873  he  entered  the  College  of  Medicine  at  the 
University  of  Louisville,  graduating  in  1875.  After 
his  internship  at  Louisville  City  Hospital,  he  took 
the  customary  grand  tour  of  the  European  clinics 
to  round  out  his  medical  training. 

A meticulous,  lifelong  keeper  of  notes,  the  23- 
year-old  Louis  wrote  that  his  life  in  Vienna, 
Munich  and  Paris  was  not  entirely  devoted  to 
study.  His  descriptions  of  the  beer  gardens,  parties 
and  ladies  of  Europe  leave  no  doubt  that  his 
maturation,  although  delayed,  occurred  rapidly 
during  this  period.  By  the  age  of  24  he  was  able 
to  read  and  speak  fluently  in  six  languages.^ 

Returning  to  Louisville  he  was  appointed  a 
Demonstrator  of  Histology  at  the  College  of 
Medicine  and  one  year  later  Lecturer  on  Diseases 
of  Women.  Although  his  success  as  a teacher  was 
unquestioned,  he  was  never  able  to  establish  a 
private  practice.  He  recorded,  “I  failed  to  make 
a living  in  Louisville,  so  after  four  years,  moved 
to  Seymour;  Indiana,  where  I barely  existed  for 
another  four  years.”  Chronically  depressed  and 
sometimes  contemplating  suicide,  he  abandoned 
the  practice  of  medicine.  At  the  urging  of  his 

Dr.  Ingrain  is  Professor  and  Chairman  of  the  Dejiartment  of 
Obstetrics  and  Gynecology,  College  of  Medicine,  University  of 
South  Florida,  Jaimpa. 
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younger  brother,  Joe,  he  moved  to  Savannah.  Joe 
was  “the  flower  of  the  flock,  a most  lovable,  idea 
character”  who  had  married  into  one  of  the  lead- 
ing families  of  Savannah.  On  learning  that  Louis 
intended  to  give  up  the  practice  of  medicine  and 
was  planning  to  become  a prescription  clerk  in  a 
small  drug  store  in  Savannah,  this  aristocratic 
family  “turned  up  their  noses  at  me,  snubbed  me, 
and  humiliated  me  without  reserve.”  In  the  face 
of  such  hostility,  Louis  left  Savannah  after  two 
years.  It  was  during  these  years  that  thoughts 
of  suicide  recurred  frequently. 

Years  at  Bartow 

At  this  dismal  moment  in  life,  Oppenheimer 
first  encountered  the  all-powerful  forces  which 
were  to  shape  not  only  his  life  but  that  of  tens  of 
thousands  of  others  for  the  next  two  decades — 
Henry  B.  Plant  and  the  railroads  of  Florida. 


Fig.  1. — Dr.  Oppenheimer  about  1925.  This  portrait  was 
the  favorite  of  his  family. 
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Plant  was  a canny  New  Englander  who  had 
modest  capital,  shrewd  business  sense  and  un- 
limited vision  for  the  potential  of  development  of 
Florida.  He  had  acquired,  for  almost  nothing, 
several  small  railroads  in  southeastern  Georgia, 
all  of  which  had  failed  following  the  Civil  War. 
Meanwhile,  the  state  of  Florida  had  become  vir- 
tually bankrupt  as  a result  of  the  reckless  spend- 
ing of  the  Florida  Internal  Improvement  Fund. 
In  order  to  put  public  land  to  use  and  to  acquire 
tax  funds,  the  legislature  had  authorized  the  grant- 
ing of  3,840  acres  of  land  for  every  mile  of  railroad 
track  built  in  the  state.  At  times  even  larger 
acreage  per  mile  was  granted. 2 With  his  Georgia 
railroads  as  a base.  Plant  expanded  his  lines  at 
an  almost  unbelievable  rate  into  northern  and 
western  Florida.  Learning  from  railroad  officials 
that  there  were  very  few  qualified  physicians  and 
almost  no  drug  stores  in  Florida,  Oppenheimer 
simply  boarded  the  train  and  rode  it  to  the  end 
of  the  line.  The  southern  terminus  of  the  South 
Florida  Railroad  weis  the  rough,  raw  town  of 
Bartow.  The  combination  of  huge  deposits  of 
phosphate  and  availability  of  transportation  by 
rail  had  quickly  made  Bartow  one  of  the  busiest 
towns  in  the  state.  In  addition,  the  citrus  indus- 
try was  just  reaching  its  first  full  production  in 
mid-Florida. 

It  was  here  that  Dr.  Oppenheimer  achieved 
his  first  success.  He  immediately  established  a 
large  practice  and  opened  the  only  drug  store  in 
the  entire  area.  In  his  notes  he  described  Bartow 
as  “the  County  seat  of  Polk  in  South  Florida  in 
1890  with  many  earmarks  of  a frontier  town; 
deep  sandy  streets,  plank  sidewalks,  two  blocks 
of  cissorted  stores,  a single  barroom,  nestling  on 
the  corner  opposite  the  primitive  Court  House, 
with  its  usual  well-furnished  gambling  adjunct  in 
the  back  room.  In  front  of  the  Court  House  there 
was  a row  of  sour  orange  trees.  Nobody  ever  want- 
ed more  than  a single  taste  of  this  tempting,  gold- 
en fruit.  However,  the  trees  served  several  useful 
purposes;  namely  as  hitching  posts  for  horses, 
miiles,  and  oxen;  and  as  scratching  posts  for  his 
flea-bitten  majesty,  the  Florida  Raizor-back  hog.”^ 

For  seven  years  Dr.  Oppenheimer  was  one 
of  the  dominant  men  in  Polk  County.  In  addi- 
tion to  his  many  professional  activities,  he  con- 
tinued his  interest  in  music  and  in  the  violin.  He 
established  the  first  classical  music  group  and 
was  instrumental  in  organizing  the  public  school 
system.  During  these  activities  he  met  a young 
school  teacher  and  musician,  Alberta  Dozier,  who 
had  come  down  from  Macon,  Georgia,  to  take 


charge  of  a small  school  near  Bartow.  TheiiH 
courtship  was  short  and  intense  but  was  virtually! 
brought  to  a halt  by  the  objection  of  their  fami- 
lies to  the  mixing  of  religion  in  their  marriage. 
Both  Louis  and  Alberta  set  out  to  charm  the 
members  of  each  other’s  family.  In  a short  time 
they  were  successful  and  were  married  in  1888. 
Fifty  years  later  Dr.  Oppenheimer  recorded  that, 
“Since  that  day  my  wife  and  I have  never  dis- 
cussed any  question  of  religious  belief  except  in 
a casual  manner.”  He  describes  his  wife  as  “the 
ideal  woman,  beautiful,  dignified,  refined,  educat- 
ed, strong,  intelligent.”!  Their  marriage  was  a 
perfect  union. 

Amidst  this  happiness,  the  “big  freeze”  of 
1895  devastated  the  Florida  citrus  crop.  Great 
losses  occurred  in  Bartow  and  other  citrus  areas  ' 
but  the  nearby  city  of  Tampa,  lethargic  for  some 
35  years,  had  suddenly  exploded  under  the  Midas 
touch  of  Henry  B.  Plant’s  railroad. 

Tampa — the  Early  Years 

Plant  became  interested  in  Tampa  in  1881, 
having  just  bought  the  South  Florida  Railroad. 
He  then  quickly  purchased  the  Tampa  Bay,  Jack- 
sonville, Tampa  and  Key  West  Railway  which 
had  run  out  of  money.  With  this  charter  Plant 
received  the  incredible  grant  of  10,000  acres  of 
land  plus  alternate  sections  within  six  miles  on 
each  side  for  each  mile  of  track  laid.  Thus,  he 
received  a total  of  13,840  acres  for  a mile  of 
track.  By  official  records  Plant  received  a total  of 
4,202,038  acres  of  Florida  land  in  grants  and  there 
is  substantial  evidence  that  he  acquired  even 
more.  2 His  railroads  lost  money  for  years  but 
such  losses  were  insignificant  in  the  face  of  such 
enormous  land  acquisition. 

Surprisingly,  with  all  of  this  effort  and  invest- 
ment, Mr.  Plant  had  never  visited  Tampa.  He 
had  made  the  decision  to  extend  his  railroad  by 
simply  studying  maps  and  navigation  charts.  On 
December  1,  1883,  Plant  entered  Tampa  in  tri- 
umph aboard  his  own  train  accompanied  by  the 
president  of  the  South  Florida  Railroad,  James 
E.  IngrEiham.  The  party  given  that  evening  at 
the  old  Orange  Grove  Hotel,  now  the  site  of  the 
Federal  Building,  still  stands  as  one  of  Tampa’s 
monumental  social  occasions. 

Another  great  loss  occurred  in  1895.  Dr.  John 
P.  Wall  of  Tampa,  a great  medical  and  civic 
leader  and  a past  President  of  the  Florida  Medical 
.Association,  died  in  April  while  addressing  a ses- 
sion of  the  Florida  Medical  Association.^  Respon- 
sible citizens  of  Tampa  were  searching  for  a 
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physician  to  take  his  practice  and  to  assume  some 
of  his  many  civic  duties.  Dr.  Oppenheimer,  with 
his  established  reputation  both  as  a physician  and 
surgeon  and  with  his  wide  cultural  background, 
was  a natural  choice.  He  had  attracted  the  inter- 
est of  Colonel  Peter  O.  Knight  (grandfather  of 
Tampa  internist  Peter  O.  Knight  IV)  two  years 
prior.  Colonel  Knight,  then  in  the  process  of 
establishing  Tampa  Electric  Company,  urged  the 
Oppenheimers  to  move  to  Tampa.® 

This  move  occurred  in  1896,  and  the  Oppen- 
heimers occupied  the  house  of  the  late  Dr.  Wall. 
This  house  and  its  supporting  stables  were  locat- 
ed on  the  spot  where  the  Tampa  Federal  Savings 
Bank  now  stands.  In  spite  of  its  recent  growth, 
Tampa  was  still  a primitive  frontier  town  with- 
out water  supply  or  sewers.  It  retained  much  of 
the  color  and  character  of  the  Old  West,  as  its 
major  industry  was  still  the  exportation  of  cattle 
to  war-torn  Cuba.®  The  sandy  streets,  board 
sidewalks,  armed  cowboys  and  noisy  saloons  were 
typical  of  a cattle  town.  The  shoot-out  was  still 
socially  acceptable  as  a proper  way  to  resolve  an 
argument. 

The  most  common  currency  in  use  was  the 
Spanish  doubloon  and  the  American  silver  dollar. 
Spanish  paper  currency  from  Cuba  was  worthless. 
The  Florida  cattle  barons  accepted  only  the  solid 
gold  doubloon — a coin  worth  $16.80  each.®  Their 
motto  was  “if  you  can  bite  it,  you  can  spend  it.” 
On  the  other  hand,  the  Spanish  and  Cuban  cigar 
makers  living  in  Tampa,  suspicious  because  of 
past  civil  strife  and  labor  disputes,  did  not  trust 
American  currency.  They  demanded  payment  in 
silver.  This  led  to  the  building  of  a narrow  gauge 
railroad,  with  a woodburning  locomotive,  which 


carried  the  heavy  load  of  coins  from  the  bank  on 
Franklin  Street  to  the  cigar  factories  of  Ybor 
City.  The  coins  could  not  be  carried  by  horse- 
drawn  wagon  through  the  sandy  ruts. 

Once  again,  Oppenheimer  fell  even  more 
deeply  under  the  influence  of  Henry  B.  Plant. 
Largely  in  an  effort  to  outdo  his  friend  and  rival, 
Henry  Flagler,  Plant  had  begun  in  1888  to  build 
the  Tampa  Bay  Hotel,  as  the  southern  terminus 
of  his  railroad.  The  hotel  that  architect  J.  A. 
Wood  of  New  York  created  was  indeed  unique — 
a dark  red  castle  of  Moorish  architecture  model- 
ed after  the  Alhambra  in  Granada.  It  was  a 
tremendous  rambling  building,  five  stories  high, 
two  blocks  long,  and  covering  six  acres.  By  the 
time  it  was  completed  in  1891,  it  had  cost  $3 
million  to  build  and  $1J4  million  to  furnish  with 
European  art  treasures.  Moorish  arches  supported 
all  of  the  balconies  and  over  it  towered  13  silvery 
domes,  each  topped  by  a minaret.  It  contained 
500  rooms  and  if  operated  as  a hotel  today  would 
still  be  the  largest  in  Tampa.  All  the  floors  and 
ceilings  were  made  of  concrete  reinforced  with 
countless  tons  of  steel  rails  salvaged  when  the 
South  Florida  changed  its  tracks  to  standard 
gauge.  It  was  in  the  atmosphere  of  this  hotel  that 
Oppenheimer  finally  came  into  his  true  element. 

Medical  Practice 

The  medical  community  in  Tampa  by  1895 
was  divided  into  two  opposing  factions,  those 
physicians  who  practiced  in  a conventional  man- 
ner and  those  who  practiced  under  contract  to 
the  large  Latin  health  societies.  A generous  con- 
tract as  Surgical  Director  was  offered  to  Dr. 
Oppenheimer  by  a coalition  of  these  societies.  He 
was  forced  to  resign  from  the  Hillsborough 


Fig.  2.— Tampa  Bay  Hotel  in  1898.  The  wooden  River  Pavilion  and  Boat  House  were  destroyed  by  hurricanes.  The 
dark  brick  Casino  at  right  burned  in  1939.  Tbe  long  main  building  became  the  University  of  Tampa  in  1934. 


FLORIDA  M.A./AUGUST,  1971 


65 


County  Medical  Society  in  order  to  accept  this 
position.  After  two  years  of  these  duties,  he 
could  no  longer  stand  the  censure  of  his  peers. 
He  resigned  his  post  and  was  readmitted  to  the 
county  society.  By  this  time  the  Tampa  Bay 
Hotel  was  open,  and  Oppenheimer  had  developed 
a warm  friendship  with  Plant.  It  was  Plant  who 
enabled  him  to  build  a home  across  the  street 
from  the  hotel  and  who  appointed  Oppenheimer 
as  house  physician  to  the  Tampa  Bay  Hotel. 

Oppenheimer  was  friend,  confidant  and  physi- 
cian to  Plant.  With  a mastery  of  six  languages, 
he  was  indispensable  to  the  Hotel  as  a translator. 
His  charm,  wit  and  intelligence  made  him  one 
of  the  true  personalities  of  the  Hotel.  With  the 
beginning  of  the  Spanish-American  War  in  1898, 
it  was  obvious  that  embarkation  of  troops  would 
occur  somewhere  in  Florida.  Both  Plant  and 
Flagler  set  out  to  have  their  hotel  and  port  ac- 
commodations designated  as  this  point.  Each  had 
his  physician  (Dr.  Worley  of  St.  Augustine  repre- 
senting Flagler)  write  a glowing  account  of  the 
health  facilities  available  at  each  hotel.  These 
quasi-medical  pamphlets,  both  published  in  1898, 
are  liberally  sprinkled  with  descriptions  of  port 
facilities,  hotel  accommodations  and  tourist  at- 
tractions.’’ Dr.  Oppenheimer  appeared  to  be  the 
more  skillful  writer.  The  War  Department  chose 
Tampa  as  an  embarkation  point  and  the  Tampa 
Bay  Hotel  as  its  headquarters. 

It  was  in  this  heyday  of  the  hotel  that  Dr. 
Oppenheimer  treated  his  most  famous  patients. 
Among  these  were  Theodore  Roosevelt,  Thomas 
A.  Edison,  William  Jennings  Bryan,  the  famous 
writer  Elbert  Hubbard  and  the  Parisian  actress 
Sarah  Bernhardt.  When  the  doctor  entered  her 
room  and  addressed  her  in  flawless  French,  Miss 
Bernhardt  burst  into  tears  at  the  sound  of  her 
native  language.  She  spoke  little  English.^ 

With  the  arrival  of  Theodore  Roosevelt,  his 
staff  and  thousands  of  American  troops  destined 
for  Cuba  and  the  Spanish-American  War,  the 
Tampa  Bay  Hotel  reached  its  zenith.  “The  big 
lobby  of  the  hotel  exploded  in  a flash  of  golden 
braid,  glittering  sword  hilts,  and  boots  bright 
with  polish.  Wide-brimmed  Stetsons  and  the  dark 
blue  uniforms  of  the  army  men  were  the  prevail- 
ing note,  but  here  and  there  were  monocled  men 
in  foreign  uniforms,  the  military  attaches  of 
European  nations,  standing  by  to  see  what  they 
could  of  the  show.  Also,  there  were  officer’s  wives 
and  a throng  of  newspaper  men  from  northern 
cities.”® 

A tragic  story  of  a wealthy  hotel  guest  ap- 


pears later  in  the  doctor’s  journal.  In  February 
1905,  he  was  called  to  see  an  attractive  young 
woman  in  her  thirties.  She  occupied  a room  on 
the  second  floor  fronting  the  doctor’s  residence 
on  the  opposite  side  of  the  park.  She  was  quite 
upset  emotionally  and  confided  that  she  had 
come  to  Tampa  to  obtain  a divorce  from  her 
alcoholic  husband.  She  was  still  deeply  in  love 
with  her  husband  but  could  endure  his  abuse  no 
longer.  He  was  insanely  jealous  of  her  and  when 
drinking  had  threatened  to  kill  her. 

The  following  morning  when  Mrs.  Oppen- 
heimer went  into  her  children’s  room  facing  the 
hotel,  she  found  a small  hole  in  the  windowpane 
and  a spent  bullet  lying  on  the  floor.  Dr.  Oppen- 
heimer put  the  bullet  in  his  pocket  and  set  out  on 
his  usual  morning  rounds  in  the  hotel.  It  was  then 
that  his  patient  told  him  that  her  husband  had 
come  to  her  room  intoxicated  and  had  fired  at 
her  with  a pistol,  and  then  hurried  away.  When 
the  flattened  bullet  was  taken  from  his  pocket 
and  shown  to  the  patient,  she  exclaimed,  “Doc- 
tor, you  got  the  bullet  instead  of  me.  What  shall 
I do?”  She  refused  to  have  the  house  detective 
protect  her  and  was  seen  later  in  the  day  walking 
with  her  husband  in  the  park,  conversing  calmly. 

Early  the  next  morning  the  housekeeper 
hurriedly  called  the  doctor  to  the  patient’s  room. 
On  the  bed  lay  the  man  and  woman,  both  fully 
clothed  in  their  finest  ballroom  attire — arms 
closely  clasping  each  other — dead.  The  bedside 
table  contained  a small  empty  bottle  of  potassium 
cyanide  tablets.® 

His  practice  w£is  by  no  means  confined  to  the 
hotel.  He  enjoyed  a large  private  practice  in  the 
town  and  was  also  Surgeon-in-Chief  for  the  Sea- 
board Airline  Railroad.  He  performed  the  first 
appendectomy  in  the  City  of  Tampa  in  1896.® 
This  was  noteworthy  in  view  of  the  fact  that 
acute  appendicitis  had  only  recently  been  differ- 
entiated as  a surgical  emergency  from  typhlitis 
and  perityphlitis  by  the  brilliant  Boston  pathol- 
ogist-internist, Reginald  Fitz.i®  Dr.  Oppenheimer 
recognized  the  disease  in  a ten  year  old  boy  and 
operated  on  the  family  kitchen  table  with  chloro- 
form anesthesia.  The  boy’s  rapid  recovery  was 
considered  near  miraculous  by  the  lay  commu- 
nity. This  was  a fairly  eiccurate  assessment  in 
view  of  the  site  and  circumstances  of  the  opera- 
tion. 

Innovation  came  easily  to  Dr.  Oppenheimer. 
In  addition  to  the  first  appendectomy,  he  estab- 
lished many  precedents  in  Tampa  including  the 
first  fixed  traction  splint,  first  Red  Cross  Aid 
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■ Station  (at  the  Florida  Fair),  installation  of  the 

■ first  x-ray  equipment,  and  the  first  use  of  anti- 
J'  sera  for  rabies  and  tetanus.  He  used  the  first 
i diphtheria  antitoxin  in  the  city  to  treat  his 
\ youngest  daughter,  Carmen.® 

( His  surgical  experience  varied  widely,  even 
1 into  neurosurgery.  He  recalls  in  his  journal  that 
^ one  morning  he  was  called  to  the  Seaboard  Rail- 
t road  yards  where  Negro  section  hands  had  been 
^ sleeping  in  abandoned  box  cars.  One  of  the  men 
i had  been  beaten  in  the  left  temple  with  a bloody 
t hammer,  which  lay  on  the  floor.  “I  ordered  a 
ti  bucket  of  water,  a basin,  a cake  of  soap,  and  as 
many  clean  towels  as  they  could  gather  up.  How 
. clean  these  towels  were  may  easily  be  imagined, 
i They  were  steeped  in  a weak  bichloride  of  mer- 
. cury  solution  and  squeezed  as  dry  as  possible.  Af- 
- ter  cleaning  and  disinfecting  the  scalp  as  thorough- 

!;  ly  as  possible  and  cutting  away  all  the  hair,  I 
I found  a crushed  skull  over  the  left  temple.  A mass 
I of  brain  was  protruding  from  the  wound.  After 
l;  enlarging  the  wound  with  a scalpel  and  removing 

i!  all  loose  bone,  I cut  away  all  projecting  brain 
: down  level  with  the  meninges,  about  a large  table- 
spoonful in  all.  The  wound  was  carefully  cleansed 
' again,  a small  drain  was  inserted,  and  the  wound 
0!  was  closed  lightly  with  silk  sutures.  He  did  not 
move  or  make  a sound  during  all  these  rough, 

I crude,  unsterile  manipulations.” 

“Three  days  later  I was  astounded  by  the 
patient,  who  marched  into  my  office,  assisted  by  a 


fellow  section  hand.  He  had  no  pain  or  fever,  but 
was  utterly  unable  to  speak  a word.  Obviously, 
the  speech  center  in  his  brain  had  been  injured  or 
destroyed.  He  was  told  at  this  time  that  he  had 
more  sense  with  less  brains  than  he  ever  had  be- 
fore. Several  years  before  I operated  on  a similar 
patient,  a young  doctor  who  had  accidentally  shot 
away  the  same  region  of  his  skull  in  a hunting 
accident.  I removed  about  the  same  amount  of 
brain  in  this  patient,  and  prognosed  the  loss  of 
speech.  His  wife  wrote  me  some  years  after  that 
he  had  recovered  his  speech  to  a great  extent 
after  about  three  years.”® 

The  Final  Years 

The  Oppenheimer  children,  five  daughters  and 
a son,  were  no  less  vigorous  or  gifted  than  their 
father.  Growing  up  in  a world  filled  with  fine 
books,  music  and  sober  industry  they  found  it 
easy  to  share  and  to  emulate  their  father’s  ac- 
complishments. Daughter,  Hortense  (Ford),  be- 
came incensed  at  the  city  fathers  in  1914  because 
the  City  Hall  had  no  tower  clock  to  give  the 
proper  time.  Yielding  under  the  pressure  of  Mrs. 
Ford  and  her  irate  band  of  ladies  the  mayor 
erected  a large  clock  in  the  City  Hall  tower  with 
four  faces.  Inevitably,  it  was  named  “Hortense” 
and  it  still  keeps  accurate  time  today.  The  other 
sisters,  Irma,  Olive,  Dorothy  and  Carmen,  are 
still  involved  in  the  cultural  affairs  of  Tampa, 
including  the  Friday  Morning  Musicale  which 
was  established  by  Dr.  Oppenheimer. 


Fig.  3. — In  1898  Dr.  Oppenheimer,  always  nattily  dressed,  made  rounds  in  a carriage  drawn  by  his  favorite  stallion, 
Ned. 
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Fig.  4. — This  wood-burning  train  ran  between  downtown 
Tampa  and  Ybor  City  from  1886  to  1896.  Although  it 
carried  some  passengers,  it  was  chiefly  used  to  transport 
heavy  loads  of  silver  coins  for  the  payrolls  of  the  Cuban 
and  Spanish  cigar  workers  in  Ybor  City. 

One  of  the  most  prolific  medical  authors  in 
Florida,  Dr.  Oppenheimer  covered  the  widest 
variety  of  subjects.  He  provides  an  exhaustive 
description  of  the  diagnosis  and  treatment  of 
cholelithiasis  in  the  Western  Medical  Reporter 
of  June,  1881.  Two  years  later  in  the  same  jour- 
nal,he  expressed  sharp  criticism  of  the  exces- 
sive use  of  surgery  to  correct  retroversion  of  the 
uterus. 

In  1923  he  defined  a management  of  endocer- 
vicitis  which  would  still  be  acceptable,  Five 
years  later  he  is  found  chiding  the  plastic  sur- 
geons for  their  failure  to  use  cosmetics  and  tat- 
tooing in  the  correction  of  deformities  of  the  face 
and  eye.i3  in  spite  of  the  improbable  title  of 
“Worship  of  the  Sun”  a 1937  paper  predicts 
many  of  the  problems  of  solar  injuries  encount- 
ered by  the  currently  overexposed  population. 

On  the  philosophical  side,  there  are  papers  on 
“Some  Incongruities  in  the  Medical  Profession,”!^ 
“Music  in  Medicine”!®  and  “The  Victories  of 
the  Disabiliteer.”!!'  The  latter  is  a classic  de- 
scription of  the  modes  and  methods  of  both 
patients  and  lawyers  seeking  disability  benefits. 
With  the  exception  of  the  whiplash  injury,  these 
vignettes  are  virtually  unaltered  45  years  later. 
In  advice  in  1936  on  how  to  “Live  Longer”!®  he 
advocates  lowering  the  serum  lipids  by  dieting. 

In  his  later  life  Dr.  Oppenheimer  received 
many  honors  from  his  medical  colleagues.  News- 
paper clippings  and  an  old  printed  program  re- 
veal that  on  the  night  of  March  11,  1932,  at  El 
Pasaje  Restaurant  in  Ybor  City,  a testimonial 
dinner  dvas  held  by  the  Hillsborough  County 
Medical  Association  in  his  honor.  The  Society 
President,  Dr.  Leland  Carlton  (uncle  of  Tampa 
surgeon  Leffie  M.  Carlton),  presented  Dr.  Oppen- 


heimer with  a gold  watch,  chain,  and  fob  suitablj? 
inscribed  with  the  sentiments  of  the  Society.!®  ' 
Minutes  of  the  Hillsborough  County  Medical 
Association  record  that  on  January  24,  1936,  a 
formal  banquet  was  held  at  Palma  Ceia  Golf  and 
Country  .Club  with  Dr.  Oppenheimer  as  the  guest 
of  honor.  On  this,  as  on  other  occasions,  he  was 
lauded  as  the  “Dean  of  the  Florida  Profession.” 
Death  came  as  no  stranger  to  Oppenheimer. 
At  the  age  of  83  he  suffered  a severe  myocardial 
infarction  and,  contrary  to  most  expectations, 
made  a partial  recovery.  Confined  by  angina 
and  cardiac  failure  he  predicted  that  he  would 
die  within  a year.  It  was  then  that  he  undertook 
the  formidable  task  of  writing,  not  an  autobio- 
graphy, but  rather  an  extensive  set  of  notes  and 
recollections  spanning  his  entire  life.  One  of  his 
opening  remarks  of  these  pages  is  a rather  sage 
observation  that  “no  sane  man  will  write  a com- 
plete history  of  his  life.” 

During  his  last  illness,  on  Sunday,  January 
2,  1938,  the  Tampa  Tribune!  devoted  an  entire 
page,  including  several  pictures,  to  the  doctor’s 
rich  life  and  varied  experiences.  This  yellowed, 
33  year  old  page  gives  ample  evidence  of  the  re- 
spect and  affection  held  for  him.  How  many 
physicians  practicing  today  would  merit  such  an 
accolade? 

An  accurate  clinician  to  the  last.  Dr.  Oppen- 
heimer died  on  June  12,  1939,  33  days  within 
the  limits  of  his  own  prognosis. 

Addendum 

The  author  is  deeply  grateful  to  the  late  Mrs.  Hor- 
tense  Oppenheimer  Ford  for  her  generous  aid  and  un- 
failing enthusiasm  in  the  preparation  of  this  bio^aphic 
sketch  of  her  father.  A few  days  before  completion  of 
this  manuscript,  Mrs.  Ford  suffered  a coronary  occlusion 
and  died  on  May  28,  1971. 
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The  Army  and  Public  Health 
in  Reconstruction  Florida 


Jerrell  H.  Shofner 


The  legacy  of  sectional  bitterness  which  the 
Civil  War  left  in  Florida  was  caused  as  much  by 
the  events  of  reconstruction  between  1865  and 
1877  as  by  military  action  before  that  time.  Much 
of  the  ill-feeling  was  engendered  because  of  the 
military  occupation.  Even  in  defeat  Floridians 
resented  the  presence  of  victorious  Union  soldiers 
in  their  communities.  A constant  reminder  of  the 
outcome  of  the  recent  war,  occupation  soldiers 
were  social  outcasts  and  almost  everything  they 
did  was  regarded  as  an  affront  by  the  local  citi- 
zens. That  many  of  the  soldiers  in  the  early  occu- 
pation were  black  did  not  help  matters.  Legends 
were  built  on  the  basis  of  real  or  imagined  humilia- 
tions suffered  by  Floridians  at  the  hands  of  the 
conquering  army. 

Hospitalization 

Yet,  at  the  same  time,  there  was  important  co- 
operation at  several  levels  of  daily  activity  be- 
tween the  occupation  forces  and  state  officials.  In 
many  ways  the  army  and  the  quasi-military 
Freedmen’s  Bureau  performed  vital  services  for 
a destitute  population.  Had  the  circumstances  of 
their  presence  been  different,  their  assistance  in 
controlling  epidemic  diseases  and  providing  hos- 
pitalization for  aged  and  infirm  freedmen,  for 
example,  might  have  won  them  praise  and  grati- 
tude instead  of  condemnation. 

Yellow  fever,  cholera,  and  smallpox  had  often 
threatened  the  ports  and  interior  towns  of  Florida 
before  1860.  Local  governments  were  empowered 
to  inspect  and  quarantine  suspected  carriers  of  the 
diseases,  but  in  1865  they  were  unable  to  act  be- 
cause they  lacked  financial  resources  and  their 
legal  status  was  extremely  doubtful  during  the 
military  occupation.  At  the  same  time,  some  in- 
firm freedmen  had  been  left  without  any  agency, 
public  or  private,  to  provide  the  care  formerly 
furnished  them  by  the  plantation  owners  before 
emancipation.  There  was  an  immediate  and  press- 
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ing  need  for  a hospital  and  no  civil  authority  in 
the  state  had  any  way  of  establishing  one.  Both 
the  army  and  the  Freedmen’s  Bureau  provided 
assistance  in  these  matters.  ' 

When  Freedmen’s  Bureau  Assistant  Commis- 
sioner Thomas  W.  Osborn  first  arrived  in  the 
state,  one  of  his  early  acts  was  to  establish  a small 
hospital  at  Magnolia  on  the  St.  Johns.  Because  his 
own  financial  resources  were  limited  and  he  wished 
to  teach  the  recently  freed  Negroes  to  rely  on 
themselves  as  much  as  possible,  Osborn  admitted 
only  aged  and  infirm  patients  who  could  not  be 
placed  for  care  with  their  families  or  neighbors. 
All  others  were  required  to  provide  for  themselves. 
The  Magnolia  hospital  was  maintained  until  1868 
when  its  few  remaining  inmates  were  returned  to 
the  counties  where  they  had  last  resided.  By  that 
time  the  state  government  was  restored  and  the 
county  commissioners  were  made  responsible  for 
the  care  of  infirm  indigents.  Without  extravagant 
use  of  public  funds  the  Freedmen’s  Bureau  had 
provided  an  essential  service  during  the  transition- 
al period  when  Florida  society  was  disrupted  and 
unable  to  handle  such  necessary  public  facilities.^ 

Epidemic 

The  Bureau  also  responded  to  other  emergen- 
cies. A smallpox  epidemic  raged  through  North 
Florida  from  Fernandina  to  Marianna  in  late 
1865.  Although  one  physician  described  it  as  a 
“mild  variety,”  it  caused  a number  of  deaths,  in- 
capacitated hundreds,  and  threatened  the  entire 
population.  Partially  because  most  of  the  victims 
were  Negroes,  officials  of  Nassau  and  Bradford 
Counties  were  reluctant  to  accept  responsibility  for 
combatting  it.  On  the  other  hand,  the  Tallahassee 
mayor  and  other  officials  saw  the  problem  in  a 
different  light  and  did  what  they  could  to  help 
control  the  disease.  Since  the  Bureau  was  the  only 
agency  organized  on  a statewide  basis,  however, 
it  assumed  the  initiative  in  fighting  the  epidemic 
while  most  local  officials  and  native  physicians 
rendered  assistance.  Several  schools  were  closed 
to  prevent  the  smallpox  from  spreading.  “Pest 
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houses”  were  established  in  most  communities  for 
the  confinement  of  sick  persons.  In  addition  to 
the  policy  of  isolating  disease  victims,  the  Bureau 
also  provided  funds  for  an  inoculation  program. 
Local  physicians  were  employed  under  contract  to 
vaccinate  as  many  persons  as  possible  in  both 
towns  and  countryside.  Planters  generally  cooper- 
ated with  the  Bureau  on  this  important  matter. 
The  disease  was  not  fatal  to  most  victims,  but  it 
persisted  until  the  spring  of  1866  and  struck  again 
the  following  winter.  Although  it  was  much  less 
serious  the  second  time,  the  Bureau  and  local  of- 
ficials again  cooperated  to  contain  the  disease. 2 

Quarantine 

When  cholera  broke  out  in  1866  at  Jackson- 
ville, Lake  City,  Palatka,  Cedar  Key,  Apalachi- 
cola, and  Pensacola,  Major  General  John  G. 
Foster,  military  commander  of  the  Florida  district, 
assisted  in  isolating  and  treating  the  cases.  One 
reason  for  his  ability  to  rapidly  identify  and  report 
the  presence  of  cholera  was  the  extensive  quaran- 
tine system  which  he  had  already  established  in 
the  Florida  ports  and  coastal  towns  primarily  to 
guard  against  yellow  fever.  In  the  fall  he  reported 
to  Washington  that  the  cholera  had  been  contained 
and  all  patients  were  responding  favorably  to 
treatment.  Perhaps  his  greatest  service  in  trying 
to  control  cholera  was  the  quarantining  of  472 
recruits  destined  to  join  his  command.  When  the 
disease  developed  on  their  ship,  they  were  quaran- 
tined on  Tybee  Island  near  Savannah.  Of  the  472 
soldiers,  115  died  and  45  others  were  rendered 
unfit  for  duty.  As  they  were  permitted  to  leave 
the  island,  Foster  further  retained  them  on  Anas- 
tasia Island  near  St.  Augustine  until  he  was  certain 
that  they  were  not  carrying  the  disease.  Local 
citizens  acknowledged  their  appreciation  for  his 
precautions.^ 

Yellow  fever  was  the  greatest  threat  to  the 
health  of  Floridians  and  the  army  expended  its 
greatest  effort  and  expense  in  trying  to  control 
that  disease.  Prevention  of  yellow  fever  was  the 
major  purpose  of  the  quarantine  system  which 
Foster  had  established  all  along  the  Florida  coast. 
Although  local  governments  were  almost  totally 
unable  to  perform  the  necessary  inspections  and 
quarantines  in  the  port  cities  and  most  citizens 
were  grateful  for  the  military  assistance,  this  activ- 
ity generated  more  friction  and  hostility  them  any 
other  related  to  public  health. 

Inspection 

Recognizing  the  vulnerability  of  the  Southern 
ports  to  yellow  fever  and  the  lack  of  local  civil 
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resources  to  deal  with  it.  General  Ulysses  S.  Grant  a ' 
directed  all  military  commanders  in  the  South  to  ■ 
establish  and  maintain  rigid  quarantine  systems.  I 
In  early  1866,  General  Foster  authorized  his  sur-  1 
geon.  Lieutenant  Colonel  A.  B.  Hassan,  to  estab-  i 
lish  inspection  stations  at  all  ports  and  staff  them  1 
with  military  surgeons  or  contract  with  local  medi-  ii 
cal  doctors  to  do  the  work.  The  physicians  were 
empowered  to  inspect  all  incoming  vessels,  quaran-  1 1 
tine  all  infected  ships,  and  turn  fever  victims  over  1 
to  quarantine  hospitals  for  treatment.  Ship  mas- 
ters were  to  be  assessed  fees  of  three  dollars  dur- 
ing daylight  and  five  dollars  at  night.  Colonel 
Hassan  was  to  provide  the  hospital  facilities  and  I 
quarantine  anchorages  at  convenient  locations.  I 
Boarding  stations  and  quarantine  areas  were  to  be  v 
prominently  marked  with  yellow  flags.  If  the  sta-  I 
tions  were  not  adjacent  to  military  posts  where  f 
gun  batteries  were  available,  then  field  pieces  f 
manned  by  gunners  were  to  be  supplied  for  the  1 
purpose  of  stopping  reluctant  ship  meisters.'* 

The  quarantine  hospital  for  East  Florida  was 
located  on  Cumberland  Island  and  a quarantine 
anchorage  was  established  in  St.  Mary’s  Sound. 

A civilian  doctor  named  Clay  contracted  to  serve 
as  the  boarding  surgeon  at  Fernandina,  but  when 
his  refusal  to  live  at  the  station  caused  many  com- 
plaints of  delays  by  ship  masters,  he  was  removed.  ^ 
The  duty  then  went  to  Dr.  A.  B.  Stonelake  who  ^ 
agreed  to  live  at  the  station  and  perform  prompt  1 
inspections.  The  boarding  station  was  near  Fort 
Clinch  where  gun  batteries  were  available.  Jack- 
sonville was  protected  by  a boarding  station  at 
Mayport  Mills,  three  miles  inside  the  bar  at  the 
mouth  of  the  St.  Johns  River.  The  boarding  sur- 
geon was  Dr.  E.  B.  Eastman.  He  was  assisted  by 
a field  piece  manned  by  gunners.  Dr.  John  E. 
Peck  performed  the  same  service  for  St.  Augustine. 
His  station  was  three  miles  inside  the  sandbar 
and  marked  with  a buoy  and  yellow  flag.  Vessels 
were  stopped  for  inspection  by  the  water  battery 
at  Fort  Marion.  At  Indian  River  and  other  infre- 
quently visited  inlets  south  of  St.  Augustine,  civil 
authorities  promised  to  maintain  a strict  quaran- 
tine without  military  assistance.® 

With  few  exceptions,  boarding  stations  at  the 
Gulf  ports  from  Key  West  to  Pensacola  were 
manned  by  medical  officers  on  duty  at  nearby 
military  posts.  At  Key  West  the  assistant  surgeon 
at  Fort  Taylor  served  as  the  boarding  official  and 
the  Fort’s  artillery  halted  the  vessels.  At  Fort 
Jefferson  in  the  Dry  Tortugas  the  medical  officer 
also  doubled  as  boarding  surgeon.  Another  quar- 
antine hospital  was  located  there.  At  Tampa  the 
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medical  officer  of  the  Fifth  Artillery  handled  the 
inspections.  The  boarding  surgeon  at  Cedar  Key 
was  W.  F.  Hyson.  Referred  to  as  the  Acting  As- 
sistant Surgeon  he  was  apparently  a civilian  who 
contracted  for  the  position.  A contract  surgeon 
whose  name  was  not  recorded  manned  the  St. 
Marks  boarding  station  which  was  situated  several 
miles  below  the  port  at  the  lighthouse.  It  was 
marked  by  a yellow  flag  and  protected  by  a field 
piece.  At  Apalachicola  harbor,  which  could  be 
approached  by  both  an  east  and  a west  pass,  two 
surgeons  of  the  82nd  United  States  Colored  Infan- 
try Regiment  were  stationed.  C.  Eberhard  watch- 
ed the  west  pass  and  W.  Carroll  the  east.  Near 
the  west  pass  boarding  station  on  St.  Vincent  Is- 
land there  was  also  a quarantine  hospital.  An  an- 
chorage for  vessels  of  deep  draft  was  maintained 
on  the  lee  side  of  Dog  Island.  Assistant  Surgeon 
J.  H.  Baird  of  the  82nd  Colored  Infantry  was  as- 
signed to  the  Pensacola  station  at  Fort  Pickens  on 
the  western  end  of  Santa  Rosa  Island.  A quaran- 
tine anchorage  was  in  nearby  Navy  Cove.® 

The  army’s  quarantine  system  was  apparently 
effective  in  1866.  Yellow  fever  broke  out  at  Key 
West,  but  was  confined  to  that  port. 

Quarantine  System  Difficulties 
Only  at  Fernandina  did  the  military  quaran- 
tine system  cause  difficulty  with  local  civilians. 
The  trouble  resulted  partially  from  Dr.  Clay’s 
refusal  to  live  at  the  inspection  station  which 
caused  long  delays  for  vessels  awaiting  his  clear- 
ance. But  there  were  heated  encounters  between 
local  citizens  and  United  States  officials  at  Fernan- 
dina arising  from  other  problems  which  probably 
exacerbated  the  inspection  difficulties.  The  Savan- 
nah firm  of  Clayborn  and  Cunningham  complained 
of  inordinate  delays  of  its  vessels,  but  that  prob- 
lem was  corrected  after  Stonelake  agreed  to  move 
his  residence  to  the  station.  A more  serious  and 
enduring  difficulty  arose  when  the  belligerent  and 
impatient  Captain  James  Tucker  of  the  Sylvan 
Shore,  an  unreconstructed  Confederate,  refused  to 
submit  his  vessel  to  inspection. 

Resentful  of  any  interference  by  military  au- 
thorities and  already  embroiled  with  them  over  a 
question  of  land  titles  in  the  town.  Tucker  cursed 
and  threatened  Stonelake  and  demanded  that  the 
Freedmen’s  Bureau  officer  intervene  with  the 
boarding  surgeon  to  exempt  his  vessel  from  in- 
spection requirements.  Without  authority  in  the 
cqntroversy,  the  Bureau  officer  declined.  The 
steamer  captain  then  threatened  him  with  a phys- 
ical attack  and  declared  that  he  would  not  trans- 


port any  more  government  freight  until  his  ship 
was  exempted  from  the  necessity  of  inspections 
each  time  it  entered  port.  General  Foster  refused 
even  to  consider  Tucker’s  demands  and  expressed 
surprise  that  the  captain  would  “ask  any  indul- 
gence of  this  kind  after  your  insulting  acts,  words 
and  letters  towards  and  to  the  Officers  of  the 
Government  on  duty  in  this  state.”  The  general 
explained  that  the  quarantine  was  in  compliemce 
with  General  Grant’s  express  orders  and  that  “no 
good  citizen  . . . will  . . . complain  of  the  personal 
annoyances  of  himself  when  the  lives  of  many 
citizens  may  be  thus  saved.”’’ 

The  Fernandina  situation  was  exceptional.  No 
similar  difficulties  arose  at  other  ports.  Foster 
complained  that  the  quarantine  system  placed  a 
heavy  burden  on  his  limited  resources,  but  he  rec- 
ognized that  the  “paucity  of  means  of  the  Civil 
authorities”  made  it  difficult  for  them  to  offer 
much  aid.  Local  governing  officials  were  cis  anx- 
ious to  take  over  quarantine  duties  as  Foster  was 
to  give  them  up,  however.  By  late  1866,  Fernan- 
dina, Jacksonville,  and  St.  Augustine  civil  author- 
ities had  assumed  responsibility  for  inspections 
and  quarantines.  When  the  82nd  Colored  Infantry 
was  mustered  out  of  the  service  in  September, 
1866,  Foster  was  left  so  short  of  doctors  that  he 
closed  both  boarding  stations  at  Apalachicola  and 
left  further  responsibility  to  city  officials.  He 
continued  to  man  the  busy  station  at  Pensacola, 
however.® 

Value  of  Quarantine  System 
It  is  difficult  to  evaluate  the  success  of  the 
military  quarantine  system  because  of  its  brief 
duration.  It  undoubtedly  enabled  the  local  officials 
to  resume  the  responsibility  sooner  than  they 
might  otherwise  have  since  all  that  was  required 
of  them  wtis  to  furnish  personnel  for  an  already 
established  system.  That  the  only  yellow  fever 
outbresik  in  the  state  in  1866  weis  contained  at 
Key  West  was  significant.  Yet  epidemics  occurred 
in  1867  at  Tampa,  the  Tortugas,  and  Pensacola, 
all  of  which  still  had  military  quarantine  systems. 
The  latter  two  were  especially  severe.  The  prison 
at  Fort  Jefferson  was  hard  hit.  Dr.  Samuel  A. 
Mudd,  imprisoned  there  for  complicity  in  the  as- 
sassination of  Abraham  Lincoln,  was  subsequently 
pardoned  for  his  courageous  service  during  the 
epidemic.  Pensacola  and  the  nearby  Navy  Yard 
were  brought  practically  to  a standstill  by  the 
fever.  Everyone  who  could  fled  the  city  for 
healthier  localities  and  many  who  remained  died.® 
Perhaps  the  most  important  lesson  learned 
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from  the  military  system  of  1866  was  the  necessity 
of  a statewide  authority  for  controlling  the  disease. 
The  state  legislature  gave  local  governments 
greater  regulatory  powers  in  an  1869  enactment, 
but  because  local  citizens  were  often  reluctant  to 
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commerce,  epidemics  were  sometime^  not  reported 
until  it  was  too  late  to  prevent  them  from  spread- 
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for  a statewide  system  such  zis  that  implemented 
by  General  Foster  and  began  calling  for  enabling 
legislation.  But  the  desire  for  continued  local  con- 
trol was  strong.  The  state  continued  to  suffer  from 
the  disease  until  the  Jacksonville  debacle  of  1888 
finally  spurred  the  legislature  to  create  a state 
board  of  health.  Meanwhile,  the  United  States 
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willingly  withdrew  as  soon  as  those  agencies  could 
take  over.  Local  authorities  thus  acquired  facili- 
ties for  a quarantine  system  without  having  to 
draw  on  their  over-burdened  treasuries. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons; 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


A triumph  over 
i trichomoniasis 

I, The  male  urogenital  tract  is 
! |:by  far  the  main  source  of 
Itijreinfection  in  trichomonal 
(^aginitis. 

J It  follows  that  neglecting 
to  treat  infected  male  partners 
of  women  with  trichomonal 
vaginitis  invites  therapeutic 
failure. 

Just  as  Flagyl  is  the  best 
agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
eradicating  demonstrated 
trichomonal  infection  in  men. 

Because  of  published 
reports  of  consistently  high 
cure  rates— often  up  to  100 
percent— and  a relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  wdth  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 


Flagyr 

metronidazole 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified.  I 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available  ' 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days  i 
and  the  oral  dosage  is  reduced  to  two  , 
250-mg.  tablets  daily  during  the  i 

ten-day  course  of  treatment.  Do  not  use  | 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl  | 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  i 
one  250-mg.  tablet  two  times  daily  ; 
for  ten  days.  Flagyl  should  be  taken  by  i 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male  | 
in  conjunction  with  the  treatment 
of  his  female  partner.  j 

Dosage  Forms:  Oral  tablets  250  mg  ^ 
Vaginal  inserts  500  mg  j 
References  available  on  request.  I 


care  for  the  pair 
in  trichomoniasis 


SEARLE 
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G.  D.  Searle  & Co.,  P.O.  Box  SllO,  Chicago,  Illinois  60680 
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Reprinted  from  . . . 

A Doctor’s  Day  Tribute  . . . 

To  the  public,  a Doctor  is  many  men:  a sadis- 
tic jailor,  or  a barely  adequate  man  who  charges 
too  much,  and — sometimes — an  extension  of  God, 
determining  life  or  death. 

To  his  wife,  he’s  many  things,  too:  late  to 
dinner,  and  so  drained  of  compassion  he’s  an 
empty  shell,  or  an  irritable  one.  And  if  an  emer- 
gency comes  he’s  at  the  patient’s  side,  not  hers. 
But  the  worst  part  is  living  with  the  divinity 
some  patients  ascribe  him.  (And  which  he,  him- 
self, doesn’t  ALWAYS  disclaim.) 

Now  really,  is  a doctor  so  very  special,  even 
partially  divine?  .At  least  divinity  can  be  faulted 
right  away  because  deities  don’t  get  sick,  and 
doctors  do.  This,  itself,  proves  mortal  nature, 
but  especially  when  combined  with  his  attitude 
to  his  own  illness:  colds  are  undiscovered  tumor, 
injections  devices  for  lethal  doses,  and  he  pales 
to  think  of  his  veins  punctured  for  blood  work. 
He  has  had  every  fatal  disease  known  to  man — 
twice.  He  is  SO  human,  in  fact,  he  has  coined  a 
word,  “CROCK”  to  describe  this  behavior  in  his 
patients.  It  would  seem  safe  to  scratch  divinity. 

Still,  he  must  have  SOMETHING  to  command 
the  special  place  he  has  in  society.  Women  love 
him.  Men  tell  him  secret  sins.  And  his  opinion  is 
sought  on  everything  from  Moon  landings  to  the 
state  of  the  economy.  He’s  an  acknowledged 
darling  of  every  party,  and  that’s  certainly  special 
treatment  . . . especially  when  he’s  usually  late  in 
arriving,  and  often  leaves  when  the  affair  is  barely 
started.  Is  ANYONE  so  special  as  to  deserve  such 
continuing  consideration  from  people? 

The  best  evaluation  may  come  from  his  most 
forgotten  side,  his  family.  Do  they  see  him  as 
divine,  special,  overrated?  Well,  to  his  family 
the  doctor  is  a man,  first  and  always — a son, 
a husband  and  a father.  .And  because  he’s  a man, 
he  has  all  the  weaknesses,  the  dreams,  and  all  the 
disappointments  of  every  man.  Yet  THIS  man, 
every  day,  willingly  accepts  the  responsibility  for 
the  lives  of  scores  of  people.  In  fact,  only  the  guy 
himself,  greeting  his  patient  with  a casual  “Hi 
There,”  really  knows  just  how  critical,  just  how 
dangerous  his  work  really  is.  Every  treatment, 
every  disease,  anything  missed  COULD  turn  to 
fatality.  That’s  quite  a thing  to  do,  voluntarily. 


.Absolute  responsibility  seldom  comes  to  most 
of  us,  and  if  it  does,  it’s  almost  always  unsought. 
Yet,  by  choice,  it’s  the  way  of  life  for  a physician. 
It’s  a rare,  particular  kind  of  courage  that  causes 
a man,  aware  of  the  odds  and  knowing  his  own 
frailties,  to  assume  such  responsibility  every  day. 
There  isn’t  enough  money,  and  there  aren’t 
enough  honors  to  make  a man  live  like  that.  In 
fact,  it  takes  a lot  of  quiet  courage  to  just  start  the 
day,  some  mornings.  And  the  only  way  he  can  let 
down,  even  a little,  is  to  leave  town  and  be  known 
simply  as  “Mr.”  for  awhile.  So,  our  doctors 
ARE  special,  alright,  and  it  shows.  That  kind  of 
courage  stuck  on  a man  leaves  a mark. 

The  next  time  you  see  your  doctor,  take  a 
good  look  at  him.  A'ou’ll  see  that  his  eyes  are 
alert  and  clear.  You’ll  notice  that  his  hands  are 
sure  and  graceful.  But  look  again,  and  remember 
the  courage  he’s  covering,  and  you’ll  see  a face 
touched  by  God. 

Mrs.  N.  Harry  Carpenter 
Fort  Lauderdale 

Reprinted  from  The  Record,  Broward  County  Medical  Associ- 
ation, April  1971. 


SOUL  SEARCHING 

The  pretty  periwinkle,  pulverized,  may  stifle  the 
growth  of  a cancer; 

So  also  may  the  condensate  of  a simple  yeast. 
Corrosive  vapors  which  once  choked  opposing 
armies,  when  liquefied,  are  likewise  useful. 
Life  is  the  justification  for  man’s  relentless  quest 
And  on  this  premise  much  is  gambled. 

Yet  there  remain  questions — 

Spirits  which  prolong  life 

Sometimes  wreak  havoc  through  innocent  parts 
Sparing  little  anguish. 

Life  implies  quality  as  well  as  quantity; 

Extending  it  is  a noble  endeavor 

But  prolonging  death  is  selfish  and  inhumane. 

Judgment  should  not  succumb  to  panegyrics. 

Hope,  our  most  precious  commodity 

^fust  be  neither  compromised  nor  profaned. 

— .A.  L.  Lieber,  M.D. 
Miami  Beach 
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Book  Reviews 


The  Face  in  Genetic  Disorders  by  Richard  M. 
Goodman,  M.D.  and  Robert  J.  Gorlin,  D.D.S.,  M.S.  Pp- 
169.  Price  S19.00.  St.  Louis,  The  C.  V.  Mosby  Company, 
1970. 

At  what  point  doe?  a funny  face  become  a 
pathognomonic  facies?  How  many  of  us  represent 
formes  friistres  of  genetic  disorders?  What  is  a 
“normal”  face?  These  questions  occurred  to  the 
reviewer  after  reading  “The  Face  in  Genetic  Dis- 
orders” which  is  a slim,  but  tall,  volume  depicting 
75  syndromes  of  altered  morphogenesis.  They  run 
from  Achondroplasia  to  XO  Turner’s  syndrome 
under  which,  surprisingly,  there  is  no  reference  to 
Male  Turner’s  syndrome,  now  a respectably  estab- 
lished entity. 

Each  s\mdrome  is  briefly  described  on  one  page 
under  the  headings:  Historical  Note,  Facial  Fea- 
tures, Other  Clinical  Features,  Diagnosis,  Basic 
Defect,  Genetics,  Prognosis  and  Treatment.  The 
style  is  telegraphic  and  a set  of  references  is 
listed  for  each  disease. 

Cursory  and  painless  browsing  in  this  book 
should  help  an  alert  physician  cull  the  occasional 
rare  syndrome.  In  a lifetime  he  is,  of  course,  un- 
likely to  encounter  all  of  these  disorders  in  the 
flesh  because  they  represent  the  combined  findings 
of  dozens  of  contributors  in  various  countries. 
The  276  photographs  are  all  of  e.xcellent  quality 
although  only  four  are  in  color.  For  some  une.x- 
plained  reason  genitalia  have  been  scrupulously 
masked  out  in  all  full  body  photographs.  Are  the 
authors  perhaps  saving  these  pictures  for  a com- 
panion volume? 

The  eponyms  of  many  of  these  syndromes  are 
not  on  the  tip  of  everyone’s  tongue:  e.g.,  Witkop- 
von  Sallmann’s  syndrome  or  Touraine-Solente- 
Gole  syndrome.  Fortunately,  most  are  identified 
by  their  descriptive  names  as  well,  ^^'ere  they  all 
as  simple  as  Kinky  Hair  Disease  or  Whistling 
Face  syndrome  we  should  all  be  syndrome  pundits 
in  no  time.  Whether  eponym  or  descriptive  name 
gets  preference  seems  to  depend  on  the  caprice 
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of  the  authors.  Thus  we  find  “Apert’s  syndrome” 
(Acrocephalosyndactyly),  and  “Lesch-Xyhan  syn- 
drome” (Juvenile  gout  with  self-mutilation  and 
choreoathetosis),  but  “Progeria”  (Hutchinson- 
Gilford  s}mdrome),  and  “Ataxia-telangiectasia” 
(Louis-Bar  syndrome). 

very  rewarding  section  is  the  seventeen  page 
“Introduction  to  Genetic  Inheritance  and  Coun- 
seling” which  reviews  basic  principles  and  brings 
the  reader  up  to  date.  Even  the  most  recent  grad- 
uate cannot  fail  to  be  impressed  with  the  list  of 
no  less  than  121  X linked  disorders! 

Unhappily  there  is  no  index;  therefore,  while 
the  book  is  a useful  reference  work  for  looking 
up  the  features  of  a specific  syndrome,  the  con- 
verse does  not  apply.  There  is  no  means  of  iden- 
tilAdng  a constellation  of  unusual  anatomical  fea- 
tures as  a syndrome;  however  odious  comparisons 
may  be,  one  cannot  but  call  to  mind  the  excellent, 
cross-referenced  index  to  be  found  in  “.Atlas  of 
Mental  Retardation  Syndromes”  which,  thanks  to 
an  HEW  subsidy,  costs  only  S5.50. 

CoLix  Kend.all,  M.D. 

Temple  Terrace 


WIDOW 

You  had  your  mate  plucked  from  you 
While  both  were  in  the  prime. 

It’s  not  fair  to  have  to  be  alone. 

Xow,  looking  older  than  you  are 
You  come  around  a lot 

-And  do  nice  things  for  people  you  hardly  know. 
Loneliness  burns,  pervades,  dissects 
-Aches  and  hurts 

-And  finally,  becomes  a way  of  life. 

— -A.  L.  Lieber,  AI.D. 
Aliami  Beach 
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Macular  Diseases  by  J.  Donald  M.  Gass,  M.D.  Pp. 
232.  Illustrated.  Price  $48.50.  St.  Louis,  The  C.  V.  Mos- 
by  Company,  1970. 

At  last!  A clear,  well-written  classification  and 
description  of  macular  disease.  In  this  excellent 
book,  Dr.  Gass  gives  a lucid  description  of  the 
normal  macular  structure  and  explains  how  this 
relates  to  normal  angiographic  findings.  He  then 
gives  us  a brilliant  portrayal  of  the  changes  occur- 
ring in  macular  disease,  elucidating  them  with 
angiographic  findings  in  each  case.  The  accom- 
panying stereoscopic  photographs  are  crystal  clear 
and  well  chosen,  giving  powerful  emphasis  to  the 
written  text. 

The  chapter  on  choroidal  disease  causing  dis- 
ciform detachment  of  the  macula  is  especially  ex- 
citing. The  pathogenesis  and  progress  of  this 
disorder  is  superbly  described  and  depicted. 

This  book  gives  new  insight  into  what  were 
previously  puzzling  and  unexplainable  ophthalmo- 
scopic changes.  Macular  Diseases  deserves  the  at- 
tention of  all  physicians  concerned  with  visual 
acuity.  A real  joy  to  read! 

Cecil  C.  Beehler,  M.D. 

Fort  Myers 


Selective  Bibliography  of  Orthopaedic  Surgery. 

2nd  Ed.  By  the  .\merican  .Academy  of  Orthopaedic  Sur- 
gery. Price  $7.25.  St.  Louis,  The  C.  V.  Mosby  Company, 
1970. 

The  new  second  edition  of  “Selective  Bibliog- 
raphy of  Orthopaedic  Surgery,”  is  an  expanded, 
enlarged,  revised,  and  generally  more  impressive 
version  of  the  old.  The  purpose  “to  make  it  easier 
for  those  with  an  interest  in  orthopaedic  surgery 
to  select  references  pertaining  to  a specific  sub- 
ject.” 

The  preface  explains  that  6,000  new  references 
were  reviewed  in  addition  to  the  old  material,  and 
only  the  best  were  selected.  The  best  being  the 
clearest,  most  up-to-date  and  complete.  Preference 
was  given  to  articles  that  had  better  bibliographies 
for  cross  referencing.  A basic  science  section  is 
added  in  this  addition  and  the  pages  increased 
from  79  to  114.  The  references  range  in  age  from 
the  1920’s  to  the  late  ’60’s.  Not  all  the  references 
listed  are  in  English  and  some  may  be  hard  to  find 
in  the  average  hospital  library  but  this  is  the  place 
to  start  looking. 

Joel  P.  Kallan,  M.D. 

Miami 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


Guides  to  the  Evaluation  of  Permanent  Impair- 
ment by  the  Committee  on  Rating  of  Mental  and  Phys- 
ical Impairment  of  the  .American  Medical  .Association.  Pp. 
164.  Price  $5.  Copyright,  Chicago,  .American  Medical 
.Association,  1971. 


Brands,  Generics,  Prices  and  Quality  by  PM.A.  Pp. 
118.  Price  $1.00.  Washington,  D.  C.,  Pharmaceutical 
Manufacturers  .Association,  1971. 


Fifth  Conference  on  War  Surgery,  Tokyo,  Japan, 
March  29-.April  2,  1971.  Pp.  73.  Copies  available  from 
CINCP.AC,  .Attn:  Surgeon,  FPO  San  Francisco,  California 
96610. 


Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Techniques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


Medical  Parasitology  by  J.  Walter  Beck,  B.S.,  M.S., 
Ph.D.  and  Elizabeth  Barrett-Connor,  B..A.,  M.D.,  D.C.M.T. 
(London).  Pp.  210.  Price  $10.75.  150  illustrations.  St. 
Louis,  The  C.  V.  Mosby  Company,  1971. 


Handbook  of  Clinical  Dermatoglyphs  by  Musallam 
S.  Elbualy  and  Joan  D.  Schindeler.  Pp.  64.  Price  $6.95. 
Coral  Gables,  University  of  Miami  Press,  1971. 


Synopsis  of  Pediatrics  by  James  G.  Hughes,  M.D. 
Pp.  1141.  Illustrated.  Price  $14.50.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 


Handbook  of  Obstetrics  and  Gynecology  by  Ralph 
C.  Benson,  M.D.  Illustrated  by  Laurel  V.  Schaubert.  Pp. 
774.  Price  $6.50.  Los  Altos,  Lange  Medical  Publications, 
1971. 


Speech  Pathology  by  William  H.  Perkins,  Ph.D.  Il- 
lustrated. Pp.  449.  Price  $11.75.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 
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itroducin^ 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom' Health  History  System  .. 
provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


--  a simpj 
complete  j 
Permits  X; 


Rocom  Medical  Record  System 

but  comprehensive  method  for  keeping  a 
record  on  every  one  of  your  patients, 
to  review  a patient's  medical  history  in  secondsj 
and  retrieve  information  quickly.  Can  be  used  wAj 
the  "problem-oriented"  method  of  keeping  patientj 
records.  Color  coding  eliminates  the  likelihood] 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  diseasj| 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medi.lj 
Record  System  helps  protect  your  good  name. 


.new  Rocom  Medical  Management  System*  can 
you  provide  better  care  for  your  patients 
I at  the  same  time,  make  better  use  of  your 
ce  time.  In  designing  these  products 
.reds  of  doctors,  nurses  and  receptionists 
consulted  about  their  particular  office 
lems;  and  more  than  two  years  of  development 
,r  actual  office  conditions  proved  that  they 
ally  do  help  solve  these  difficulties 
out  upsetting  existing  routines, 
component  deals  with  a specific  problem 
, --  health  histories,  medical  records,  the 
phone,  and  scheduling  appointments.  They 
;be  employed  alone,  in  various  combinations, 

• referably,  as  the  complete  Rocom  Medical 
;gement  System,  depending  on  your  own  office 
. ation. 

I.  physicians  --  whether  they  practice  alone 
■ ith  a group  --  will  find  one  or  more  of 
le  components  useful.  You  are  invited  to 
) in  additional  information  about  the  Rocom 
ucal  Management  System  by  sending  us  the 
! mpanying  coupon. 


ROCOIVf  <=> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

I I Health  History  ^ Medical  Record 

I I System  [J  System 

□ Telephone  System  Appointment  System 

Name  Specialty 

Street 


City  State 


Please  do  not  forget  Zip  Code 


[lom  Telephone  System  ..  a complete 
em;  one  that  can  be  understood  quickly 
^*'Jf;our  newest  office  aide;  one  that  permits 
^‘■0’  staff  to  answer  specific  patient  questions 
'^’^1  confidence:  one  that  will  make  your 
^*^i(;tice  more  productive  by  assuring  that  you 
'“‘ir-  interrupted  only  when  you  think  it 
>l’‘te5ssary . Self-adhesive  backing  assures  that 
•"J  incoming  calls  can  become  part  of  the 
■fe.ent's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


1. 


•Created  and  developed  by  Patient  Care  Systems,  Inc. 


I 
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In  the  coronary  ischemic 
patient  on  cerebral  or* 
peripheral  vasodilator  therapy 

, no  treatment 
conflict 


VASOdLAN 

SOXSUPR 

the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 


• complications  in  the  treatment  of  diabetes 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'^''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement'  ''  and  observation  of  clinical  improvement.'’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud's  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References : ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M.:  Angiology  7/:190-I92  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  (3)  Dhry-  __  , , 

miotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res;  i^:124-128  R^pOlf  |T1 
(April)  1962.  (4)  Whittier,  J.  R. : Angiology  75 :82-87  (Feb.)  1964.  IwlUOU  1 1 1 Ci_J  1 1 
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Southern  Medical 
Association 

Cordially  Invites 
All  Florida  Physicians 
To  Attend  The 

65  th 

ANNUAL  MEETING 

NOVEMBER  1-4,  1971 
HOTEL  FONTAINEBLEAU 

A complete  scientific  meeting — twenty-one  specialty 
sections  sharing  a unique  inter-disciplinary  experience. 

NO  REGISTRATION  FEE 

For  information  contact:  SOUTHERN  MEDICAL  ASSOCIATION,  2601  Highland  Avenue,  Birmingham.  Alabama  35205 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furann^Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodan  hydro- 
chloride dissolved  in  wafer-soluble,  nondrying,  hygroscopic 
polyethyleneglycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
medio  and  otomycosis.  In  otitis  medio,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact, 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  octive  against 
a variety  of  gram-posifive  and  gram-negafive  organisms.  Acfivity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  octive  against  Candida  (Monilia)  albicons. 


Precautions:  Sensitizotion  moy  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externo.  To  minimize 
such  reactions  (o)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparafion  is  not  indicoted  for  use  in  freafment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Originotors  and  Developers  of  The  Nitrofurons 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Compony 
NORWICH,  NEW  YORK  13815 
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To  the  Editor: 

I read  with  interest  the  reprint  from  the  Presi- 
dent’s Page,  The  Record,  Broward  County  Medi- 
cal Association,  April  1971,  which  was  carried  in 
the  June  Issue  of  the  Journal.  I am  distressed  by 
two  of  the  points  that  Dr.  Gutman  made  in  his 
editorial. 

Firstly,  the  keeping  of  a roster  of  suit-prone 
patients  will  be  seized  upon  by  the  active  plain- 
tiffs’ attorneys  in  this  area  as  yet  another  example 
of  the  monolithic  medical  community  den}dng 
needed  care  to  one  more  disadvantaged  segment 
of  our  citizenry.  The  Sherman  Anti-Trust  .Act  will 
be  flourished  at  the  Broward  County  Medical 
.\ssociation  or  any  other  component  society  that 
carries  out  this  practice  as  an  association  policy.  I 
am  confident.  .And,  after  the  trial  attorneys  have 
had  their  day,  the  consumer  advocates  will  have 
theirs  as  well  in  the  local  press  to  be  sure. 

Secondly,  when  Dr.  Gutman  characterizes  the 
the  “accusations”  of  the  .AM.A  Judicial  Council 
a.'^  oblique  as  well  as  unjustified,  he  seems  to  be 
even  more  insensitive.  One  has  only  to  observe 
that  some  few  members  of  our  profession  seem  to 
be  impelled  by  a belief  that  if  something  is  legal, 
it  is  ethical;  that  if  something  is  good  business 
practice,  it  is  good  medical  practice;  or,  if  a 
third  party  pays  for  something,  it  is  conscionable; 
to  be  aware  of  the  dire  necessity  for  the  .AM.A 
Judicial  Council  to  offer  guidance  or  criticism  in 
these  matters.  My  personal  belief  is,  and  I speak 
only  as  an  individual  practitioner  offering  personal 
care  to  individual  patients,  that  all  too  often  some 
physicians  in  the  midst  of  increasing  demands  for 
their  services  are  led  far  astray  from  established 
principles  by  their  business  managers,  corporations 
counsel,  ■ or  financial  advisors  to  their  ultimate 
diminution  as  doctors  of  medicine.  Such  views  as 
I have  expressed  here  may  be  characterized  as 
antedeluvian  by  many,  constipated  by  the  analyti- 
cal, or  even  whimsical  by  the  tolerant,  but  I feel 
that  the  Journal  is  the  place  for  offering  such  dif- 
ferences of  opinion.  I tender  this  letter  in  that 
spirit. 

Rich.ard  C.  Dever,  M.D. 

Miami 
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Dear  Editor:  In  Protest  .Against  Dr.  Zellner, 
.Apologia 

Dr.  Zellner’s  apology  for  the  Social  Securit 
.Administration  recorded  in  the  Alarch  1971  Joui 
nal  must  not  go  unchallenged.  To  remain  silen 
would  mean  that  we  acquiesce  to  the  Social  Secu: 
rity  .Administration’s  injustices  against  physician] 
and  that  might  encourage  additional  incursions.  i 

In  his  lucid  sympathetic  portrayal.  Dr.  Rober 
Zellner  placidly  accepts  the  injustice  imposed  b\ 
the  Social  Security  .Administration  upon  the  physi , 
cians  of  Florida  when,  under  Alyth  #5  he  states 
“.  . . SS.A  on  its  own  initiative  . . .”  ordered  thei 
lower  percentile  for  payments.  He  refers  here  to“ 
the  Social  Security  .Administration’s  decision  to 
reduce  the  maximum  allowance  in  the  doctors’  fees! 
from  the  83rd  to  the  75th  percentile.  ] 

Under  Myth  :^8,  Dr.  Zellner  again  justifie.' 
Social  Security’s  monstrously  unjust  decision  toj 
stop  ^Medicare  assignment  payments  to  the  395 
Florida  physicians  earmarked  for  Peer  Review. : 
He  indicates  that,  for  some  reason,  the  Social 
Security  .Administration  was  unsuccessful  in  its  i 
attempts  to  go  directly  to  physicians  and  ask  for  | 
return  of  so-called  overpayments.  It  is  curiously  , 
self-condemning,  for  he  indicates  that  we  physi- 
cians of  the  Florida  Medical  .Association,  we,  have  ^ 
facilitated  and  perpetuated  an  injustice  (i.e.,  mora-  i 
torium  on  payments  prior  to  Peer  Review)  rather 
than  vigorously  protesting  it. 

If  the  pages  of  the  Florida  Aledical  Journal  : 
are  to  record  apologia  for  federal  injustices  under 
the  name  of  a most  respected  leader  of  Florida  , 
Medical  .Association  and  the  Florida  Blue  Shield, 
if  this  is  to  happen, — is  not  organized  medicine 
and  our  future  in  great  jeopardy?  i 

Everett  Shocket,  AI.D.  | 
Mi.ami  Be.ach  li 

This  letter  was  referred  to  the  author  of  the  article 
in  question. 
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Dr.  Shockets’  letter  was  referred  to  the  author  of  the 
article  in  question,  who  offers  the  followin<r  reply. 


Dear  Everett: 

I appreciate  very  much  your  letter  and  the 
accompanying  “Letter  to  the  Editor”  protesting 
my  article  “The  Many  INIj^ths  of  Medicare.”  All 
I have  received  so  far  have  been  complimentary 
letters  of  agreement  and  I am  realistic  enough  to 
- know  that  nothing  is  that  good.  You  have  proved 
: my  faith  in  human  nature. 

I am  astonished,  however,  at  jmur  reasons  for 
I disapproval.  Since  receiving  your  letter  I have 
reread  the  article  and  how  anybody  could  regard 
it  as  an  apology  for  SSA  or  as  approval  of  their 
I actions  is  a mystery  to  me.  i\Iy  attitude  toward 
; Medicare  was  summarized  in  the  last  paragraph 
of  my  article.  I do  not  approve  of  the  reduction 
I of  the  percentile  from  83  to  75  so  long  as  the 
! government  purports  to  pay  usual  and  customary 
I fees,  which  it  does  not  and  which  I thought  my 
article  made  clear.  I am  realistic  enough  to  rec- 
ognize that  this  was  inevitable  and  to  expect 
further  attempts  to  reduce  costs  by  curtailing 
l>hysicians’  fees. 

I 

I refuse  to  accept  government  control  of  my 
own  practice;  therefore,  I do  not  accept  Medicare 
' assignments  and  I have  no  personal  interest  in 
what  percentile  the  government  pays.  I deal  di- 
rectly with  my  patients,  help  them  collect  any 
benefits  to  which  they  are  entitled  and  then  have 
them  deal  directly  with  the  government.  This  way 
my  patients  always  know  that  I am  working  for 
them  and  not  for  the  government. 

As  your  representative  on  the  Blue  Shield 
Board  of  Directors,  I am  concerned  myself  in 
behalf  of  those  doctors  who,  in  my  opinion  mis- 
I guidedly,  accept  assignments  by  protesting  vigor- 
^ ously  any  and  all  unilateral  action  by  SSA. 


I 

■ 

I 


1 
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Insofar  as  Myth  #8  is  concerned,  again  I am 
amazed  that  you  could  conclude  that  my  explana- 
tion of  why  SSA  has  stopped  payments  to  certain 
doctors  to  being  approval  of  their  so  doing.  I am 
convinced  that  this  action  is  illegal  and  I hope 
that  some  doctor  whose  payments  have  been  sus- 
pended will  sue  SSA,  then  maybe  the  air  will  be 
cleared.  You  may  be  interested  in  knowing  that 
because  of  the  continued  vigorous  protest  by  Blue 
Shield  it  now  appears  that  this  ruling  will  be 
significantly  softened,  which  will  help  until  the 
whole  business  is  tested  in  court. 

There  have  been  some  doctors  who  have  taken 
Medicare  as  an  invitation  to  larceny.  We  do  our 
profession  a grave  disservice  to  pretend  that 
everyone  with  an  M.D.  degree  is  an  Honest  John. 
As  a taxpayer,  I would  object  strenuously  if  the 
government  took  no  action  to  conserve  my  hard- 
earned  money  from  rank  misuse  as  well  as  from 
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fraud  whether  it  be  in  buying  napalm,  shoes,  or 
medical  services.  Such  cases  have  occurred  here 
in  Florida  and  can  be  readily  documented.  There 
is  one  of  two  ways  that  the  government  can  ex- 
ercise some  control  over  costs:  by  adopting  a 
fixed  fee  schedule  or  by  paying  a reasonable  ap- 
proximation of  usual  and  customary  fees  with 
peer  review  of  the  unusual.  The  medical  profes- 
sion has  almost  unanimously  rejected  the  idea  of 
a fixed  fee  schedule.  Since  we  have  insisted  on 
the  usual  and  customary  fee  concept,  we  have  to 
accept  the  responsibility  for  determining  what 
that  is.  This  means  peer  review,  which,  inciden- 
tally, the  law  requires.  It  is  merely  a matter  of 
who  does  it;  a government  employee  or  our 
fellow  practitioners.  I am  willing  to  oppose  but 
not  just  for  opposition’s  sake,  and  I would  like 
to  offer  some  better  alternative  to  that  which  I 
oppose.  I am  open  to  suggestions. 

iMay  I invite  you  to  reread  the  article.  You 
somehow  missed  the  point  I had  in  writing  it;  to 
give  information  about  a frequently  misunder- 
stood gigantic  federal  bureaucracy,  not  to  indicate 
approval  of  how  it  operates. 

I do  appreciate  }’our  comments.  I feel  that 
there  is  a big  communication  gap  somewhere 
along  the  line  and  only  by  openly  discussing  our 
differences,  both  real  and  imaginary,  can  we  un- 
derstand each  other. 


Robert  E.  Zellner,  iM.D. 

Orlando 


To  the  Editor: 

Two  articles  published  in  recent  issues  of  the 
Journal  of  the  Florida  iMedical  Association  have 
highlighted  problems  that  specialists  have  had  in 
dealing  with  Medicare.  On  the  “President’s  Page” 
of  the  January  issue  of  1971  appears  the  state- 
ment, “Florida  iMedicine  had  another  govern- 
mental edict  shoved  down  its  throat  a few  weeks 
ago.  SS.A  told  Blue  Shield  they  must  start  paying 
on  a dual  fee  basis.  The  FMA  policy  on  the  sub- 
ject has  been  clear  for  many  years;  FMA  opposes 
a dual  fee  schedule.”  The  other  article  of  interest 
was  “The  iMany  Myths  of  ^Medicare”  by  Dr. 
Robert  Zellner  in  the  March  1971  issue  of  the 
Journal.  Dr.  Zellner  states,  “The  Medicare  law 
from  the  beginning  has  required  that,  where  feas- 
ible, specialists’  fees  be  taken  into  consideration 
separately  in  establishing  profiles  for  establishing 
Medicare  allowances.  Recently,  Blue  Shield  was 
directed  to  implement  this  requirement.  The  FMA, 
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Blue  Shield  and  numerous  other  medical  organiza- 
tions have  rejected  the  idea  of  dual  fee  schedules.” 
I must  agree  that  both  of  these  articles  are 
correct  in  stating  that  a dual  fee  schedule  is 
undesirable.  In  my  opinion,  the  reason  for  this 
is  that  any  fee  schedule  is  undesirable.  Certamlj', 
our  experiences  with  the  Florida  Industrial  Com- 
mission would  bear  this  out,  and  we  should  con- 
tinue to  resist  fee  schedules  in  general ; how- 
ever, there  is  another  aspect  to  the  problem  which 
has  been  too  long  ignored  by  the  Florida  IMedical 
.‘\ssociation.  I am  a specialist,  and  patients  come 
to  me  because  I am  a specialist.  As  such,  I have 
spent  many  more  years  in  acquiring  special  knowl- 
edge and  skills,  I have  a greater  depth  and  breadth 
of  experience,  and  I devote  more  time  to  each 
individual  patient  than  the  nonspecialist.  For 
these  reasons,  I believe  I should  receive  a higher 
fee  for  a particular  service  than  the  nonspecialist 
receives  for  that  service.  Furthermore,  the  Medi- 
care law  provides  for  higher  fees  for  specialists. 
Yet  specialists  have  been  unable  to  induce  Blue 
Shield  to  follow  the  law  and  pay  their  fees  because 
representatives  of  their  own  association  have  gone 
out  of  their  wa\'  to  interfere.  The  Blue  Shield 
Board  and  the  officers  of  the  Florida  Medical 
Association  have  done  a grave  disservice  to  the 
very  large  number  of  medical  and  surgical  special- 
ists practicing  in  Florida. 

R.ALPH  Slonim,  M.D. 

Mi-ami 


Convention 
Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 

QUALITY  BOOK  PRINTING 
' PUBLICATIONS  BROCHURES 

HATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Soft  Contact 
Lens  Developed 

Extensive  research  involving  use  of  a new  soft  i 
contact  lens  for  correction  of  visual  defects  and  I 
treatment  of  eye  diseases  has  won  a national 
award  for  a University  of  Florida  ophthalmologist. 

Dr.  Antonio  R.  Gasset,  chief  resident  and  in- 
structor in  ophthalmology  with  the  University’s 
College  of  Medicine,  is  first  recipient  of  the 
award,  to  be  given  annually  by  the  Rudolph 
Ellender  ^Medical  Foundation  in  Houma,  La.  for 
outstanding  achievements  in  ophthalmology. 

Cuban-born  Dr.  Gasset  was  cited  particularly 
for  his  clinical  research  using  a soft  hydrophilic 
contact  lens  manufactured  by  the  Griffin  Com- 
pany. In  cooperation  with  Dr.  Herbert  E.  Kauf- 
man, professor  and  chairman  of  the  department 
of  ophthalmology',  he  has  used  the  new  lenses  in 
treating  numerous  patients  with  a variety  of  cor- 
neal diseases. 

Dr.  Gasset  reports  the  lenses  have  produced 
especially  favorable  results  in  erasing  corneal 
irregularities  and  in  treating  bullous  keratopa- 
thy, the  drying  syndromes,  corneal  ulcers  and 
other  corneal  conditions  needing  protection. 

“Used  zis  bandages,  the  most  remarkable  and 
significant  aspects  of  these  lenses  is  their  safety- 
factor,”  reported  Dr.  Gasset.  “For  example, 
when  placed  on  corneas  with  large  bullae  (blis- 
ters) and  corneal  swelling,  the  lenses  do  not 
break  the  bullae  or  cause  ulceration.  They  can 
be  worn  on  corneas  with  scars  and  other  irregu- 
larities without  causing  ulceration,  and  are  tol- 
erated so  well  that  many  patients  wear  them  24 
hours  a day  for  weeks  or  months  without  remov- 
al,” he  added. 

He  noted  that  another  remarkable  property  of 
this  lens  is  its  ability  to  take  up  medication  and 
release  it  to  the  eye  . . . providing  a medicating 
effect  over  a long  period  of  time.  Studies  to  eval- 
uate effects  of  the  Griffin  lens  on  the  action  of 
medication  instilled  into  the  eye  were  conducted 
in  both  animals  and  humans. 

Manufactured  from  a hydrophilic  plastic  Bio- 
nite,  the  Griffin  lens  has  a very  high  water  con- 
tent (about  55  per  cent  of  its  body-Aveight) 
making  it  considerably-  heavier  than  the  conven- 
tional hard  lens.  The  almost  instantaneous  com- 
fort of  the  softer  lens  makes  trial  lens-testing 
much  easier  than  with  the  hard  lenses. 

Dr.  Gasset  has  been  associated  with  the  L'ni- 
versity  of  Florida  College  of  Medicine  since 
1968. 
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(dieriiyiptx>pion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  coution  in 
potients  with  severe  hypertension  or  severe  cardiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diefhylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  Incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occosionoily  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety, 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported,  in  o few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular  effects  reported  Include  ones  such  os  tochycardlo,  precordial  pain, 
orrhythmio,  palpitation,  and  Increased  blood  pressure.  One  published  report] 
described  T*wave  chonges  in  the  ECG  of  a heoithy  young  mole  after  Ingestion  of 
diethylproplon  hydrochloride;  this  was  an  isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticorio,  ecchymosis,  ond  erythema.  Gosfrointesfinol  effects  such  os  diarrheo, 
constipation,  nausea,  Vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reoctlons  hove  been  reported  by  physicions.  These  Include  complaints  such  as  dry 
mouth,  heodoche,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
doily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditlonol  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not  i 
recommended.  T-to7/4/?j/u  s patent  no  a.ooi.sio  )! 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC  L 

PHILADELPHIA.  PENNSYLVANIA  19144  !i 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patieTits  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed toblet  contains;  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  orteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  controlndl- 
coted  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophyiline  may  produce  intestinai  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meai 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophyiline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


The  Advantages  and  Needs 
for  Peer  Surveillance  of  Health  Care 

H.  Phillip  Hampton,  M.D. 


The  adequacy  of  delivery  and  economy  of 
expenditures  for  health  care  are  the  current  na- 
tional health  issues  demanding  action  by  this 
session  of  Congress. 

Total  health  care  expenditures  in  1970  of  70 
billion  dollars  or  7%  of  the  Gross  National  Prod- 
uct when  compared  to  the  1950  expenditures  of 
12  billion  dollars,  or  4%  of  the  Gross  National 
Product,  indicates  the  rapidly  increasing  demand 
and  expenditures  for  modern  health  services. 

In  the  ptist  20  years,  the  three  major  methods 
of  financing  personal  health  care  have  demon- 
strated distinct  trends:  (1)  a steady  decline  in 
private  postpayment  (out-of-pocket);  (2)  an  ap- 
preciable gain  in  private  prepayment  (health 
insurance)  to  1965  and  since  then  a relative 
decrease;  (3)  since  1965,  a very  rapid  increase  in 
public  expenditures  (tax  funds).  In  1970,  the 
sources  of  payment  for  personal  health  care  were 
approximately  40%  tax  funds,  20%  private  insur- 
ance and  40%  out-of-pocket  (Fig.  1). 

Proposed  Health  Care  Plans 

Proposals  for  financing  future  health  care  sys- 
tems emphasize  either  private  health  insurance  or 
tax  funding  and  range  from:  (1)  achieving  almost 
universal  voluntary  comprehensive  health  insur- 
ance through  tax  incentives  for  private  funding  of 
health  insurance  by  business  and  individuals  and 
using  tax  payment  of  premiums  only  for  the  poor 
to  (2)  a totally  tax-supported  and  government 
supervised  health  care  system  for  all. 

The  first  proposal  envisions  building  on  and 
improving  the  present  system  of  payments  by 
private  health  insurance  coverage  for  health  care 
needs  and  an  evolutionary  adaptation  of  present 
health  care  delivery  methods  appropriate  to  com- 
munity needs.  The  second  proposal  mandates  a 
revolutionary  change  to  total  tax  support  for 
health  care  financing  and  government  direction 
and  supervision  of  delivery. 

Those  physicians  who  favor  the  public  tax 


Presented  before  the  Kansas  Medical  Association’s  Annual 
Meeting,  May  12,  1971. 


method  of  financing  all  future  health  care  need  do 
nothing  but  await  congressional  action  and  govern- 
ment direction  of  the  health  care  delivery  system. 
But,  those  physicians  who  are  convinced  that 
substantial  private  funding  of  comprehensive  vol- 
untary health  insurance  will  provide  the  best  na- 
tional method  for  future  support  of  health  care 
delivery  are  logically  obligated  to  cooperate  in  the 
development  of  alternative  systems  of  health  care 
delivery  appropriate  to  community  needs,  and  to 
participate  in  achieving  truly  effective  peer  sur- 
veillance. A health  delivery  system  which  leaves 
large  segments  of  the  population  without  adequate 
care  will  not  be  long  endured  and  an  uncontrolled 
financing  method  will  not  long  survive. 

Increasing  Demand  for  Health  Care 

Recent  scientific  advances  which  dramatically 
improved  the  effectiveness  of  modern  medical  care, 
and  the  use  of  third  parties  to  finance  health  care 
have  contributed  in  large  measure  to  the  rapidly 
increasing  demand  and  expenditures  for  health 
care. 

In  1970,  there  were  billion  individual 
physician-patient  encounters  in  the  United  States 
— 40  million  in  Florida — and  nationally  over  30 
million  people  were  admitted  to  hospitals.  In  the 
same  year  over  3/5  of  the  costs  of  health  care 
were  paid  by  third  parties  and  not  directly  by  the 
patient.  Over  95%  of  institutional  admissions  re- 
quired submission  of  a detailed  report  to  a third 
party  for  payment  and  almost  50%  of  physician- 
patient  encounters  required  a detailed  statement 
for  payment. 

Any  future  national  system  for  the  manage- 
ment of  health  care  expenditures  or  surveillance 
of  medical  care  delivery  will  require  the  recording 
and  analysis  of  about  2 billion  individual  physi- 
cian-patient encounters  a year.  A task  of  this  mag- 
nitude can  be  accomplished  only  with  systematic 
use  of  modern  communication  and  electronic  data 
processing  methods. 

Management  of  health  care  expenditures  is  a 
responsibility  of  the  patient’s  financing  or  insuring 
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Trends  In  Financing  Health  Care 


YEARS 


agent.  Surveillance  of  quality  and  appropriateness 
of  health  care  delivery  is  an  obligation  of  physi- 
cians. Efficient  management  of  financing  and  ef- 
fective surveillance  of  delivery  are  essential 
requirements  for  success  of  a health  care  system 
financed  through  insurance  and  delivered  by  a 
variety  of  methods  which  will  provide  maximum 
opportunity  for  freedom  of  choice  for  both  the 
patient  and  physician. 

To  accomplish  this  monumental  task,  we  must 
develop  a plan  to  improve  the  management  of 


health  insurance  and  the  surveillance  of  medical 
care  delivery  designed  to  preserve  and  improve 
the  avciilability  of  the  basic  unit  of  medical  care— 
the  individual  patient-physician  encounter. 

Current  Third  Part)  Fiscal  Management 
The  essential  transaction  of  the  basic  medical 
care  unit  is  based  on  the  encounter  agreement  that 
physicians  are  responsible  for  providing  services 
and  patients  are  responsible  to  pay  costs.  Quality 
and  propriety  of  medical  ser\ices  rendered  have 
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traditionally  been  physician  responsibilities  and  he 
has  been  obliged  to  keep  medical  encounter 
records. 

To  aid  the  financing  of  modern  health  care, 
economic  demand  has  created  third  party  payment 
plans  in  the  form  of  voluntary  health  insurance 
for  the  majority  and  tax  supported  health  care 
programs  for  the  poor,  some  chronically  ill  and 
the  aged.  Loose  review  and  advisory  arrangements 
for  fiscal  control  and  quality  surveillance  have 
developed  between  medical  societies  and  third 
parties  based  upon  traditional  medical  society 
efforts  to  foster  quality  in  medical  care  (Fig.  2). 

For  fiscal  management,  now  accomplished  by 
individual  claims  review,  third  party  payers  have 
required  more  formal  and  detailed  reports  of  their 
>ubscribers’  encounters  with  physicians.  Com- 
munication and  processing  of  information  has 
become  an  expensive  and  time-consuming  chore 


for  all  concerned.  Many  physicians  have  found  it 
necessary  to  employ  business  management  agents 
of  various  kinds.  Physicians  are  overwhelmed  by 
multiple  insurance  forms  and  reports.  Patients 
are  bewildered  by  the  paperwork  required  to 
receive  health  insurance  benefits.  Third  party 
management  is  often  haphazard  and  administra- 
tive costs  vary  from  10%  to  30%*  of  expendi- 
tures; this  amounts  to  a considerable  portion  of 
the  70  billion  dollars  spent  for  health  care  in  1970. 

Legislation  which  has  passed  both  houses  of 
Congress  will  be  enacted  this  year  empowering 
the  Secretary  of  Health,  Education,  and  Welfare 
to  appomt  “review  and  evaluation  councils”  for 
health  care  financing  and  delivery  for  the  purpose 
of  achieving  cost  controls. 

An  acknowledged  requirement  for  implemen- 
tation of  health  care  systems  financed  by  insur- 

*Kec“Tit  information  suggests  that  this  range  is  more  nearly 
between  5%  and  50%. — the  author. 


Operational  diagram  of  proposed  Fourth  Party*'  national  and  state  voluntary  organization  to  develop 
a network  of  communications  and  electronic  utilities  for  improved  health  insurance  fiscal  management  and  effec- 
tive peer  surveillance  for  quality  control  of  medical  care.  Program  Evaluation  Councils”,  if  appointed  by  the 
Secretary  of  Health.  Education  and  Welfare  as  authorized  by  HRl  would  receive  statistical  information. 

Figure  2 
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ance  and  delivered  by  a variety  of  methods  is  a 
more  formal  and  effective  application  of  traditional 
medical  society  surveillance  for  quality  control 
through  Peer  Review  Organizations. 

Proposed  "Fourth  Party"  For  Quality  Control 

An  organization  structured  to  expedite  the  de- 
velopment of  a management  information  system 
for  medical  care  is  required  to  relieve  the  cumber- 
some paper-form  reporting  of  physician-patient 
encounters,  to  enable  effective  implementation  of 
Peer  Review  Organizations  and  to  aid  efficient 
management  of  third  party  payments.  In  effect, 
it  will  create  a “Fourth  Party”  for  quality  control 
needed  to  (1)  maintain  the  functional  integrity 
of  the  basic  unit  for  personal  medical  care,  (2) 
positively  identify  medical  practices  of  high  qual- 
ity and  efficiency,  (3)  reward  them  with  relief 
from  tedious  paper  work  and  by  prompt  payment 
methods  and  (4)  facilitate  alternative  methods  to 
finance  and  deliver  medical  care  (Fig.  2). 

Modern  electronic  data  processing  and  com- 
munication methods  are  now  available  to  relieve 
the  current  costly  paper  congestion  of  third  party 
payment  programs  and  to  establish  the  medical 
data  pool  needed  for  effective  peer  surveillance. 

Additional  benefits  would  accrue  to  patient- 
subscribers  in  aiding  them  to  receive  prompt  pay- 
ment from  their  health  insurance  and  to  physi- 
cians in  relief  from  the  overwhelming  paperwork 
involved  with  reporting  to  third  parties. 

The  “Fourth  Party”  organization  for  medical 
care  surveillance  under  practicing  physician  con- 
trol is  prerequisite  to  successful  implementation  of 
private  insurance  financing  and  of  pleuralistic 
methods  for  delivery  of  medical  care.  It  will  aid 
practicing  physicians  to  make  their  influence  ef- 
fective in  the  development  of  future  health  care 
systems.  It  can  be  the  voluntary  system  by  which 
the  medical  profession  can  cooperatively  provide 
statistical  information  to  the  “Review  and  Evalua- 
tion Councils”  to  be  appointed  by  the  Secretary  of 
Health,  Education,  and  Welfare. 

The  obvious  alternative  to  a voluntary  “Eourth 
Party”  organization  will  be  for  the  Secretary’s 
Councils  to  assume  supervision  of  the  entire  health 
care  information  and  control  function. 

Pilot  projects  are  in  progress  to  test  the  pro- 


posed “Fourth  Party”  approach  for  quality  con 
trol  under  the  advisory  councils  of  medical  so 
cieties  cooperating  with  the  “Third  Party”  fo 
fiscal  management  and  also  providing  services  t( 
aid  the  First  and  Second  Parties — the  patient  anc 
physician — of  the  basic  health  care  unit  to  achiev< 
more  efficient  and  adequate  health  care.  The  pilo 
projects  will  be  practical  demonstrations  of  elec 
tronic  data  processing  capabilities  and  of  practic 
ing  physicians’  willingness  and  ability  to  assum( 
and  fulfill  responsibility  for  quality  control  ol 
health  care  delivery. 

Conclusion 

Congress  will  decide  the  methods  of  financing 
future  health  care  and  will  mandate  fiscal  controls 
I firmly  believe  that  only  practicing  physicians 
can  provide  effective  quality  controls  and  develop 
adequate  health  care  delivery  systems  through 
their  voluntary  efforts. 

A modern  system  for  communication  and  elec- 
tronic data  processing  of  medical  care  delivery 
information  is  required  for: 

1.  Expeditious  reporting  of  patient-physician 
medical  encounters; 

2.  Efficient  management  of  health  insurance 
to  maintain  fiscal  control; 

3.  Effective  peer  surveillance  to  achieve  qual- 
ity control; 

4.  Aid  in  facilitating  development  of  alterna- 
tive financing  and  delivery  methods  of  medical 
care  responsive  to  community  needs;  and  for 

5.  Information  useful  to  physicians  for  ex- 
erting impelling  influences  on  the  evolutionary 
processes  producing  future  health  care  systems.  , 

Comments  on  Recommendations  of  the  Task  Force  on 
Medicaid  and  Related  Programs  by  Dr.  Hampton  were 
printed  in  the  September  1970  issue  of  JFMA  in  which 
he  objected  to  certain  recommendations  of  the  Task  Force 
of  which  he  was  a member  and  concluded  with  the  state- 
ment, “I  support  alternative  recommendations  more  likely 
to  achieve  immediate  and  long  range  improvement  in 
health  care  delivery,  directed  to  stimulating  the  private 
medical  sector  in  the  development  of  methods  for  effective 
peer  utilization  review  and  quality  control  of  health  care. 

•\  well-organized  medical  care  information  system  for  peer 
utilization  review  in  the  private  sector  would  provide  a 
means  of  efficient  management  of  public  and  private 
health  insurance  financing  and  a guide  to  facilitate  the 
evolutional^-  adaptation  of  medical  care  deliverj-  responsive 
to  community  needs.”  j 

y Dr.  Hampton,  1 Davis  Boulevard,  Tampa  33606. 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hoiur  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  ner\’ous  s\-stem  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORM.\TION 

W.^RNTNG:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PREC.AUTIONS:  Trocinate  rela.xes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOS.-\GE:  400  mg.  Nlay  be 
repeated  in  4 hours.  .-Mter  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO..  INC 
RICHMOND.  VIRGINIA  23217 


Approved  by  FMA 

Committee  on  Continuing  Education 
i SEPTEMBER 

20-25  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

OCTOBER 

' 8-  9 Otolaryngology  for  the  E'amily  Physician, 

Sheraton-Four  Ambassadors  Hotel,  Miami. 
For  information:  Fredric  W.  Pullen,  M.D., 
P.O.  Box  875,  Biscayne  Annex,  Miami 
33152. 

11-15  Diagnosis  of  Cardiac  Arrhythmias,  Wolfson 
.Auditorium,  Mt.  Sinai  Hospital,  Miami 
Beach.  For  information:  Philip  Samet, 

M.D.,  4300  Alton  Road,  Miami  Beach 
33140. 

NOVEMBER 

19-20  Tenth  Annual  Physicians’  Seminar  on  Re- 
spiratory Diseases  and  Workshop  for  Allied 
Health,  Perdido  Bay  Inn  & Golf  Club,  Pen- 
sacola. For  information:  Jay  D.  Williams 
Jr.,  M.D.,  Box  8127,  Jacksonville  32211. 

29-Dec.  4 Courses  of  Instruction  in  Coronary 
Care  for  the  Practicing  Physician,  Jack- 
son  Memorial  Hospital,  Miami.  For  infor- 
mation: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

DECEMBER 

7-10  Clinical  Nephrology  and  Heart  Disease 
Seminar,  Eden  Roc  Hotel,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Mt. 
Sinai  Hospital,  4300  Alton  Rd.,  Miami 
Beach  33140. 

13-18  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 


Florida  State  Board  of  Medical  Examiners: 

July  25-27,  1971,  Miami  Beach 
January  16-18,  1972,  Tampa 

For  information:  Mrs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 


National  and  Regional 
Meetings  Held  in  Florida 

OCTOBER 

4-  7 American  Academy  of  Family  Physicians, 
Miami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112. 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 
cana Hotel,  Bal  Harbour.  Sec.:  Bernard  S. 
Patrick,  M.D.,  University  Medical  Center, 
2500  N.  State  St.,  Jackson,  Miss.  39216. 

31 -Nov.  3 Academy  of  Psychosomatic  Medicine, 
18th  Annual  Meeting,  Colony  Beach  Club, 
Sarasota.  Exec.  Dir.:  Adam  J.  Krakowski, 
M.D.,  202A  Cornelia  St.,  Plattsburgh,  New 
York  12901. 

NOVEMBER 

1-  4 Southern  Medical  Association,  Miami 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts, 
2601  Highland  Ave.,  Birmingham,  Ala. 
35205. 

2 George  Papanicolaou  Memorial  Seminar  in 
Gynecologic  Pathology,  Fontainebleau 
Hotel,  Miami  Beach.  Dir.:  George  loan- 
nides,  M.D.,  1830  S.W.  99th  Ave.,  Miami 
33165. 

4-  6 Southern  Thoracic  Surgical  Association, 
Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  Va. 
23219. 


JANUARY 

17- 19  American  College  of  Surgeons,  Sectional 

Meeting.  Sheraton-Four  Ambassadors 
Hotel,  Miami.  Info.  Communications  Divi- 
sion, 55  E.  Erie  St.,  Chicago  60611. 

APRIL 

18- 20  American  Academy  of  Facial  Plastic  and 

Reconstructive  Surgery,  Holl3rwood  Beach 
Hotel,  Hollywood  Beach.  Sec.:  Carl  N. 
Patterson,  M.D.,  1110  W.  Main  St.,  Dur- 
ham, North  Carolina  27701. 

18-19  American  Broncho-Esophagological  Asso- 
ciation, Holljrwood  Beach  Hotel,  Holly- 
wood. Walter  H.  Maloney,  M.D.,  2065 
Adelbert  Rd.,  Cleveland  44106. 
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Deaths 


Chittenden,  George  E.,  Winter  Park;  born 
1900;  Indiana  University,  1925;  member  AMA; 
died  June  9,  1971. 

Farrington,  Robert  F.,  Miami;  born  1908; 
Harv'ard  University,  1940;  died  December  27, 
1970. 


Hasty,  Frederick  E.,  Coral  Gables;  born  1888; 
Dade  Medical  School,  1917;  member  AMA;  died 
March  18,  1971. 

Mai'tin,  Richard  A.,  Fort  Lauderdale;  born 
1921;  Lmiversity  of  Pennsylvania,  1951;  member 
.■\MA;  died  April  21,  1971. 


Resnicoff,  Max,  Miami  Beach;  born  1894;  New 
York  University,  1917;  member  AMA;  died  Feb- 
ruary 7,  1971. 


Sample,  Adrian  M.  Jr.,  Fort  Pierce;  bom 
1902;  Jefferson  Medical  College,  1928;  member 
.\MA;  died  April  27,  1971. 

Schnauss,  Fauntleroy  H.,  Jacksonville;  bom 
1907;  University  of  Georgia  Medical  College, 
1933;  member  AMA;  died  March  29,  1971. 


Schumacher,  Henry  C.,  Gainesville;  bom  1893; 
St.  Louis  University,  1919;  member  AMA;  died 
February  14,  1971. 


Smoak,  John  E.,  Tampa;  born  1882;  University 
of  South  Carolina,  1907;  member  AMA;  died 
June  28,  1970. 


Van  Landingham,  William  E.,  West  Palm 
Beach;  born  1879;  Baltimore  Medical  College, 
1905;  member  .AM.\;  died  June  19,  1971. 

Wood,  Edward  W.,  Lake  Worth;  born  1899; 
Medical  College  of  Virginia,  1926;  member  AMA; 
died  March  18,  1971. 


Hospital 


Accreditation 


S( 


Standards  Published 


The  new  Accreditation  Manual  for  Hospitals\  ;ii 
is  now  available  from  the  Joint  Commission  on' 
Accreditation  of  Hospitals,  according  to  an  an-  , 
nouncement  by  the  Commission.  As  a result  of 
the  April  1 publication  of  the  revised  Standards 
for  Accreditation  of  Hospitals,  July  1,  1971,  has 
been  set  as  the  date  of  their  implementation  as 
the  basis  for  accreditation  surveys. 

The  Commission  began  revision  of  the  Stan- 
dards in  August  1966  with  final  approval  by  the  I 
Commission  on  Dec.  12,  1970.  ’ 

Of  particular  interest  to  physicians  are  revised  1 
standards  pertaining  to  hospital  medical  staff  j 
representation  on  governing  boards  and  potential 
establishment  of  clinical  departments  of  general  or  j 
family  practice.  j 

As  adopted  by  the  JCAH,  the  standards  on  ' 
medical  staff  representation  state  that  where  legal-  i 
ly  permissible  physicians  on  medical  staffs  shall  | 
be  eligible  for  and  should  be  included  as  full  ' 
members  on  governing  bodies.  j 

The  revised  standards  also  state  that  medical  | 
staffs  may  establish  clinical  departments  of  gen- 
eral or  family  practice  and  assign  responsibilities 
in  keeping  with  functions  des'rable  to  meet  orga-  , 
nizational  needs  of  the  medical  staff  of  the  hospi-  1 
tal,  “including  equal  rights  for  representation  on  > 
the  executive  committee  of  the  medical  staff.”  ' 
They  also  state  that  “final  responsibility  for  j 
recommendations  on  clinical  privileges  and  for  ' 
review  of  cases  shall,  however,  continue  to  reside  j 
in  the  applicable  specialty  departments.” 

In  all,  the  manual  includes  21  sections:  an  i 
Introduction;  an  Administrative  Policies  section,  | 
outlining  the  accreditation  program;  a Glossary;  a ' 
Preamble,  describing  patient’s  rights;  sixteen  sec- 
tions of  standards  covering  various  aspects  of  the  , 
hospital’s  operation,  and  an  Appendix,  outlining  . 
the  appeals  mechanism. 

Prices  for  the  Manual,  which  has  been  pub- 
lished in  two  editions,  are:  $8.00  for  the  loose-  ■ 
leaf  binder  edition  (includes  a two-year  updating 
service)  and  $2.25  each  for  one  to  five  copies  of 
the  soft-cover,  bound  edition,  $2.00  each  for  more 
than  five  copies.  Order  from  JCAH,  645  North 
Michigan  Ave.,  Chicago,  111.  60611;  tel.  312/642- 
6061. 


Reprinted  from  the  Wisconsin  Medical  Journal,  May  1971. 
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General  News 


University  of  Florida  Graduating  Class  1971 

The  Doctor  of  Medicine  degree  was  conferred  on  62  young  men  and  women  during  commence- 
ment exercises  at  the  University  of  Florida  College  of  Medicine  in  Gainesville  on  June  6.  Fifty-one 
of  the  new  physicians  are  Florida  residents. 

Twenty-two  of  the  recent  graduates  will  remain  in  Florida  for  their  year  of  internship,  while  the 
others  will  take  their  first  year  of  graduate  training  at  military  and  civilian  hospitals  throughout  the 
United  States.  American  Samoa  and  France  as  well  as  the  states  of  Georgia,  Indiana,  Illinois,  Mich- 
igan, Pennsylvania,  Tennessee  and  West  Virginia  were  represented  in  the  graduating  class. 

Health  Director  for  Highlands  County 

Glenn  V.  Hough,  M.D.,  of  Akron,  Ohio,  has  been  employed  as  Health  Director  of  Highlands 
County. 

Dr.  Hough  will  spend  most  of  his  working  time  in  Highlands  County  but  will  serve  in  Glades 
County  one  day  a week.  The  Highlands  County  post  has  been  vacant  for  two  years. 


Physical  Examinations  for  First  Graders 

The  importance  of  physical  examinations  for  first-grade  students  in  Florida  has  been  under- 
scored by  a Florida  Medical  Association  committee.  Problems  related  to  the  examination  program 
were  considered  by  the  School  Health  Medical  Advisory  Committee  to  the  Florida  Department  of 
Education  and  Division  of  Health  during  a meeting  in  Jacksonville  on  May  23.  State  law  requires 
such  examinations,  but  the  Committee  was  informed  that  some  counties,  particularly  those  with  in- 
adequate numbers  of  physicians,  have  difficulty  complying. 

The  Committee  stated  that  each  child  must  have  a physical  examination  during  the  calendar 
year  of  his  admission  to  school,  and  that  group  examinations  should  be  conducted  as  near  as  possible 
to  the  opening  of  school. 

Department  of  Community  Health  and  Family  Medicine  Created 

The  Florida  Board  of  Regents,  responding  to  an  amendment  to  the  1970  appropriations  bill  of 
the  Legislature,  has  authorized  the  creation  of  a Department  of  Community  Health  and  Family  Med- 
icine at  the  University  of  Florida  College  of  Medicine  in  Gainesville. 

The  action  makes  way  for  further  development  of  family  medicine  and  community  health  edu- 
cational programs  of  the  college  in  the  education  of  additional  family  physicians  through  a residency 
training  program  in  family  medicine  and  a continuing  education  curriculum. 


Southeastern  Regional  Meeting  of  the  ACP 

The  1971  Southeastern  regional  meeting  of  the  American  College  of  Physicians  will  be  held  in 
Charleston,  South  Carolina,  October  7-9.  There  will  be  two  and  one  half  days  of  internal  medicine  by 
faculty  of  the  several  medical  schools  of  the  Southeast. 


American  Board  of  Family  Practice 

Donald  G.  Nikolaus,  M.D.,  of  Dunedin,  has  successfully  completed  the  requirements  for  certi- 
fication by  the  American  Board  of  Family  Practice. 
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Dr.  Papper  to  NIH  Term 

Emanuel  M.  Papper,  M.D.,  Dean  of  the  University  of  Miami  School  of  Medicine,  has  beei 
appointed  to  a four-year  term  on  an  advisory  committee  to  the  National  Institutes  of  Health  (NIH) 

Dr.  Papper  will  be  a member  of  the  General  Research  Support  Program  Advisory  Committee 
It  advises  the  Division  of  Research  Resources  on  the  need  for  new  institutional  support  mechanisms 
helps  to  develop  necessary  guidelines  and  reviews  support  applications. 

American  Academy  of  Pediatrics 

A versatile  scientific  program  is  being  arranged  for  the  40th  Annual  ^Meeting  of  the  American 
Academy  of  Pediatrics. 

The  sessions  will  be  held  in  Chicago,  at  the  Palmer  House,  October  16-21.  The  scientific  prograirl 
will  be  presented  through  seven  symposia,  133  formal  papers,  17  round  tables,  18  seminars,  and  12j 
motion  picture  films. 

.Additional  information  about  the  program  may  be  obtained  by  contacting  the  .American  .Academy 
of  Pediatrics,  1801  Hinman  .Avenue,  Evanston,  Illinois  60204. 


19th  Annual  Meeting  of  Tennessee  Valley  Medical  Assembly 

The  Tennessee  X'alley  Medical  .Assembly  will  meet  for  their  19th  annual  meeting  at  Read  House,' 
Chattanooga,  Tennessee,  October  11-12,  1971.  For  further  information  write  Charles  H.  Alper,  M.D., 
Chairman,  107  Interstate  Building,  Chattanooga,  Tennessee  37402. 

American  Heart  Association’s  Annual  Session 

The  .American  Heart  .Association’s  44th  .Annual  Scientific  Session  begins  Thursday  morning, j 
November  11  and  continues  through  Sunday,  November  14  in  Convention  Center,  .Anaheim,  Cali-j 
fornia.  Programs  on  clinical  cardiology  and  concurrent  sessions  on  various  phases  of  cardiovascular; 
research  and  medicine  will  be  featured.  For  further  information  contact  your  local  Heart  .Associa- 1 
tions  or  the  .AH.A  National  Office,  44  East  23rd  Street,  New  A"ork,  N.  Y.  10010. 


Certified  by  the  American  Board  of  Family  Practice 

Robb  E.  Ross,  AI.D.,  of  New  Port  Richey,  a member  of  the  Pasco-Hernando-Citrus  County 
Medical  Society,  has  been  certified  by  the  .American  Board  of  Family  Practice. 


tice. 


Herbert  E.  Brooks,  M.D.,  of  Bonifay,  has  been  certified  by  the  .American  Board  of  Family  Prac- 1 i 
He  is  a member  of  the  Panhandle  Countv  Aledical  Societv.  I 

1 

i 


Elected  to  the  Board  of  Trustees  of  the  AM  A 


Jere  W.  .Annis,  M.D.,  of  Lakeland,  a past  president  of  the  Florida  Medical  .Association,  has  been  I 
elected  to  the  BocU*d  of  Trustees  of  the  .American  Aledical  .Association.  Dr.  .Annis’  election  came  ; 
during  the  120th  .Annual  Convention  of  the  .AM.A  in  .Atlantic  City,  N.  J.,  in  June.  , 


The  .AAI.A  House  of  Delegates  selected  Dr.  .Annis  to  serve  the  one  year  remaining  in  the  three- 
year  term  of  C.  .A.  (Carl)  Hoffman,  M.D.,  of  Huntington,  W.  \'a.  Dr.  Hoffman  was  elected  to  the 
office  of  President-Elect  and  subsequently  resigned  as  trustee. 

.A  native  of  ^Minneapolis,  Alinn.,  Dr.  .Annis  has  been  a leader  in  organized  medicine  in  Florida 
for  many  years.  He  has  been  a Delegate  to  the  .AAI.A,  and  in  the  FM.A  he  has  held  office  as  Presi- 
dent and  cis  Chairman  of  the  Judicial  and  Legislative  Councils. 


Fellow  American  College  of  Physicians 

Jared  C.  Kniffen,  AI.D.,  of  Gainesville,  has  been  elected  a Fellow  of  the  American  College 
of  Physicians.  Dr.  Kniffen  is  an  .Associate  Professor  of  Internal  Medicine  at  the  University  of  Florida 
College  of  Medicine. 


! 
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*^ar  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times two.'*  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,®  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  \wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 

B 


Learn 
Sanskrit 


c.  B.  fleet  CO  . INC 
Lynchburg.  Va.  24505 


phariDaceiiticals 


Warning-  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vorniting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References-  1 Blumberg  N.:  Med  Times  91:45.  Jan..  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,' Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  B^ydoun  A_  B_^ 
Amer  J Obstet  Gvnec  85  905  Apr  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gasiroent 
33^366  Mar  1960  6 Smli^h,' J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964, 
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Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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5%  cream  can  resolve  it. 


it  actinic,  solar  or  senile  keratoses, 
y regard  it  as  “precancerous.”*’^ 

al  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
lice  in  the  treatment  of  multiple  solar  keratoses, ^ offers  the  physi- 
relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
(1  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
lix  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
jthat  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

al  duration  of  therapy,  2 to  4 weeks. 

fes  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
:|  ion  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
!|)uracil  revealed  that  when  concentrations  of  less  than  2%  were 
• significant  numbers  of  lesions  recurred. 6 

lats  the  lesions  you  can’t  see,  too. 

erous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
tested  themselves  by  definite  reactions,  while  intervening  skin 
ined  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
isions  (which  may  othei'wise  have  undergone  further  progression) 
ably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
:nts  treated  with  topical  fluorouracil— especially  with  5% 
mtrations.G 


V to  identify  solar  keratoses. 

jically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
lile— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
the  rule. 


Kdictable  therapeutic  response. 

■response  to  a typical  course  of  Efudex  therapy  is  usually 
B-acteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
"ns  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
) dense  inflammatory  response,  scaling  and  occasionally  moderate 
Merness  or  pain.  The  height  of  this  response  generally  occurs  two 
fks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
5 opped.  Within  two  weeks  of  discontinuing  medication,  the 
limmation  is  usually  gone.  Lesions  that  do  not  respond  should 
i iopsied. 


I rences:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 

I le  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 

' atment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
^'maceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
r.  3.  Belisario,  J.  C.:  Cutis.  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 
Ittaon  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
f i,  E.:  Cancer,  125:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


ORGANIZATION 


Committee  on  Continuing  Education 

The  role  of  the  community  hospital  in  continuing  education  was  taken  up  during  a recent  meetin 
of  the  Florida  Medical  Association’s  Committee  on  Continuing  Education.  I 

The  Committee  decided  to  investigate  the  possibility  of  establishing  a state  level  accreditatio 
progra\n  for  the  American  Medical  Association  Physician’s  Recognition  Award. 


1971  Hippocratic  Award  for  Teaching  Excellence 

The  University  of  Florida  College  of  Medicine  Class  of  1971  awarded  Dr.  Gerold  L.  Schiebler  the  1971  Hippo- 
cratic Awa.d  for  Teaching  Excellence.  Mark  Ettinger  (right),  class  president  from  Kissimmee  made  the  award  by 
saying  “they  wished  to  recognize  Dr.  Schiebler  for  his  zealous  attention  to  the  Hippocratic  ideals  of  teaching — cre- 
ative, forceful  and  inspirational  instruction,  thereby  bringing  enrichment  to  the  minds  of  the  students,  excellence  to  his 
profession  and  distinction  to  himself.” 

Dr.  Schiebler  (left),  is  professor  and  chairman  of  the  Department  of  Pediatrics  at  the  University  and  was  chosen 
by  the  class  of  new  physicians  to  recei%’e  the  award  as  the  medical  teacher  who,  in  their  opinion,  best  e.xemplilies 
the  classic  ideals  of  Hippocrates,  the  father  of  medicine.  He  is  the  third  professor  so  honored  since  1969  by  the  grad- 
uating classes  of  the  College  of  Medicine.  He  is  well  known  all  over  the  state  for  his  role  in  organized  medicine  and 
continuing  postgraduate  medical  education.  He  is  also  a member  of  the  consulting  editorial  staff  of  the  Florida 
Medical  Journal. 
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Florida  Committee  on  Rural  Health 

A meeting  of  the  Florida  Committee  on  Rural  Health  was  held  at  the  FTniversity  of  Florida  on 
May  27,  with  the  chairman,  Arthur  M.  Riley,  D.D.S.,  presiding. 

Edmund  F.  Ackell,  M.D.,  Provost  of  the  J.  Hillis  Miller  Health  Center  at  the  University  of 
Florida,  led  a discussion  of  his  institution’s  activities,  .stating  that  a high  percentage  of  physicians 
taking  residency  training  at  the  Health  Center  remain  in  Florida  to  practice.  He  described  the  Uni- 
versity of  Florida’s  affiliations  with  the  Pensacola  Educational  Program,  the  Jacksonville  Hospitals 
Educational  Program,  and  the  Halifax  District  Hospital  Family  Practice  Program. 

The  Committee  discussed  the  problem  of  maldistribution  of  health  personnel  in  Florida.  As  to 
the  question  of  how  rural  areas  might  l)e  made  more  attractive  to  physicians  and  dentists,  it  was 
suggested  that  outlying  rural  hospitals  should  be  encouraged  to  affiliate  with  larger  ho.spitals  and 
university  centers. 


Communications  With  Florida’s  Medical  Students 

\'arious  ways  of  establishing  lines  of  communications  with  Florida’s  medical  students  were  dis- 
cussed recently  at  the  first  meeting  of  a new  committee  of  the  Florida  Medical  Association. 

Billy  Brashear,  M.D.,  of  Gainesville,  presided  at  the  meeting  of  the  xAd  Hoc  Committee  on 
Liaison  with  Medical  Students  and  ways  in  which  some  of  the  component  medical  societies  keep  in 
touch  with  their  medical  students  were  discussed  and  ways  considered  which  the  Committee  itself 
may  maintain  contact. 

Committee  members  spoke  of  a need  for  some  type  of  publication  to  be  prepared  for  students 
describing  the  positive  policies  and  programs  of  organized  medicine.  They  also  favored  inviting  a 
representaive  of  the  third-year  class  of  each  medical  school  in  Florida  to  meet  with  the  Committee. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone;  205-836-7201 


HOSPITAL 


Hill  Crest  Foundation,  Inc. 


for  profit  hospital  for 


A patient  centered  not 


intensive  treatment  of 


tients  are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 


Hill  Crest  Hospital  was  estab 
lished  in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner 
vous  mental  disorders.  In 
dividual  patient  care  ha'^ 
been  the  theme  during  its  46 
years  of  service. 


nervous  disorders  . . . 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  Is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . 


. . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 


Both  male  and  female  pa 


Hill  Ciest  is  fully  occredited  by  the  Joint 
Commission  on  Accreditotion  of  Hosoitals  and 
is  also  approved  for  Medicore  patients 


BIRMINGHAM,  ALABAMA 
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TUCKER  HOSPITAL  INC 


212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


Weir  M.  Tucker,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 


Catherine  T.  R.ay,  M.D. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


uraicai 

SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street 


Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 

TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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Florida  Organizations  of  Medical  Interest 
Meetings  and  Officers 


t 


/ganization 


President 


;[edical  Association  

[ Specialty  Societies 

)ciety  

•.legists,  Soc.  of  

•’•5.,  Am.  Coll.,  Fla.  Chap. 

;)gy  Society  

jy  Physicians,  Fla. 

I Am.  Coll 

!;rologic  Society  

Practice,  Academy  

Medicine  

t , Florida  Soc 

i:ical  Society  

(iynec.  Society  

i,ology  Society  


Floyd  K.  Hurt,  Jacksonville  

Roger  A.  Lipton,  Fort  Lauderdale 

Leo  C.  Nickell,  Orlando  

Richard  H.  Blank,  Tampa  

Robert  Goddard,  Coral  Gables 

William  T.  Haeck,  Jacksonville  .. 

James  H.  Johnson,  Lakeland  

Edwa-d  W.  Stoner,  Oviedo  

F.  Norman  Vickers,  Pensacola 

Tames  B.  Perry,  Ft.  Lauderdale 
Howard  C.  Chandler,  Jacksonville 
Howa”d  C.  Duckett,  Jacksonville 
Charles  F.  McCrory,  Jacksonville 


ic  Society  

rology  Society  

c.;t  Society  — 

r:  Society  

r Surgeons,  Fla.  Chap 

Id.  & Rehab.,  Fla.  Soc.  ... 


,\lbert  A.  W'ilson,  Tampa  . 

J.  Ryan  Chandler,  Miami  

.Alfred  L.  Lewis  Jr.,  Tallahassee  .. 

Tohn  C.  Moore  Jr.,  Lakeland  

Michael  M.  Gilbert,  Miami  

.Alan  E.  Van  Sant,  Tampa  


Reconstr.  Surgery  

1 : Medicine,  Fla.  Soc.  ... 

I c Society  

t c Society  

( :al  Society  

II  Am.  Coll.,  Fla.  Chap.  . 

u Gen.,  Fla.  Assn.  ..  

) Int.  Coll.,  Fla.  Chap.  . 

) Thoracic,  Fla.  Soc 

pi  Society  


Wilbam  G.  Taylor,  Tampa  

Joseph  .A.  Baird,  Bradley  

Thomas  S.  Gowin,  Co'al  Gables... 

H.  Clai-k  Adair,  Arcadia  

Robert  H.  Nickau,  W.  Palm  Beach 

TJiad  Moseley,  Jacksonville  

Walter  Rautenstrauch  Jr., 

St.  Petersburg  

Everett  Shocket,  Miami  Beach  . .. 

Carlos  R.  Lombardo,  Miami  

Curtis  W.  Bowman,  St.  P’burg 


Secretary 


James  W.  Walker,  Jacksonville  .... 

Albert  M.  Ziffer,  Winter  Park  

ieorge  T.  Edwards,  Ft.  Lauderdale 

Eugene  J.  Sayfie,  Miami  

Walter  H.  Johnson,  Clearwater  

David  O.  Westmark,  St.  Petersbure 
James  L.  Borland  Jr.,  Jacksonville 
Joseph  P.  Hendrix.  Po"t  St.  Joe  .. 

Victor  H.  Knight  Jr.,  Tampa  

Jacob  Green,  Jacksonville  

Robert  S.  Tolmach,  Miami  

Henry  L.  Wright,  Tampa  

Curtis  D.  Benton  Jr., 

Ft.  Lauderdale  

Robert  E.  Ingersoll,  Hollywood  .. 
F'ed  W.  Pullen  II,  Miami  Shores 
William  R.  Beach  III,  Orlando  .... 
Berna’-d  F.  O’Ha'-a,  W.  P.  Beach. 

H.  Warner  Wehb,  Jacksonville  

G.  A.  Cunningham  III, 

Palm  Beach  

Dorthea  Weybright,  W.  P.  Beach 

R.  Chris  Brown,  Largo  

Manuel  L.  Carbonell,  Miami  

Merton  L.  Ekwall,  Tallahassee  

Arthur  R.  Miller,  M'ami  Beach 
David  S.  Hubbell,  St.  Petersburg 
George  H.  Welch  Jr., 

St.  Pete’^burg  

Glenn  H.  Heller,  Miami  Beach  .. 

Thomas  M.  McNeill,  Orlando  . 

John  I.  Williams,  Fort  Lauderdale 


Annual  Meeting 


Hollywood,  May  3-7,  1972 
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( Cancer  Society,  Div 

t Foundation,  Chap 

nks.  Association  . . 

5 Id  of  Florida,  Imc.  

Medical  Examiners  

« Children  & Adults,  Soc.  . 

J Association  

aidustrial  Medical  Assn.  ... 

sedation  

i ealth  Assn,  of  Fla.,  Inc.  . 

on  of  Blindness,  Soc 

j salth  Association  

i Children,  Association  

c Society  

tisis  & Res.  Dis.  Assn. 

H .Auxiliary  to  FMA 


Toseph  T.  Jana  Jr.,  M.D.,  Miami 
Mr.  W'lliam  H.  Namack  HI, 

Brndenton  

F“ank  C.  Coleman,  M.D.,  Tampa 
Robert  E.  Zellner,  M.D.,  Orlando. 

^ohn  E.  Orebaugh,  M.D. 

St.  Petersburg  

Wdliam  J.  Hutchinson,  M.D. 

Tallahassee  

George  P.  Heffner,  M.D. 

Fort  Lauderdale  ..  

Terry  F.  Tanner,  M.D.,  St.  P’bu"^ 
Robert  E.  Grogan,  M.D.,  Jupiter 

Mr.  Dean  Rieves,  Ft.  Myers  

Mr.  John  D.  Crannell,  Tampa  

Mr.  B.  G.  Tennant,  Pensacola 

Mrs.  Dolores  Norley,  W.  P.  BeacJ 
Richard  G.  Connar,  M.D.,  Tampa 
Mr.  Charles  W.  Lantz,  Hollywood 

Mrs.  Wesley  S.  Nock,  Coral  Gables 


Mrs.  Ruth  Fillingim,  Miami 

Mrs.  George  Carter,  Pensacola  . 

Mrs.  Alma  Del  Valle,  Tampa  

W.  Dotson  Wells,  M.D., 

Fort  Lauderdale  

J.  Champneys  Taylor,  M.D., 
Jacksonville  

Mr.  M.  Lisle  Reese,  Orlando  

Mr.  Dick  Johnson,  Miami  

oseph  .A.  Baird,  M.D.,  Bradley  .. 
Mr.  Wilbur  H.  Shorts,  Jacksonville 

^ev.  Warren  Wall,  Avon  Park  

Miss  Doris  McCullough,  Tampa  ... 
Miss  Betty  Thalheimer,  J’ville  

Mr.  Leonard  Stafford,  Pensacola 
Mr.  Albert  P.  Foster,  Jacksonville 
Mrs.  Richard  D.  Malchon, 

St.  Petersburg  

Mrs.  R.  B.  Moore  '''r.,  W.  P.  B. 


Miami,  October  23,  1971 

Odando,  May  1972 
Disney  World,  May  5-7,  1972 

Hollywood,  May  3-7,  1972 

Tampa,  Jan.  16-18,  1972 

Pensacola,  October  8-9,  1971 

‘'t.  Petersburg,  Oct.  8-10,  ’71 
Winter  Park,  Oct.  15-16,  ’71 
West  Palm  Beach,  May  1972 
Palm  Beach,  October  1971 
Tampa,  January  1972 
Miami  Beach,  September  29- 
October  1,  1971 
Palm  Beach,  Sept.  10-11,  ’7l 
Da>’tona  Beach,  April  21-22,  1972 

Daytona  Beach,  April  21-22,  1972 
Hollywood,  May  3-7,  1972 
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Classified  Ads 


tei 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 

gressive GP  associate.  Central  Florida  near  Disney 
World.  Excellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


GEN’T:R.\L  PR.\CTITI0NER  W.YNTED:  For 
private  practice  netting  at  least  $25,000  yearly.  Pleas- 
ant surroundings,  Jacksonville  area.  Seventy-five  bed 
county  hospital  adjacent  to  modern  office  buildings 
with  two  colleagues.  Write  C-501,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


OPPORTUNITY  FOR  INTERNIST:  Board  cer  ‘L- 
tified  or  eligible,  interested  in  cardiology.  Town  11,000 
service  area  40,000  in  south  .\labama.  Modern  86-be( 
(JC.\H)  general  hospital  with  8-bed  combinatioi 
intensive  and  coronary  care  unit  under  construction 
Seven  G.P.S,  certified  surgeon,  radiologist,  excellen 
school  system.  Contact  B.  J.  Griffin,  .\dm.,  D.  W.  Me 
Millan  Memorial  Hospital,  Brewton,  .\la.  36426. 


PS\  CHI.\TRIST  W.\NTED  as  associate.  Florid; 
license.  Board  certified  or  eligible.  General  psychiatry 
and  psychotherapy.  Emphasis  on  professional  compe 
tence  and  ser\-ice  to  medical  colleagues.  This  is  : 
family-oriented  practice  (yours  and  the  patients) 
eclectic,  conservative.  Write:  Norbert  W.  Skaja,  M.D. 
4800  Northeast  20th  Terrace,  Fort  Lauderdale,  Florid; 
33308. 


GENER.\L  SURGEON  W.\NTED:  For  privatt 
practice.  Salary  open.  Pleasant  surroundings,  Jack- 
sonville area.  Seventy-five  bed  county  hospital  adja- 
cent to  modern  office  building  with  two  colleagues 
Write  C-500,  P.O.  Box  2411,  Jacksonville,  Floriek 
32203. 


GP  W.YNTED  for  group  practice  in  Central  Florida. 
Florida  license  required.  Immediate  opening.  Write 
C-506,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


INTERNIST  W.\NTED;  For  private  practice 
netting  at  least  $25,000  yearly.  Pleasant  surroundings 
Jacksonville  area.  Seventy-five  bed  county  hospital 
adjacent  to  modern  office  buildings  with  two  col- 
leagues. Write  C-502,  P.O.  Box  2411,  Jacksonville 
Florida  32203. 


Specialists 

PSYCHI.\TRIST  as  associate  to  well  established 
psychiatrist,  Broward  County.  Handsome  new  medical 
building  adjacent  major  area  hospital.  Excellent  oppor- 
tunity. Contact  M.  M.  Sylvan,  M.D.  (305)  525-6044. 


INTERNIST,  UROLOGIST,  GP’s.:  Outstanding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Stafi,  Doctors  Memorial  Hospital,  Perry,  Florida  32347. 


ORTHOP.\EDIC  SURGEON:  CerUfied  or  eligi- 

ble as  third  man  with  two  congenial  orthopaedic  sur- 
geons in  Lakeland,  Florida.  Write:  Murphy  & von 
Paleske,  M.D.,  P..-\.,  1243  Lakeland  Hills  Boulevard, 
Lakeland,  Florida  33801.  Telephone  (814)  688-8401. 


R.\DIOLOGIST  W.\NTED:  Must  be  board  cer- 

tified, for  55-bed  accredited  community  hospital,  in 
expansion  to  100  beds,  Brooksville,  Florida.  Please 
contact  Dr.  J.  C.  Ajac,  Radiologist  at  (904)  796-3507 
or  (904)  796-9636. 


OBSTETRICLAN-GYNECOLOGIST:  Board  cer- 
tified or  eligible  with  military  obligation  completed,  is 
wanted  to  join  3-man  partnership  in  Miami,  Florida. 
Guaranteed  income  first  year,  leading  to  partnership. 
Send  curriculum  vitae.  Contact  P.O.  Box  552,  Miami 
Shores,  Florida  33153. 


OB-GYN  ASSOCI.ATE  W.ANTED:  Located  in 
Titusville  near  Cape  Kennedy  area.  Excellent  living 
and  working  opportunities  for  board  certified  or  eligi- 
ble Ob-Gyn.  Wnte  Samuel  Barr,  M.D.,  500  N.  Wash- 
ington .Ave.,  Titusville,  Florida  32780.  Phone  (305) 
267-5928. 


W.ANTED:  Gene'-al  surgeon,  thoracic  and  vascular 

to  associate  with  another  surgeon  doing  the  same  prac- 
tice in  O lando,  Florida.  Write  C-997,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


GENERAL  SURGEON,  UROLOGIST,  INTER- 
NIST wanted  to  join  a multi-sp>ecialist  group,  special- 
ist-oriented. Excellent  facilities,  fee  for  service  basis. 
Financial  arrangements  open.  .All  the  above  specialties 
are  represented.  Contact  D-.  Tim  N.  Howell,  Gessler 
Clinic,  Winter  Haven,  Florida  33880. 

INTERNIST  W.ANTED:  Board  eligible  or  cer- 

tified. preferably  with  subspecialty,  interest  in  hematol- 
ogy and  or  cardiology  to  join  fluorishing  practice  in 
Fort  Lauderdale  area.  Excellent  salary  and  fringe 
benefits  first  year,  leading  to  association.  Must  ha^ 
Florida  license.  Please  phone  (305)  565-6434. 
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situations  wanted 


miscellaneous 


WANTED  IMMEDIATELY:  Private  emergency 

oom  physician.  Corporate  group  needs  fifth  physician 
■1  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
'londa  license  required.  Contact  Bruce  S.  Webster, 
4.D.  (30S)  647-5728  or  Robert  Gay,  M.D.  (305) 
(22-0159. 


11 


PHYSICIANS  NEEDED:  Tallahassee,  i.eon  County, 
l^orthwest.  General  practitioners,  internist.-  and  pedia 
iricians  in  particular.  Inquiries  regarding  practice  in 
his  community  can  be  forwarded  t ■ J Orson  omith 
r.,  M.  D.,  Chairman,  Physician  Piorurement  Com- 
nittee,  1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
I’hone  (904)  877-1145. 


;t'  30  PHYSICIAN  multispecialty  group  located  Flor- 

;da  Gulf  Coast  must  add  internist,  general  practitioner, 
irthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
!02  beds.  Ground  soon  to  be  broken  on  large  clinic 
iddition.  Long  range  plans  to  650  beds  and  75  phy- 
lician  clinic.  No  investment  required.  Progressive, 
•apidly  growing  community  with  abundance  of  recrea- 
.ion  and  cultural  opportunities.  Contact  D.  M.  Schro- 
ier,  .Administrator,  Mease  Hospital  and  Clinic,  Dune- 
lin,  Florida  33528. 


j ADDITIONAL  PHYSICIANS  URGENTLY 
\EEDED:  GP,  internal  medicine,  obstetrics,  pediat- 

Irics,  and  general  surgery.  Modern  office  immediately 
Ijavaiiable.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
i !‘?19  Quincy,  Florida  32351. 


! W.ANTED:  Associate  to  share  office  space  in  cen- 

Itral  Florida  city.  Can  be  any  specialty  or  general 
ip  actitioner.  Write  C-996,  P.O.  Box  2411,  Jacksonville, 
iFlorida  32203. 


' ST.AFF  PHYSICI.AN:  State  facility  for  mentally 

(retarded.  Beginning  salary  depending  on  qualifications. 

Reply  to  include  brief  summary  of  professional  experi- 
jence.  Send  to  W.  B.  Barrow,  M.D.,  Medical  Director, 
jP.O.  Box  2369,  Ft.  Myers,  Florida  33902. 


SURGICAL  RESIDENCY:  One  immediate  open- 

ing; two  openings  1-1-72;  in  approved  program  pro- 
t viding  one  year  of  general  surgery  in  prepa  ation  for 
' continued  training  in  several  of  the  surgical  subspecial- 
I ties.  700-bed  modern  general  hospital  located  Fort 
I,  Lauderdale,  Forida.  Annual  admissions  to  surgical 
service  8,300,  daily  census  167.  Stipend  $8,403,  uni- 
forms and  laundry,  meals,  hospitalization,  life  insur- 
]i  I ance  and  paid  vacation.  For  additional  information 
. i write:  Director  of  Medical  Education,  Broward  Gen- 
‘ eral  Medical  Center,  Fort  Lauderdale,  Florida  33316. 


URGENT — Partner  to  share  expanding  practice 
(GP  & OB).  Excellent  opportunity  to  right  young  man 
with  Florida  license.  Salary  first  6-12  months,  then 
partnership.  Lovely  small  Central  Florida  community 
close  to  Orlando  and  new  Disney  World.  GP  area  with 
155  bed  hospital  nearby  and  abi.ity  to  advance  su  gical 
privileges.  Phone:  (904)  383-3767  or  (904)  383-3143. 
Contact  Randall  B.  Whitney,  M.D.,  408  Highway  19- 
. Alt.,  Mount  Dora,  Florida  32757. 


P.ATHOLOGIST:  Board  certified  in  clinical  and 

anatomical  pathology,  age  39,  native  U.S.,  Florida  resi- 
dent, unive  sity  trained,  experienced.  Write  C-993, 
P.O.  Box  2411,  Jacksonville,  Florida  32203. 


PEDI.ATRIC  ASSOCIATION  DESIRED.  Florida 
licensed,  age  30.  Part  I d'plomate  boa  ds.  Army  dis- 
charge, September  13,  1971.  Write  Dr.  Alan  B.  (Tohen, 
U.S.A.H.,  Redstone  Arsenal,  Huntsville,  Alabama  35809. 


REGISTERED  INHALATION  THERAPIST  AND 
REGISTERED  PHYSICIAN’S  ASSISTANT  would 
like  position  with  medical  clinic  or  in  general 
medicine  or  the  family  practice  of  medicine.  Three 
years’  experience  in  general  medicine  at  John  Sealy 
Hospital,  Galveston,  Texas.  Available  immediately. 
Complete  resume  upon  request.  Write  C-503,  Box 
2411,  Jacksonville,  Florida  32203. 


SITUATION  WANTED:  40  year  old  General 

Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  group  association.  Write 
C-983,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


GENERAL  PRACTITIONER:  Florida  license, 

seeks  position  in  industrial  medicine,  public  health  or 
association  with  individual  or  group.  Broward  Coun- 
ty preferably.  Write  Box  356,  Hallandale,  Florida 
33009. 


CLINICAL  CHEMIST:  Postdoctoral  experience  in 
a major  hospital,  desires  to  join  a g.oup  of  cl  n cians 
(to  perform  30-100  tests  a day)  or  work  in  medium- 
sized hospital.  Write  C-507,  P.O.  Box  2411,  jacKSon- 
ville,  Florida  32203. 


practices  available 

FOR  SALE:  Five  room,  red  brick,  medical  office 

building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 


FOR  SALE:  Established  office  for  generalist  in 

the  all  Ame  ican  city  of  Lakeland,  central  Florida. 
Adjacent  to  500-bed  open  staff  hospital.  Retiring,  you 
take  over.  Terms  open.  Send  curriculum  vitae.  Write 
Drs.  Clark,  King  and  West,  320  Parkview  PI.,  Lake- 
land, Florida  33801. 


AVAILABLE  EYE,  EAR,  NOSE  AND  THRO.AT 
PR.\CTICE.  Good  opportunity  for  ophthalmologist  or 
otolaryngologist,  or  both.  Population  of  city  around 
22  000  plus  su.Tounding  community.  For  further  infor- 
mation please  write  William  H.  Tu  nley,  M.D.,  1305 
S.W.  Fi  st  Avenue,  Ocala,  Florida  32670.  Tele.:  Office 
622-6149,  Home  622-6159. 
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real  estate 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S1S0. 


DOCTOR’S  OFFICE  FOR  LE.\SE:  4561  San 
Juan  Ave.,  Jackson\dlle,  Flo.ida.  Convenient,  Lake 
Shore  location,  1,200  sq.  ft.  -Air-conditioned,  carpeted, 
parking,  $350.00  per  month.  .Adjoining  two  bed.oom 
apartment,  600  sq.  ft.,  also  available.  Can  be  part  of 
office.  Entire  building  $400.00  per  month.  Contact 
C.  T.  VV’aldron,  4640  Ricker  Rd.,  Jacksonville,  Fla. 
32210.  Telephone  771-1434. 


DOCTOR’S  OFFICES  FOR  SALE:  Near  Broward 
General  in  Fort  Laude  dale.  Four  doctors  have  suc- 
cessfully practiced  ih  this  building  for  12  years.  Price 
$39  500,  terms.  Call  Marga  et  Jelstrom  .Associate, 

523- 0924.  Or  call  Laura  Wood  Realty,  Inc.,  309  S.E. 
9th  .Ave.,  Fort  Lauderdale,  Florida  33301.  Phone 

524- 2221. 


OWNER  OFFERS  LATE  M.D.’s  MODERN 
HOUSE:  Seven  rooms  plus  attached  office,  2 bed- 

rooms, 2 baths,  terrazzo  floors  throughout,  screened 
patio,  ample  packing.  .Available  September  1 in  West 
Florida  beach  city,  population  9,500.  $12,000  down. 
Write  C-504,  P.6.  Box  2411,  Jacksonville,  Florida 
32203. 


FOR  RENT:  Sarasota,  Gulf  Gate,  growing  h 

income  residential  a -ea.  Deluxe,  new,  air-conditioi 
building.  Four  treatment  rooms,  two  labo.-ator 
carpeted  reception  a'ea,  ample  parking.  Will  rent 
or  part.  Mitchell  (813)  922-9511.  Evenings  922-32 


MEDICAL  OFFICE  FOR  SALE:  FuUy  equipp 
for  general  practitioner.  Same  location  for  20  yea 
Good  parking.  Central  Florida.  Excellent  hospital  I 
cilities.  Excellent  income.  W.ite  C-505,  P.O.  Box  24  i 
Jacksonville,  Florida  32203. 


Cla.ssified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 


The  Florida  Medical  .Association  offers  place- 1 
ment  assistance  through  the  Physician  Placement' 
Service,  P O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  assodates,  and  is  with- 1 
out  charge. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Floyd  K.  Hurt,  M.D.,  Jacksonville,  President 
William  J.  Dean,  M.D.,  St.  Petersburg,  President-Elect 
R.\y  E.  Murphy  Jr.,  M.D.,  Pompano  Beach,  Vice  President 
Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
Franklin  J.  Evans,  AI.D.,  Coral  Gables,  Vice  Speaker 
James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 
James  T.  Cook,  M.D.,  Marianna,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Allied  Professions  and  Vocations 

Vincent  P.  Corso,  M.D.,  Miami,  Judicial  Council 

Philip  B.  Phillips,  M.D.,  Pensacola,  Legislation  and  Public  Agencies 

Vernon  B.  Astler,  M.D.,  Boynton  Beach,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Sersices 

O.  William  Davenport,  M.D.,  Miami,  Scientific  Activities 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Special  Activities 

Edward  J.  Sullivan  Jr.,  M.D.,  Jacksonville,  Specialtj’  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  3-7,  1972,  Holls-wood 
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When  disease  is  niled  out 
and  psychic  tension  is  implicated 

\hliuiri  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptom! 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

' Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  nredisnosition  to  habituaHon  anrl  rlpnf»rwlf>nf><a 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  dnig.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2%  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
anr?  1 Q mg;  bottles  of  100  and  500.  All  strengths  also 
''  'nTei-E-Dose^  “'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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riitknts  fell  asleep  quicki 


Jalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  failing  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.^’2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Daimane  30  mg  was  effective  in  patients 
who  had  trouble  failing  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Daimane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Daimane  therapy 
and  the  seven  consecutive  nights  on  Daimane 
30  mg. 

Daimane  is  also  relatively  safe,  as  reported  in 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Daimane  15  mg 
should  be  prescribed  for  these  patients.) 

Reterancss;  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971, 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Daimane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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! sleep  laboratory  measurements  in  cited  studies 
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17.6  min. 

me  after  onset  of  sleep 
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: of  sleep 

12.2 

8.4 

eep  time 

420.0  min. 

447.5  min. 

eep  percent 
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lical  effectiveness  as 
/en  in  the  sleep  laboratory 

blmane* 

jrazepam  HCO 

I0>mg  capsule  h.s.— usual  adult  dosage. 
l5-mg  capsule  h.s.— initial  dosage  for 
ly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications;  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications;  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions;  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions;  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported-  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  G1  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied;  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ X.  Roche  Laboratories 
< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abruj , 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flw 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy §rOtOrT cWorthaUdone  sp 

Makes  water,  not  waves. 


Electrolyte  imbala'nce  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal-iaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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Still  prescribing  oral  iron  in  salt  form- 

(with  a stool  softener)? 


FERROUP’ 

(ferrocholinate) 

—the  chelated  iron — gentler  and 
safer  for  the  iron-sensitive  patient 
■who  cannot  tolerate  other  forms 
of  oral  iron. 

FERROLIP  is  ferrocholinate.  The  iron  is 
held  as  a chelate  complex,  similar  to  the 
way  in  which  iron  is  held  in  the  hemo- 
globin molecule.  As  a result,  unlike  heely 
dissociated  iron  salts  (such  as  ferrous  sul- 
fate and  ferrous  gluconate),  FERROLIP 


does  not  release  high  concentrations  of 
free  ionic  iron,  which  have  been  reported 
to  cause  G.I.  distress. 

FERROLIP  provides  iron  supplement 
for  anemia.  It  stays  in  solution  through- 
out the  entire  pH  range  of  the  gastro- 
intestinal tract.  And  FERROLIP  pos- 
sesses a higher  factor  of  safety,  in  terms  of 
prevention  of  accidental  poisoning,  than 
iron  salts  do. 

FERROLIP  is  available  in  several  forms 
to  suit  your  patients’  needs:  as  tablets  or 
syrup,  and  in  combinations  with  vita- 
mins. Get  full  information  from  your 
Flint  man,  or  send  the  coupon  today. 


FERROLIP  PLUS  • FERROLIP 
FERROLIP  T LfQUID 

FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Morton  Grove.  Illinois  60053 


Please  send  me  free  samples  and  literature  on 
the  FERROLIP  (fenocholinale)  line  of  iron 
supplements. 

Name 

Address 


State 


I 


) 

'( 


jl 
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vacation  in 
avial: 
the  spasm 
reactors 
rin  your  practice 
' deserve 


ftfie  Donnafe/ 'Eflfecf 


each  tablet, capsule  or 
5 cc.  teaspoonful  of  elixir  ( 23%  alcohol ) 

■yoscyamine  sulfate  0.1037  mg. 

ropine  sulfate  0.0194  mg. 

yoscine  hydrobromide  0.0065  mg. 

jpienobarbital  (14  gr.)  16.2  mg. 

Ivarning:  may  be  habit  forpiing) 


each  Donnatal  each 

No.  2 Extentab® 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

( */2  gr. ) 32.4  mg.  ( 14  gr. ) 48.6  mg. 


Brief  summary.  Side  effects:  Blurring  ol  vision,  dry  mouth,  difficu  ' 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  hight 
dosage  levels,  rarely  on  usual  dosage.  Administer  tvith  caution  I 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstructio  , 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acul 
glaucoma,  advanced  renal  or  hepatic  disease  or  a hypersensitivity  1 i 
any  of  the  ingredients. 


AH'[^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


2 ways  to  provide  a month’s 
therapeutic  supply  oS  Vitamin  C: 
180  lemons  or  30  Allbee  with  C 


As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.)-  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

AH-POBINS 


LEMON  TREE  SO  VERY  PRETTX 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EKHITX  LEMONS, 
„ IS  IMPOSSIBLE  TO  EAT.  J 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit  BJ  15  mg 
Riboflavin  (Vit  ^ 10  mg 

Pyridoxine  hydro- 
chloride (Vit  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit  C)  300  mg 


This  Program  Should  Move  Forward  Slowly 


Each  year  there  are  certain  issues  which  emerge  from  the  swarm  of  continuing  problems  in  the 
socioeconomic  beehive  that  require  special  attention  and  study.  One  of  such  problems  is  physicians’ 
assistants. 

This  issue  of  the  Journal  is  devoted  to  the  role  of  physicians’  assistants.  As  you  are  aware,  the 
recent  meeting  of  the  legislature  produced  a law  which  provides  for  the  development  of  a physician’s 
assistant  program  in  the  state,  including  training  programs  in  the  state  medical  schools.  We  believe 
that  this  law  will  provide  an  excellent  foundation  upon  which  to  build  a program.  Happily,  these 
assistants  will  not  be  licensed,  but  certified  under  the  jurisdiction  of  the  State  Board  of  Medical  Ex- 
aminers. 

According  to  the  social  planners  and  health  care  experts,  the  best  hope  for  bridging  the  gap  be- 
tween patient  demand  and  doctor  supply  will  be  expansion  of  allied  personnel,  including  physicians’ 
assistants,  pediatric  nurses,  various  types  of  technicians  and  paramedical  people  of  all  sorts.  What 
the  planners  do  not  seem  to  take  into  account  is  that  most  likely  medical  services  will  continue  to 
be  supplied  in  the  physician’s  office,  rather  than  in  the  hospital.  It  is  much  easier  to  make  effective 
use  of  allied  health  manpower  in  a large  hospital  than  in  the  small  office  of  a physician. 

Most  of  the  physicians  I know  are  true  professionals  and  not  interested  in  a huge  office  with  three 
or  more  medical  assistants  for  whom  they  must  be  responsible.  They  wish  to  maintain  their  direct 
contact  with  the  patient  where  he  is  sure  of  the  quality  of  his  output.  Will  these  medical  assistants 
be  acceptable  by  the  patient,  the  physician  and  the  third  party  if  insurance  is  involved?  Another 
question  is  the  coverage  for  malpractice.  This  item  is  discussed  elsewhere  and  is  quite  pertinent. 

1 do  hope  that  this  movement  to  train  assistants  and  develop  a program  for  them  will  move 
slowly  until  their  exact  need  and  position  can  be  determined. 
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It’s  working,  | 
even  when  she’s  noil 


10:30  p.m.  To  bed  with  tablets  c 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provide 
reliable  therapy  for  nonobstructed  cy 
The  convenient  b.i.d.  schedule  leij 
the  patient  rest  assured  — while  Gantaiol ' 
fights  the  infection. 


S 


It 


t 


I 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in.vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  vyith  pyrim 
amine  in  congenital  toxoplasmosis);  pregnancy  at  terlar 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  .tal 
lished,  and  teratogenicity  potential  has  not  been  thor'gh 
investigated.  Sulfonamides  will  not  eradicate  or  prevf;^ 
quelae  to  group  A streptococcal  infections,  i.e.,  rheuaS 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity^ 
tions,  agranulocytosis,  aplastic  anemia  and  other  bloo'ps 
crasias  have  been  reported;  early  clinical  signs  such  aaof 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  s ou 
blood  disorders.  Complete  blood  counts  and  urinalysi:fi 
careful  microscopic  examination  are  recommended  freq  ™ 
during  sulfonamide  therapy.  Clinical  data  are  insufficieN 
prolonged  or  recurrent  therapy  in  chronic  renal  disea;fej 
children  under  6 years.  _ J . 

Precautions:  Use  with  caution  in  patients  with  imprj 
renal  or  hepatic  function,  severe  allergy,  bronchial  asjfl 
and  in  glucose-6-phosphate  dehydrogenase-deficient  n| 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
[hogens,  such  as  E.  coli,  Klebsiella- Aer oh acter,  S.  aureus  and  others, 
idf^don  all  day.  And  action  all  night  to  prevent  retained  urine  from 
cyi  oming  the  medium  for  bacterial  proliferation. 

^ 7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 

• rapy  means  rapid  symptomatic 
iDrovement,  often  in  24  to  48  hours,  for 
)st  patients  with  nonobstructed  urinary 
■‘:t  infections. 

"s 

I nonobstructed  urinary  tract  infections 

liantanol'RLD. 

(sulfamethoxazole) 

Tablets/Suspension 

k ' 

‘ 12  hours  of  therapy  with  every  dose 


’’|ls.  In  the  latter,  dose-related  hemolysis  may  occur. 
3.ain  adequate  fluid  intake  to  prevent  crystalluria  and 
k formation. 

[adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
f:ic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
J ia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
^(3;  allergic  reactions:  erythema  multiforme  (Stevens- 
hon  syndrome),  skin  eruptions,  epidermal  necrolysis, 
liria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
iiylactoid  reactions,  periorbital  edema,  conjunctival  and 
Ipl  injection,  photosensitization,  arthralgia  and  allergic 
|arditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
^Tnal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
3.3titis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
*^al  depression,  convulsions,  ataxia,  hallucinations,  tin- 
fa,  vertigo  and  insomnia;  and  miscellaneous  reactions: 
fc  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
I'teritis  nodosa  and"  L.E.  phenomenon.  Due  to  certain 
ical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initiaUy,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


INTRODUCING 

TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN " also  available  as  250-mg  capsules 

(TETRACYCLINE  HCI)  • 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N Y.  10017 


.impirin  compound 
>Codeine,  grl/2  or  gr  1 

Helps  overpower  pain 


:ach  tablet  contains:  aspirin  gr.  3V2, 

)henacetin  gr.  2V2,  caffeine  gr.  t/2. 

'lo.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 
^0. 4 contains  codeine  phosphate*  <64.8  mg.)  gr.  1. 
(Warning— may  be  habit  forming.) 


Empirin  Compound  with  Codeine  is  now  classified  in  Schedule 
1111  Available  on  oral  prescription  and  may  be  refilled  5 time^ 
within  6 months,  unless  restricted  by  State  law. 

'omplete  literature  available  on  request  from  Professional  Services  Dept 


in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DEFTa- 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg  ' 


not  a sulfonylurea 

Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  fortheclinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated  I 

serum  cholesterol  levels  in  overweight,  | 

hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


lowers  eleyated 
blood  sugar 


n\o  prescribe  DBP-TD  (phenformin  HCI) 
start  with  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


nations:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
, primary  and  secondary.  Contraindications:  Diabetes  mel- 
that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
icomplicated  and  well  regulated  on  insulin;  acute  compli- 
>ns  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
e);  surgery;  severe  hepatic  disease;  renal  disease  with 
nia;  cardiovascular  collapse,  after  disease  states  associated 
hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 

I adequate  data  on  the  effects  of  DBIon  the  human  fetus 
available,  such  use  can  be  considered  experimental.  Pre- 
ions: Starvation  Ketosis,  which  must  be  differentiated 
I "insulin  lack"  ketosis,  and  is  characterized  by  ketonuria 
)ite  of  relatively  normal  blood  and  urine  sugar,  may  result 
I excessive  DBI  therapy,  excessive  insulin  reduction  or 
fficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
lin  dosage,  or  supplying  carbohydrates,  alleviates  this 
!.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
3D  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
lended  in  the  presence  of  azotemia  or  in  any  clinical  situa- 
that  predisposes  to  sustained  hypotension  that  could  lead 
ctic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
t is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare,  / 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 
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peritrate’SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  reiief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  eariy  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinicai  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHII_«OTT 

Morris  Plains,  New  Jersey  07950 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 

It.  ARCH  LABORATORIES 

i f\  i 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

6315  Anderson  Rd.  33614 
(813)  884-3409 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 
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You’ll  rely  on  MINTEZOL  (Thiabendazc, 
MSD)  often  for  pinworm  disease.  Not  j t 
because  that's  a very  common  helir- 
thic  infestation,  but  because  MINTE2'. 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusuc' 
wide  range  of  action— against  thre.- 
worm,  hookworm,  whipworm,  and  Ian 
roundworm  disease.  This  broad  spectru 
of  activity  makes  it  particularly  effi* 
tive  in  these  mixed  worm  infestations' 
MINTEZOL  isn’t  a dye.  So  you  won’t  hr 
complaints  about  stained  teeth,  clO’ 
ing,  or  bed  linen.  The  most  frequen 
occurring  side  effects  have  been  at; 
rexia,  nausea,  vomiting,  and  dizzinesr 


Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
. monitored  in  patients  with  dysfunction  of 
' these  organs. 

Adverse  Reactions: , Frequently  encountered 
' are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress. 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SCOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme.  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


when  manhood  ebbsJ 

io  #^aJ  due  to  testicular 

IO  U\?lCiy  x7vl  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  1 0 mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure...  and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin 


(fluoxymesterone 

Upjohn) 

oral  replacement  with 
parenteral-like  potency  % 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 


alotestin® 

\ uoxymesterone,  Upjohn) 

),  ally  active  androgen  about  5 times  as  potent 
llanabolic  and  androgenic  activity  as  methyltes- 
terone.  Halotestin  (fluoxymesterone)  induces 
nificant  retention  of  calcium  and  potassium, 
retention  of  sodium  not  marked.  Doses  below 
mg.  daily  have  little  effect  in  producing 
I latinuria. 

lications  Male:  Replacement  therapy  in  tes- 
jlar  hormone  deficiency  states.  Prevents  atro- 
'y  of  the  accessory  male  sex  organs  following 
stration  for  as  long  as  therapy  is  continued, 
potence  and  male  climacteric  symptoms  when 
e to  androgen  deficiency.  Primary  eunuchoid- 
,1  and  eunuchism.  Delayed  puberty  when  es- 
)lished  as  not  a simple  familial  trait.  Indicated 
those  symptoms  of  panhypopituitarism  re- 
ed to  hypogonadism,  however,  appropriate 
irenal  cortical  and  thyroid  hormone  replace- 

Iint  therapy  remain  of  primary  importance. 
male:  Palliation  of  androgen-responsive,  ad- 
nced,  inoperable  breast  cancer  in  women  be- 
een  1 and  5 years  postmenopausal  or  women 
whom  castration  has  shown  the  tumor  to  be 
rmone  dependent.  Prevention  of  postpartum 
>ast  manifestations  of  pain  and  engorgement; 
>re  is  no  satisfactory  evidence  that  this  drug 
jvents  or  suppresses  lactation  per  se.  In  os- 
jporosis  androgens  may  be  of  adjunctive 
lue  to  adequate  considerations  of  diet,  cal- 
im  balance,  physiotherapy  and  general  health 
Dmoting  measures.  Males  and  Females:  In  the 
atment  of  protein  depletion  states  which  oc- 
r in  geriatric  patients,  in  debilitation  states,  in 
ronic  corticoid  therapy,  resistant  fractures; 
rptorchidism;  creating  a positive  nitrogen  bal- 
ce,  tissue  repair  and  other  anabolic  effects, 
drogenic  steroids  may  produce  a response  in 
lastic  anemias,  myelofibrosis,  myelosclerosis, 
nogenic  myeloid  metaplasia  and  hypoplastic 
emias  due  to  malignancy  or  myelotoxic  drugs, 
drogens  are  not  of  value  in  other  anemias, 
intraindications  Pregnancy  (may  virilize  fe- 
hile  fetus),  mammary  carcinoma  in  the  male, 
bstatic  carcinoma,  severe  liver  disease,  severe 
i|rdiorenal  disease  and  severe  persistent  hy- 
(rcalcemia. 

t.ecautions  Employ  with  caution  in  young  boys 

I;  avoid  precocious  sexual  development  and 
3mature  epiphyseal  closure.  Androgens  tend 
promote  retention  of  sodium  and  water,  there- 
e,  watch  for  edema— particularly  in  the  elderly. 
:idence  and  severity  of  edema  have  been 
nimal  and  have  been  associated  only  with 
jh  doses  used  for  palliation  of  breast  cancer, 
percalcemia  may  occur,  particularly  in  patients 
th  metastatic  breast  carcinoma;  if  this  occurs 
3 drug  should  be  discontinued.  Changes  in 
er  function  tests,  such  as  increased  BSP  re- 
ition  and  SCOT  levels,  can  occur  during  ther- 
y.  Jaundice  has  been  rarely  reported.  If  liver 
iction  tests  are  altered,  discontinue  medica- 
n or  reduce  dose.  Priapism  is  indicative  of 
cessive  dosage  and  is  indication  for  tempo- 
ry  withdrawal  of  drug.  When  treating  protein 
;pletion  states  or  osteoporosis,  an  adequate 
3t  should  be  provided  and  prolonged  immobili- 
tion  avoided  whenever  possible.  When  treating 
'lastic  or  hypoplastic  anemias,  androgen  ther- 
ly  should  not  replace  other  measure  such  as 
insfusion,  correction  of  iron  deficiency,  anti- 
icterial  therapy,  and  the  use  of  corticosteroids. 
Iverse  reactions  Nausea,  dyspepsia,  men- 
■ual  irregularities,  hepatic  dysfunction,  pria- 
sm,  edema,  precocious  sexual  development, 
id  premature  epiphyseal  closure  in  young 
itients  have  been  reported.  Ma/e  — Prolonged 
Imlnistration  or  excessive  dose  may  cause 
hibition  of  testicular  function  with  oligospermia 
id  decreased  ejaculation  volume.  Female  — 
irge  doses  or  prolonged  administration  may 
oduce  masculinization  with  signs  such  as  hir- 
itism,  deepening  of  the  voice,  enlargement  of 
e clitoris,  acne,  and  sometimes,  increased 
)ido. 

jpplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
mg.,  scored  — bottles  of  50./ 70  mg.,  scored 
bottles  of  50. 

)r  additional  product  inlormation,  see  your 
ojohn  representative  o'r  consult  the  package 
rcular. 
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The  Upjohn  Company,  Kalamazoo.  Michigan 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  mo.st  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
p>ychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  .Ml  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  re[iorts  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alered  Petschow,  Administrator 

Staff  Psychiatrists 
.August  C.  Herman,  M.H. 

Joseph  R.  .\iswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

I’Algar  1>.  Hodge,  M.D. 

\rie  denhreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


l»t-7«27-R 


MCO  l-S-S  114X1 


V-CillinK;Pediatric 

potassium 

phenoxymethyl 

, ,||,  available  to  the 

prolession  on  request. 

Uvl  llvlllll  I Eli  Lilly  and  Company 

* Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Physician’s  Assistants  in  Florida 

Jack  VV.  Fleming,  M.D. 


The  physician’s  assistant — who  needs  him  and 
who  wants  him?  Exactly  what  does  a physician’s 
assistant  do,  and  how  is  he  different  from  a nurse, 
or  a technician,  or  an  office  assistant?  Why  not 
use  only  nurses  for  clinical  assistants?  Why  start 
a cult  of  inferior  physicians?  Isn’t  this  physician’s 
assistant  idea  just  a subterfuge  of  the  medical 
schools  to  excuse  them  from  producing  more  doc- 
tors? How  can  we  justify  spending  money  on 
training  physician’s  assistants  when  all  available 
funds  should  be  used  to  produce  practicing  phy- 
sicians, our  first  priority?  What  is  going  to  hap- 
pen years  from  now  when  the  physician’s  assistant 
is  older  and  may  be  dissatisfied  with  his  lot;  when 
he  may  organize  and  encroach  on  the  practice  of 
medicine? 

These  are  some  of  the  common  questions  by 
physicians  who  have  a sincere  concern  for  main- 
taining high  professional  standards  in  medicine. 
We  have  tried  to  answer  some  of  them  as  well  as 
other  questions  in  this  issue  of  the  Journal  of  the 
Florida  Medical  Association.  One  article  has  been 
condensed  from  a slide-tape  presentation  of  basic 
information  about  physician’s  assistants  (page  54). 
The  presentation  was  prepared  in  Florida  and  is 
available  to  medical  societies  and  other  groups 
upon  request. 

Another  article  in  this  issue  by  Dr.  Richard  A. 
Henry  describes  the  present  status  in  Florida 
regarding  identification  of  needs  for  physician’s 
assistants,  liability,  evaluation  and  training  pro- 
grams. 


Dr.  Fleming  is  chairman  of  the  Florida  Medical  Association’s 
Committee  on  Physician’s  Assistants  and  Medical  Assistants. 


There  has  been  an  explosion  of  information 
and  literature  concerning  health  care  needs  and 
various  concepts  of  assistants  to  physicians. i-- 
With  this  has  come  an  accompanying  explosion  of 
questions  and  confusion  in  regards  to  terminol- 
ogy, utilization,  legal  status,  and  the  relationship 
of  new  health  personnel  to  existing  ones.^-^  The 
tables  in  this  article  attempt  to  classify  and  iden- 
tify the  new  health  care  assistants  from  several 
different  viewpoints.  As  the  blind  men  described 
the  elephant  according  to  the  part  they  evaluated, 
so  one  may  classify  new  health  care  assistants  ac- 
cording to  their  functions  and  orientations,  and 
their  similarities  and  relationship  to  known 
entities. 

One  of  the  most  important  functions  of  the 
Florida  Medical  Association  Committee  on  Phy- 
sician’s Assistants  and  Medical  Assistants  is  to 
gather  information  about  these  subjects,  discuss 
and  evaluate  and  help  distill  this  into  topics  of 
resolutions  for  consideration  by  the  FMA  Board 
of  Governors.  FMA  members  were  polled  in 
February  1971  to  determine  their  opinions  as  to 
the  need  for  physician’s  assistants. 

Functions  of  a Physician’s  Assistant  and  Other 
Health  Care  Assistants  and  Their  Relationship 
to  "The  Establishment” 

The  definition  of  a physician’s  assistant  adopt- 
ed by  the  American  Medical  Association  House  of 
Delegates  in  1969  is: 

The  physician’s  assistant  is  a skilled  person  qualified 
by  academic  and  practical  on-the-job  training  to  pro- 
vide patient  services  under  the  supervision  and  direction 
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of  a licensed  physician  who  is  responsible  for  the  per- 
formance of  that  assistant. 

According  to  Powers  and  Howard,®  the  func- 
tions of  a physician’s  assistant  can  be  described 
more  clearly  by  listing  the  accomplishments  of  a 
Duke  physician’s  assistant  graduate  working  for 
a family  practitioner  in  a small  North  Carolina 
town  today: 

Actual  functions  performed  under  physician  super- 
vision 

Hospmt 

1.  Initial  history  and  physical  examinations  on  all 
incoming  patients. 

2.  Ordering  of  routine  laboraton.-  studies  on  incoming 
patients. 

3.  Organization,  collection,  and  reporting  of  data  on 
all  patients  to  the  physician. 

4.  Routine,  hospital  rounds  with  patient  consultation 
regarding  disease  limitations. 

3.  Patient  diagnostic  and  management  procedures 
including: 

a.  Intravenous  medications. 

b.  Nasogastric  intubation  and  gastric  analyses. 

c.  Catheterization  of  the  male  patient. 

d.  Drawing  of  arterial  blood  samples  and  difficult 
venous  blood  samples. 

e.  Intravenous  catheterization  of  venous  cutdowns. 

f.  Scheduling  of  laboratory  and  x-ray  studies  for 
maximum  efficiency. 

6.  Discharge  physicals  and  dictation  of  narrative  sum- 
maries on  all  patients. 

Office 

1.  Detailed  history  and  physical  evaluations  where 
indicated  or  instructed. 

2.  Initial  histor>'  and  physical  examinations  on  routine 
illnesses  with  subsequent  collection  and  organization 
of  labo’-atory  data  for  the  physician. 

3.  Application  and  removal  of  casts  and  dressings. 

4.  Instruction  of  patients  on  specific  regimen  to  be 
followed  and  answering  of  questions  regarding  ex- 
tent and  limitation  of  the  condition  caused  by  the 
disease. 

5.  Routine  evaluations  and  examinations  of  healthy 
patients. 

6.  Scheduling  and  arranging  consultations  and  labora- 
tory studies  to  be  done  in  the  outpatient  laboratory- 
service  of  the  hospital. 

7.  Provision  of  first  aid  care  and  routine  triage  of  all 
accident  victims. 

8.  -\ssistance  in  filling  out  narrative  summary  portion 
of  all  insurance  forms. 

9.  Coordination  of  technical  procedures  performed  by- 
other  physician  employees. 

The  script  for  the  slide  tape  presention  previ- 
ously mentioned  describes  the  three  types  of  phy- 
sician’s assistant  as  classified  by  the  Board  on 
Medicine  of  the  National  Academy  of  Science.'-* 
Table  1 indicates  how  these  physician-oriented 
‘‘physician’s  assistants”  are  related  to  nurse-orient- 
ed, office-oriented,  and  community-oriented  health 
care  assistants. 

Table  2 illustrates  some  of  the  numerous 
“Nurse  Extension  Programs”  already  operating. 
Some  of  these  programs  orient  the  nurse  to  an 


T.4BLE  1. — He.alth  Care  Assistants  j 

1.  PHYSICI.AX  ORIENTED  HE.ALTH  CARE  .\SSIS- h 
T.ANTS  (Physician’s  .Assistants) 

(M.D.  directed;  M.D.  responsible  for  functions;  com- 
pensated bv  M.D.  or  institutions) 

I 

a.  Physician’s  .Associates 

(“Type  -A”  physician’s  assistants  of  the  Board  on  i ! 
Medicine  of  the  National  .Academy-  of  Sciences  and  | 
the  Task  Force  on  Physician’s  .Assistants  Programs  i i 
of  the  .American  .Association  of  Medical  Colleges) 

Trained  at  medical  schools  for  one  year  or  more. 

(e.g.,  Phy-sician  .Associate  Programs  now  at  ! 
Duke,  Yale,  Bowman  Gray,  .Alabama,  Oklahoma  ' < 
and  Emory  University  medical  schools) 

b.  Specialized  Physician’s  .Assistants  (“Type  B”) 

Trained  at  medical  schools  or  later,  at  highly-  devel-  i 
oped  teaching  centers. 

Cardiac  or  Coronary  Care  Phy-sician’s  .Assistants 
(e.g.,  Grady  Hospital  and  Emory-  University-  i 
“Coronary  Care  .Assistants”) 

Surgical  Physician’s  .Assistants 

(e.g..  University  of  .Alabama  Medical  Center’s  I 

“Surgical  .Assistants”) 

Pediatric  Phy-sician’s  .Assistants 

(e.g..  University  of  Colorado’s  “Pediatric  Nurse 

Practitioner”) 

Pulmonary-  Physician’s  .Assistants 

.All  Inhalation  Therapists  are  not  phy-sician’s 
assistants.  It  is  proposed  that  one  may  be- 
come a “Type  B”  Physician’s  .Assistant  by 
additional  training,  testing,  or  re\-iew  of 
qualifications  by  a medical  school  and  'or 
State  Board  of  Medical  Examiners. 

Others 

c.  General  Phy-sician’s  .Assistants  (“Type  C”) 

.Abbreviated  training  at  medical  schook,  or  later  at 
highly  develojjed  teaching  centers,  and  on-the-job 
training. 

(e.g..  University  of  Washington’s  “MEDEX”)*  ' 

2.  NURSING  ORIENTED  HEALTH  CARE  .ASSIS- 
TANTS 

(R.N.  directed;  hospital  responsible;  compensated  by 
hospital) 

a.  Licensed  Practical  Nurse 
Training  as  established 

b.  Specialized  Nursing  Technicians 

Trained  at  university-  and  community  hospitak  ‘ 
where  competent  training  staffs  are  available. 

Coronary-  Care  Nursing  Technicians 

(e.g.,  “Coronary-  Care  Technicians,”  Baptkt  Hos-  i 

pital,  Nashville) 

Operating  Room  Nursing  Technicians 
Others 

c.  General  Nursing  Technicians 
Trained  at  hospitak;  on-the-job 

.Aids 

Others 

3.  OFFICE  ORIENTED  HEALTH  CARE  ASSISTANTS 
(Medical  .Assktants) 

•Some  consider  the  MEDEX  as  a “Type  A”  physician’s  assis- 
tant or  “physician’s  associate’’  since  trainees  in  this  program  are 
highly  selected  from  military  corpsmen  who  have  served  on 
independent  duty;  the  Board  on  Medicine  of  the  National  .\cade- 
my  of  Science  originally  listed  MEDEX  as  a Type  C physi-  - 
cian’s  assistant. 


20 


VOLUME  58/ NUMBER  9 


(Office  helpers  who  combine  minor  laboratory,  account- 
ing, and  secretarial  functions  within  a doctor’s  office.) 

Trained  at  junior  colleges,  and  or  informal  on-the- 
job  training. 

4.  COMMUNITY  ORIENTED  HEALTH  CARE  ASSIS- 
TANTS** 

(.\ides  trained  by  public  health  and/or  other  personnel 
to  assist  disadvantaged  patients  to  obtain  medical 
and/or  social  services.) 

(e.g..  Health  Guides  of  the  Model  Neighborhoods  Area 
Project,  Tampa) 

“This  fourth  category  of  Health  Care  Assistants  was  not  in- 
cluded at  the  time  of  the  original  presentation  of  this  classifica- 
tion for  FMA  approval. 


T.-\ble  2. — New  Nursing  Extension  Programs.* 


1.  AMBULATORY  CARE  NURSE 

(e.g.,  Bronx  Municipal  Hospital  Center,  New  York, 
N.Y.) 

2.  PEDIATRIC  ASSIST.ANT  PROGRAMS 

a.  Pediatric  Nurse  Practitioner  (PNP) 

(e.g..  University  of  Colorado 

Yale  University  School  of  Medicine 
Washington  University  School  of  Medicine 
Bunker  Hill  Health  (/enter  of  Massachusetts 
General  Hospital) 

b.  Pediatric  Nurse  Associate 

(e.g.,  Cincinnati  College  of  Medicine 

University  of  Connecticut  Health  Center) 

c.  .\mbulatory  Pediatric  Nurse 

(e.g.,  St.  Christopher’s  Hospital  for  Children,  Phila- 
delphia) 

d.  Nurse  Clinician 

(e.g.,  University  of  Virginia) 

3.  FAMILY  NURSING  PROGRAMS 

(e.g.,  Family  Health  Practitioner,  University  of 
California  at  Berkeley 

Frontier  Nursing  Service — Windover,  Kentuc- 
ky; [.Associated  with  Vanderbilt  Univer- 
sity for  master’s  degree] 

Nurse  Associate,  Presbyterian — St.  Luke’s  Hos- 
pital, Chicago) 

4.  OPHTHALMOLOGY  ASSISTANT  PROGRAM 

(e.g..  Ophthalmic  Nurse — Baylor  University,  Hous- 
ton) 

5.  TRIAGE  OR  SCREENING  NURSES 

a.  Triage  and  Screening 

(e.g..  Case  Western  Reserve  University,  Cleveland") 

b.  Nurse-Physician  Surrogate 

(e.g.,  .Albert  Einstein  College  of  Medicine) 

6.  NURSE  CLINICLANS 

a.  Specialty  Care 

1.  Coronary  Care 

(e.g..  Numerous  examples  in  coronary  care  units 
now  existing  over  the  country) 

2.  Surgical  .Assistants 

3.  Ob-Gyn  Nurse  Clinicians  and  Nurse  Midwives 

b.  General 

(eg.,  Wayne  Slate  University — Detroit 
Public  Health) 

In-patient  and  out-patient  units 
'Examples  listed  here  are  incomplete  because  of  space  limitation. 


institution  rather  than  to  one  physician.  There  is 
a great  overlap  of  functions  of  many  of  these  types 
of  specialized  nurses  on  the  one  hand  and  “physi- 
cian’s assistants”  on  the  other.  In  Table  3 “The 
Establishment”  with  existing,  certified,  allied- 
health  professions  is  listed.  Thus,  it  is  very  clear 
that  health-care  assistants  are  a new  and  different 
breed  in  the  present  scheme  of  things,  but  mem- 
bers of  the  previously  existing  “establishment” 
may  join  this  new  category. 

The  .American  Hospital  .Association’s  official 
position  is  that  it  is  preferable  to  apply  the  term 
“physician’s  assistant”  only  to  individuals  who 
work  full  time  for  a physician  in  the  performance 
of  ta.sks  assigned  by  that  physician,  whether  they 
are  employed  by  the  physician  or  by  the  hospital. ® 

Why  Not  Use  only  Nurses  as  Physician’s 
Assistants.^ 

In  January  1971  the  .American  Medical  Asso- 
ciation issued  a statement  suggesting  that  nurses 
be  given  special  training  and  serve  as  special  nurse 
assistants  to  physicians;  the  collection  of  profes- 
sional fees  for  this  type  of  service  was  sanc- 
tioned. 

The  .American  Nurses  .Association  greeted  this 
proposal  with  a roar  of  disapproval  stating,  “It  is 
not  the  prerogative  of  one  profession  to  speak  for 
another”  and  that  this  plan  would  compound  the 
already  existing  problem  of  a shortage  of  nurses; 
furthermore,  they  stated  that  they  had  no  objec- 
tion to  the  physicians  obtaining  assistants  of  their 
own  just  as  nurses  have  obtained  assistants  in  the 
past.ii 

On  a local  level,  nurses  have  not  reacted  so 
negatively,  in  my  own  experience,  and  indeed  a 
number  have  been  enrolled  in  the  Duke  Physi- 
cian’s .Assistant  Program**  and  other  physician’s 
assistant  programs. 

.As  shown  in  Table  3 there  are  already  many 
nursing  extension  programs  in  operation  and  many 
more  are  in  the  planning  stage.  Many  offer  cur- 
riculums  similar  to  those  for  physician’s  assistants; 
others  are  more  specialized  or  of  less  depth  than 
the  latter.  Some  physicians  have  trained  their 
own  nurses  to  a high  level  of  performance  as 
clinical  assistants. 

The  nurses  in  this  latter  role  may  have  prob- 
lems in  regard  to  demanding  the  higher  level  of 
pay  established  for  physician’s  assistants  and  of 
gaining  acceptance  by  State  Boards  of  Medical 
Examiners  in  the  future.  The  new  Florida  Law 
(published  in  this  issue)  provides  a fine  for  those 

''Changed  in  1971  to  “Physician’s  -Associate  Program” 
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Table  3. — “The  Establishment.” 

1.  M.D. 

Generalists 

Specialists 

2.  R.X. 

Generalists 

Specialists 

Existing  areas  of  expertise  and  experience 
(e.g.,  Xurse  Anesthetists) 

New  Xursing  Extensions  (See  Table  2) 

L.P.X.  (similar  classifications  as  above) 

3.  ALLIED  MEDICAL  PROFESSIOXS  (Allied  Health 
Personnel) 

The  following  programs  have  been  accredited  by  the 
AM.  A.: 

Certified  Laboratory  Assistant 

Cytotechnologist 

Histologic  Technician 

Inhalation  Therapy  Technician 

Medical  .\ssistant 

Medical  Record  Librarian 

Medical  Record  Technician 

Medical  Technologist 

Xuclear  Medicine  Technologist 

Occupational  Therapist 

Physical  Therapist 

Radiation  Therapy  Technologist 

Radiologic  Technologist  (formerly  x-ray  technician) 

Urologic  .\ssistant  (in  development) 

calling  themselves  “Physician’s  Assistants”  if  not 
approved  by  the  State  Board  of  Medical  Ex- 
aminers. 

There  are  large  numbers  of  nurses  in  retire- 
ment and  many  serving  in  offices  who  may  be  at- 
tracted to  physician’s  assistants,  nurse  clinicians, 
or  nurse  practitioner  programs.  However,  the  fe- 
male nurse  may  not  be  able  to  assume  the  same 
responsibilities  such  as  night  calls,  moving  her 
family  to  a new  locale,  etc.,  required  of  some  phy- 
sician’s assistants.  Assistants  to  physician’s  pro- 
grams can  be  carried  out  in  large  measure  by 
utilization  of  nurses  but  development  of  the  phy- 
sician’s assistant  concept  was  partly  based  on  the 
tapping  of  a new  reservoir  of  civilian,  health  man- 
power, the  discharged  military  corpsman.2.12 
It  remains  to  be  seen  how  successful  the  junior 
colleges  will  be  in  providing  a core  curriculum  for 
health-oriented  students  w’ho  may  later  progress 
to  physician’s  assistant  programs  without  prelimi- 
nary clinical  experience.  However,  some  feel  that 
the  demand  for  health  care  assistants  will  be  so 
great  in  the  future  that  these  students  who  are 
highly  motivated  toward  service  will  be  needed 
and  that  nurses,  allied-health  personnel,  and  mili- 
tary corpsmen  will  not  be  sufficient  in  number  to 
fill  the  expanded  needs. 


Statements  from 

the  American  Medical  Association 

In  November,  1970,  Dr.  Walter  C.  Bornemeier, 
President  of  the  A.M.A.,  stated  at  the  Third  An- 
nual Duke  Conference  on  Physician’s  Assistants: 

“The  relatively  simple  concept  of  physician’s 
assistants,  we  of  the  American  Medical  Association 
believe,  will  go  a long  way  toward  answering  one 
of  the  main  problems  faced  by  this  country.  The 
.American  doctor  is  almost  flat  on  his  back,  stag- 
gering under  an  unprecedented  patient  load.  The 
only  quick  way  we  see  to  get  him  back  on  his 
feet  ...  is  to  give  him  some  extra  hands. 

In  July,  1970,  Dr.  Bornemeier  said: 

“The  most  serious  health  problem  facing  our 
nation  today  is  the  shortage  of  family  doctors  . . . 
The  American  Medical  Association  believes  there 
is  .something  we  can  do  right  away  that  will  begin 
to  relieve  the  shortage  . . . 

What  we  advocate  is  simply  that  private  phy- 
cians  begin  immediately  to  divest  themselves  of  all 
routine  functions  that  can  be  performed  by  assis- 
tants and  associates  . . . 

Does  the  creation  of  physician’s  assistants 
mean  we  can  let  up  on  the  pressure  to  produce 
more  and  better  doctors?  Not  at  all.  Obviously, 
we  must  have  many  more  doctors  as  well  as  many 
more  doctor’s  assistants  if  we  are  going  to  avoid 
a further  crisis. 

The  Florida  Medical  Association  and 

the  Evolving  Physician’s  Assistant  Concept 

The  Florida  Medical  Association  House  of 
Delegates  at  its  meeting  in  1970  approved  an 
amendment  to  the  Medical  Practice  .Act  which 
provided: 

That  a physician’s  trained  assistant,  registered  nurse, 
registered  nurse  midwife,  or  licensed  practical  nurse  shall 
not  be  construed  as  practicing  medicine  in  their  service  if 
rendered  under  the  responsible  supervision  and  control  of 
a licensed  physician. 

The  Association  actively  supported  the  change 
in  the  Act  relative  to  a physician’s  trained  assis- 
tant and  a provision  relative  to  this  enacted  by 
the  1970  Florida  legislature  (see  458.13(4)  Ap- 
pendix 1).  It  was  felt  at  that  time  that  any  pro- 
gram utilizing  physician’s  assistants  of  any  type 
should  evolve  slowly  and  with  close  scrutiny. 

The  purpose  of  this  amendment  was  to  estab- 
lish a legal  basis  for  utilization  of  the  physician’s 
assistant  heretofore  not  regulated,  licensed  or 
otherwise  defined. 

In  early  spring  1971  the  Florida  Medical  .As- 
sociation Board  of  Governors  felt  that  the  existing 
laws  with  physician’s  assistants  under  surveillance 
of  the  State  Board  of  Medical  Examiners  was  suf- 
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ficient  (see  Appendix  2).  Later,  however,  when 
additional  legislation  was  brought  forward  by  the 
legislature  the  Florida  Medical  Association  offered 
suggestions  which  resulted  in  an  amicable  bill 
which  became  law  (see  Appendix  3).  The  latter 
requires  that  physicians  must  be  approved  by  the 
State  Board  of  Medical  Examiners  to  supervise 
qualified  physician’s  assistants  and  that  no  physi- 
cian shall  employ  more  than  two  physician’s  assis- 
tants. The  State  Board  of  Medical  Examiners  is 
given  considerable  leeway  in  implementing  and 
regulating  this  program.  One  may  be  assured  that 
there  will  be  appropriate  restraint  and  caution  in 
administering  this  evolving  program.  It  is  very 
important  that  the  State  Board  of  Medical  Ex- 
aminers remain  autonomous  in  its  administration 
of  the  program  and  that  the  FMA  as  a member 
of  the  Florida  Health  Manpower  Council  offer 
helpful  advice  to  the  Board.  The  latter  Council 
consists  of  volunteer,  state  and  local  health  and 
educational  agencies  and  representatives  of  the 
major  deliverers  of  health  care.  The  Council  will 
be  a source  of  advice  and  expertise  in  determining 
and  developing  areas  of  needs,  training  require- 
ments and  utilization  of  physician’s  assistants.  The 
new  law  (under  Section  F)  provides  for  an  annual 
evaluation  by  the  legislature  for  expanding  or  dis- 
continuing the  program,  further  underscoring  our 
need  to  assist  the  State  Board  of  Medical  Ex- 
aminers in  any  way  possible. 

The  Florida  Medical  Association  Committee 
on  Physician’s  Assistants  and  Medical  Assistants 
is  a committee  of  the  Council  on  Allied  Professions 
and  Vocations.  The  latter  submitted  resolutions 
pertaining  to  physician’s  assistants  which  were 
approved  by  the  1971  Florida  Medical  Association 
House  of  Delegates: 

1.  That  training  of  physician’s  assistants  not  be 
construed  as  having  higher  priority  than  the  training 
of  practicing  physicians. 

2.  That  the  Florida  Medical  Association  accept  and 
approve  the  following  working  definition  of  physician’s 
assistants  as  adopted  by  the  AM  A; 

“The  physician’s  assistant  is  a skilled  person  quali- 
fied by  academic  and  practical  training  to  provide 
patient  services  under  the  supervision  and  direction 
of  a licensed  physician  who  is  responsible  for  the 
performance  of  that  assistant.” 

3.  That  training  programs  for  physician’s  assistants 
be  established  only  after  Florida  Medical  Association 
and  State  Board  of  Medical  Examiners  approval.  The 
Florida  Medical  Association  favors  the  simple  outline 
of  health  care  assistants,  as  presented  to  the  Council 
by  Dr.  Jack  Fleming,  as  a tentative  working  definition 
and  classification  of  health  care  assistants. 

4.  That  physician’s  assistants  not  be  recruited  ex- 
clusively from  RN’s,  but  that  RN’s  not  be  excluded 
from  becoming  physician  assistants. 


5.  That  FMA  stage  one  approval  (procedural 
endorsement)  be  granted  the  pilot  study  to  test  physi- 
cian’s assistants  in  rural  areas  as  proposed  by  Dr.  Rich- 
ard Henry,  using  physician’s  assistants  who  have  al- 
ready been  trained  in  an  approved  program. 

6.  That  FMA  approve  in  principle  and  encourage 
further  exploration  by  the  University  of  Florida  into 
the  cardiovascular  technician  training  program,  and 
that  stage  one  approval  (procedural  endorsement)  be 
granted  this  program. 

7.  That  the  FMA  emphasize  that  first  priority  in 
training  of  physician’s  assistants  is  for  the  rendering 
of  health  care  outside  of  the  hospital  setting  in  the 
local-physician  supervised  general  delivery  of  health 
care. 

8.  That  the  Board  of  Medical  Examiners  be  re- 
quested to  consider  certification  as  opposed  to  licensure 
of  physician’s  assistants  in  Florida. 

The  following  resolution  was  referred  by  the 
House  of  Delegates  to  the  Board  of  Governors: 

9.  That  eventual  qualifications  of  physician’s  assis- 
tants be  determined  by  a national  certification  body, 
with  endorsement  and  permission  for  a particular  assis- 
tant to  be  employed  by  a particular  physician  by  the 
Florida  Board  of  Medical  Examiners. 

Survey  Of  Physicians  Concerning 
Physician’s  Assistants 

In  February  1971  a questionnaire  was  mailed 
to  7,269  members  of  the  Florida  Medical  Associa- 
tion. Of  these  649  (8.93%)  were  returned.  Five 
hundred  eleven  (78%)  physicians  stated  that  they 
felt  there  is  a need  for  physician’s  assistants;  357 
(55%)  stated  they  would  want  an  assistant  in 
their  practice  at  some  time  in  the  future  (Table 
4). 

It  is  interesting  that  242  physicians  (37%)  of 
the  649  returning  the  questionnaire  stated  that 
they  already  employed  a person  they  regard  as  a 
physician’s  assistant.  Confusion  concerning  the 
definition  of  a physician’s  assistant  or  misinter- 
pretation of  question  number  4 are  manifested  by 
the  large  number  of  nursing  and  office  oriented 
health  care  assistants  designated  on  the  question- 
naire. 

One  can  conclude  only  that  the  majority  of 
physicians  answering  the  questionnaire  favored 
the  concept  of  the  physician’s  assistant  and  that 
at  least  357  physicians  in  Florida  want  to  employ 
a physician’s  assistant  at  some  time. 

A questionnaire  concerning  physician’s  assis- 
tants was  mailed  in  1970  to  all  physicians  in 
North  Carolina  where  there  has  been  a longer  and 
greater  exposure  to  information  concerning  physi- 
cian’s assistants.!^  Of  3,800  questionnaires,  53.3% 
were  answered.  Eighty-two  per  cent  indicated  that 
there  was  a need  for  physician’s  assistants  and 
42%  of  the  3,800  physicians  indicated  they  would 
hire  one.  These  specialties  showed  the  greatest 
interest  in  employing  a physician’s  assistant: 
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Tarle  4. — Physician’s  Assistants  Questionnaire. 
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Pediatrics  (55%  positive  responses),  Surgery  and 
Surgery  Subspecialties  (45%),  Family  Practice 
(44%),  and  Obstetrics-Gynecology  (42%). 

In  a similar  survey  in  Wisconsin  reported  in 
1969,  32%  of  4,000  physicians  answered  the  ques- 
tionnaire.i®  Sixty-one  per  cent  stated  that  assis- 
tants were  needed  and  42%  stated  they  would 
use  an  assistant  in  their  practice. 

Why  Produce  Physician’s  Assistants 
When  We  Need  More  M.D.s.^ 

.\s  stated  in  the  Florida  Medical  .Association 
resolutions,  increase  in  the  output  of  practicing 
physicians  should  be  the  first  medical  education 
priority  in  Florida.  No  one  has  advocated  train- 
ing of  physician’s  assistants  at  the  expense  of  pro- 
ducing practicing  physicians  in  the  deliberations 
of  the  FMA  Committee  on  Physician’s  Assistants 
and  Medical  Assistants. 

It  seems  likely  that  our  educational  system 
will  heed  the  obvious  discrepancy  of  producing 
more  and  more  schoolteachers  and  engineers  for 
whom  there  are  not  enough  jobs,  while  there  is 
; great  need  for  the  training  of  personnel  in  the 
I health  field.  Establishment  of  priorities  in  our 
, educational  system  should  allow  the  necessary  in- 
, crease  in  the  enrollment  of  medical  students  as 
well  as  students  in  the  physician’s  assistant  pro- 
■ grams,  when  and  if  the  latter  are  established  in 
I Florida  after  further  careful  study  and  evaluation. 

The  Florida  Plan  described  by  Dr.  Penrod, 

' utilizing  selected  community  hospitals  for  medical 
I student  training  (as  well  as  the  new  medical  school 
I at  Tampa)  should  allow  desirable  expansion  of 
I facilities  and  faculty  to  produce  more  physicians 
' in  Florida.! ^ Some  of  these  community  hospitals 
and  some  junior  colleges  in  association  with  uni- 
, versity  medical  schools  might  be  utilized  in  a 
: similar  manner  for  physician’s  assistant  training 
! in  the  future — but  only  after  standards  are  devel- 
oped and  physician’s  assistant  training  programs, 
if  any,  are  well  established  in  the  medical  schools. 
Dr.  Robert  Howard,  Director  of  the  Physician’s 
' .Assistant  Program  at  Duke,  feels  strongly  that 
some  community  hospitals  with  sophisticated  staff 
I and  facilities  would  be  ideal  training  centers  for 
physician’s  assistants. Universities  and  junior 
colleges  with  specific  relationships  to  university 
medical  school  physician’s  assistant  programs  can 
play  a strong  role  in  adding  training  capabilities, 
i The  efficiency  of  a core  curriculum  for  allied 
health  personnel  and  health  care  assistants  may 
' be  a strong  point  in  favor  of  utilizing  existing  edu- 
cational facilities  in  junior  colleges  and  community 
• hospitals. 
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The  Future  of  Physician’s  Assistants 

Educators  and  physicians  alike  are  concerned 
about  physician’s  assistants  who,  in  the  future, 
may  become  dissatisfied  with  their  lot  as  depen- 
dent physician’s  assistants.  The  .American  Medical 
.Association  Guidelines  for  Development  of  New 
Health  Occupations  suggests  that  provisions 
should  be  made  for  career,  education,  and  geo- 
graphic mobility  in  innovative  careers  such  as  the 
physician’s  assistant. 20  There  must  be  horizontal 
as  well  as  vertical  mobility  for  health  care  assis- 
tants. Development  of  core  curriculums  for  health 
care  personnel  of  varying  levels  in  the  future  will 
not  only  allow  economy  of  training  but  will  en- 
courage this  mobility,  so  that  there  will  not  be 
dead  ends  in  the  various  health  occupations. 21-2 2 
.Ambulance  personnel  or  Emergency  Medical  Tech- 
nicians, for  example,  should  find  it  easier  to  enter 
other  technical  health  care  occupations  or  a phy- 
sician’s assistant  program  after  experience  and 
good  performance. 

If  a Physician’s  Associate  or  “Type  A”  physi- 
cian’s assistant  wants  to  become  an  independent 
physician,  his  training  and  experience  as  a physi- 
cian’s assistant  more  than  likely  will  be  considered 
in  his  medical  school  curriculum  if  he  is  otherwise 
qualified  and  is  accepted  to  a medical  school. 

Teachers  of  physician’s  assistants  instill  into 
these  students  their  current  and  future  limitations 
and  their  dependency  on  the  physician. This  is 
one  of  the  many  reasons  physician’s  assistants 
must  be  taught  by  physicians,  in  large  measure. 
Physicians  must  make  certain  that  the  above  con- 
tinues to  be  the  case  in  order  to  obviate  future 
problems  which  might  come  from  licensure  of 
individual  physician’s  assistants  (currently  physi- 
cian’s assistants  are  certified — not  licensed). 

Some  physician’s  assistants,  as  they  become 
older  or  lose  the  physicians  with  whom  they  are 
associated,  may  develop  administrative  and  other 
skills  which  lead  them  to  different  types  of  health- 
related  employment. 

National  Efforts  to  Establish  Curriculums  and 
Standards  for  Physician’s  Assistants 

The  .American  .Academy  of  Eamily  Practice, 
.American  .Academy  of  Pediatrics,  American  Col- 
lege of  Physicians  and  .American  Society  of  Inter- 
nal Medicine  are  considering,  jointly,  some  of  the 
functions  and  tasks  of  the  physician’s  assistants. 
It  is  hoped  that  the  deliberations  of  these  groups, 
along  with  the  .American  Medical  .Association 
Committee  on  Emerging  Health  Manpower  and 
the  Councils  on  Health  Manpower  and  Medical 
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Education,  will  result  in  a more  orderly  develop- 
ment of  nationally  recognized  curriculums  and 
standards  according  to  the  AMA  Guidelines  for 
Development  of  New  Health  Occupations. 

Position  of  the  Joint  Commission  on 

Accreditation  of  Hospitals 

The  position  of  the  J.C.A.H.  regarding  physi- 
cian’s assistants  is  in  agreement  with  the  “State- 
ment on  Medical  Staff  Membership  and  the  Status 
of  Allied  Health  Professionals  in  Hospitals. It 
was  approved  by  the  American  Hospital  Associa- 
tion in  April  1969  and  by  the  AMA  in  July 
1969.  The  J.C.A.H.  Bulletin  No.  59  states  that 
a hospital  staff  must  delineate  in  its  bylaws,  rules 
and  regulations  for  qualifications,  functions,  status 
of,  and  responsibility  of  physician’s  assistants  just 
as  required  for  other  medical  professionals  work- 
ing in  the  hospital  under  the  surveillance  of  the 
medical  staff.  This  should  be  recorded  in  the  ap- 
propriate minutes  and  in  the  employment  record 
of  the  physician’s  assistant  whether  or  not  he  is 
paid  by  the  hospital  or  the  physician. 

The  Physician’s  Assistant 
in  the  Veterans  Administration 

In  November  1970  the  Veterans  Administra- 
tion issued  a circular  to  all  directors  of  Veterans 
Administration  hospitals  and  clinics  concerning 
physician’s  assistant  employment  and  training.  It 
stated  that  the  physician’s  assistant  is  a new  mem- 
ber of  the  health  team  and  will  assume  duties 
outlined  in  detail  in  the  U.  S.  Civil  Service  presen- 
tation “Handbook  of  Occupational  Groups  and 
Series  of  Classes,”  G.S.-603 — P.  A.  Series  (pub- 
lished June  1970).  The  “Qualification  Standard” 
lists  the  physician’s  assistant  as  G.S.-7/11. 

The  Circular  (10-70-255)  stated  that  the  phy- 
sician’s assistant  may  take  case  histories,  conduct 
physical  examinations,  and  order  laboratory 
studies  during  hospital  rounds  and  clinical  visits. 
He  may  assist  the  physician  by  applying  or 
changing  dressings,  giving  injections  or  other 
medications,  suturing  wounds,  or  performing  lum- 
bar punctures.  It  stated  further  that  the  physi- 
cian’s assistant  may  provide,  under  the  direction 
and  review  of  a physician,  most  of  the  routine 
daily  medical  needs  in  chronic  cases  while  in  out- 
patient clinics,  including  counseling  patients  on 
preventive  care,  medical  problems,  and  the  use  of 
prescribed  treatments  or  drugs.  The  Veterans 
Administration  is  not  developing  its  own  training 
programs  for  physician’s  assistants  but  is  working 
directly  with  and  supporting  medical  school  phy- 


sician’s assistant  programs  and  providing  oppor-  I 
tunities  for  clinical  training  and  experience  (see  I 
below).  * 

Physician’s  Assistant  Training  I 

at  the  University  of  Alabama  Medical  Center  ' ^ 

The  physician’s  assistant  training  program  at  ! ^ 
the  University  of  Alabama  in  Birmingham  Medical  I i 
Center  began  in  October  1970  with  an  initial  class  i 
of  12  students. 2 i One  of  these  students  is  com-  i q 

■ f 

mitted  to  a physician  practicing  in  Florida  and  1 1 
will  arrive  in  January  1972  to  begin  work.  The  ’ | 
next  class  will  be  enlarged  to  32  students.  Pres-  lq| 
ently  there  are  300  applications  from  qualified  ^ 
people  for  these  positions.  , | 

The  University  of  Alabama  program  is  now  ; i 
affiliated  with  the  Veterans  Administration.  It  re- 
ceives from  VA  an  administrative  salary,  student  i 
stipends  and  use  of  faculty  and  facilities  for  clini- 
cal  training  at  the  Birmingham  and  Tuskegee  I'j 
Veterans  Hospitals.  | 

The  University  of  Alabama  program  has  been  1 1 
designated  a VA  regional  training  program  and  is  1 1 
currently  developing  clinical  training  arrangements  l 
with  a number  of  VA  hospitals  in  Alabama,  Geor-  i 
gia,  Mississippi,  Arkansas  and  Florida.  These  i 
training  grounds  will  be  needed  when  the  class  is  i 
enlarged  to  40  students  eventually.  , 

The  VA  hopes  to  attract  a number  of  the  , 
graduates  of  this  program  to  positions,  under  VA  i ' 
physicians,  in  their  system  and  have  designated  a 
starting  salary  range  of  $10,400-$12,600  per  year  • i 
based  on  education  and  experience.  There  is  a i . 
potential  of  as  high  as  $16,600  per  year  after  10 
years.  The  job  description  was  noted  previously. 

The  University  of  Alabama  Medical  Center 
also  has  been  designated  as  a regional  MEDEX 
training  center  and  the  first  class  of  22  students  is 
scattered  over  the  southeast;  approximately  50% 
of  them  are  now  in  Alabama.  Applicants  to  this 
program  must  have  had  experience  as  independent 
duty  military  service  corpsmen.  They  spend  three 
months  in  the  University  and  12  months  with  their 
employer-preceptor.  The  latter  must  agree  to  hire 
the  MEDEX  before  he  is  accepted  as  a preceptor. 

One  of  the  advantages  of  the  MEDEX  concept 
which  should  be  considered  is  the  idea  of  matching 
a man  to  a need-situation  before  accepting  him 
into  a program.  This  could  be  done  by  screening 
candidates  and  physician-employers,  matching 
them  and  accepting  students  who  qualify  and  have 
been  matched  with  and  accepted  by  a physician. 
These  locked-in  type  students  may  constitute 
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( 60%-80%  of  each  class.  This  would  help  assure 
1 1 that  a majority  of  graduates  go  where  they  are 
» needed;  however,  this  system  would  also  provide 
I some  limitations  of  choice  which  may  be  undesir- 
I able  to  some  individuals. 

These  two  types  of  training  of  physician’s  as- 
sistants, one  with  over  18  months  of  faculty- 
medical  center  training  and  the  other  with  abbre- 
viated faculty-hospital  training  (MEDEX),  are 
providing  an  opportunity  to  study  the  relative 
effectiveness  and  usefulness  of  the  two  programs. 

Comments 

At  this  time  there  is  a tremendous  current  of 
public  opinion,  legislative  effort  and  bureaucratic 
edict,  on  national  as  well  as  local  levels,  to  provide 
an  increased  quantity  of  medical  care  while  hope- 
fully maintaining  or  improving  the  present  quality 

I of  care. 24-26 

! As  physicians,  we  must  insist  on  the  latter 
while  staying  abreast  of  and  evaluating  the  stag- 
gering numbers  of  programs  and  plans  put  for- 
I ward  in  these  rapidly  changing  times.  The  physi- 
cian’s assistant  concept  is  but  one  facet  of  the 
many  innovative  proposals  to  increase  the  quantity 
I and  quality  of  medical  care.^^-so 

While  each  of  us  as  individual  physicians  may 
have  a restricted  viewpoint  of  the  medical  needs 
of  the  nation  as  a whole  or  even  of  a nearby  rural 
community,  we  can  try  to  assess  health  care  needs 
in  our  own  locale,  realistically.  It  is  very  impor- 
tant also  that  we  add  to  realism  by  telling  the 
story  of  what  free  enterprise  medicine  is  accom- 
plishing in  our  own  community  now,  thus  adding 
some  balance  to  discussions  calling  for  increased 
health  care  and  other  changes.  As  Dr.  Richard 
S.  Wilbur,  Deputy  Executive  Vice  President  of 
the  AM  A,  stated  at  the  1971  FMA  annual 
meeting,  we  must  point  out  that  organized  medi- 
cine is  not  responsible  for  all  the  health-related  ills 
that  beset  America.  He  said  in  effect  that  the  an- 
swer for  rat  bites  of  children  in  the  ghetto  is  not 
simply  more  surgeons  to  treat  them  but  better 
garbage  collection  and  living  conditions.  He  went 
on  to  describe  how  physicians,  individually  and 
collectively,  must  be  relied  on  to  play  major  roles 
in  establishing  realistic  goals  and  priorities  in 
planning  for  and  delivering  health  care. 

Nevertheless,  we  must  acknowledge  that  there 
is  room  for  innovative  approaches  to  improving 
health  care  for  some  segments  of  our  population 
who  are  penalized  because  of  economics  or  geog- 
raphy. As  Dr.  Bornemeier43.i4:  alluded,  we  must 
face  the  facts  also  that  there  are  major  problems 


related  to  shortages  of  primary  physician  care,  in 
many  areas,  regardless  of  economics.  The  medical 
profession  should  be  identified  with  seeking  new 
solutions  to  complex  problems  with  new  knowl- 
edge and  new  ways  of  doing  things,  as  well  as 
being  the  guardians  of  high  professional  standards. 

Assistants  to  physicians  are  here  to  stay  in  one 
form  or  other.  The  physician’s  assistant  concept 
is  innovative  and  not  completely  proven  or  deline- 
ated, but  enough  information  and  evaluations  are 
in  now  to  warrant  expectations  for  its  continued 
growth  and  development. 21  Nomenclature  and 
classifications  have  been  confusing  but  clarifica- 
tions are  evolving.i®'2'!'.3i  How  various  health 
care  assistant  programs  evolve  depends,  in  large 
measure,  on  physicians’  utilization  and  mainte- 
nance of  surveillance  of  the  assistants — and  how 
much  physicians  want  to  shape  their  own  future — 
and  the  future  of  the  art  and  science  of  medicine. 
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.Appendix  1. 

1970  SUPPLEMENT  TO  FLORIDA  STATUTES,  1969 
CHAPTER  4S8 
MEDIC.AL  PRACTICE  ACT 

458.05  Application  for  license;  qualifications  as  applicant. 

458.13  Definition  of  practice  of  medicine;  limitations, 
exceptions,  etc. 

458.05  Application  for  license;  qualifications  as 
applicant. — 

(1)  Any  person  wishing  to  practice  medicine  in  this 
state,  who  has  not  heretofore  been  registered  or  licensed 
so  to  do,  shall,  before  practicing  in  this  state,  make  appli- 
cation to  the  board  upon  such  form  and  in  such  manner 
as  shall  be  adopted  and  prescribed  by  it,  and  obtain  a li- 
cense. Unless  such  person  shall  have  obtained  a' license  as 
aforesaid,  it  shall  be  unlawful  for  him  to  practice  medicine 
in  this  state,  and  if  he  shall  so  practice  medicine,  he  shall 
be  deemed  to  have  violated  the  provisions  of  this  chapter. 

(2)  The  board  shall  admit  to  examination  any  candi- 
date who  pays  the  fee  provided  for  in  this  chapter  and 
submits  evidence  verified  by  oath,  satisfactory  to  the 
board,  that  such  applicant: 

(a)  Is  more  than  twenty-one  years  of  age  and  a citi- 
zen of  the. United  States  or  has  legally  declared  intention 
of  becoming  a citizen  and  has  been  a resident  of  the 
United  States  for  a minimum  of  one  year. 

(b)  Is  of  good  moral  character; 

(c)  Is  a graduate  of  a medical  school  or  college 
maintaining  a standard  and  reputability  approved  by  the 
hoard  pursuant  to  §458.08. 

(d)  Has  completed  at  least  one  year  of  approved 
internship  or  at  least  five  years  of  private  practice. 

(3)  Notwithstanding  the  provisions  of  subsection 
(2)(c),  graduates  of  foreign  medical  schools,  except  ap- 
proved schools  in  Canada,  who  are  otherwise  qualified 
and  whose  medical  credentials  have  been  evaluated  by  the 
educational  counsel  for  foreign  medical  graduates  and  who 
have  passed  the  .American  medical  qualification  examina- 


tion for  foreign  medical  graduates,  may  be  accepted  for  i 
the  examinations  in  Florida. 

(4)  The  board  is  granted  the  authority  to  waive  the 
requirements  of  subsection  (2)(c)  for  an  applicant  who 
demonstrates  that  he  is  either  eligible  for  or  has  been 
examined  and  certified  as  a specialist  by  one  of  the  appro-  \ 

priate  .American  specialty  boards  accredited  by  the  council  t 

of  the  .American  medical  association. 

History.— §6,  ch.  8415,  1921;  §2,  ch.  12285,  1927;  CGL  3408; 

§1,  ch.  26549,  1951;  §3,  ch.  29867,  1955;  §4,  ch.  61-243;  §§1,  2,  ' 

ch.  70-92. 

Cf. — §458.13.  Practice  of  medicine  defined. 

§458.15(2).  Penalty  for  practicing  without  license.  j 

458.13  Definition  of  practice  of  medicine;  limita-  ( 
tions,  exceptions,  etc. — 

(1)  .Any  person,  except  as  hereinafter  provided,  shall  ( 

be  deemed  to  be  practicing  medicine  within  the  purview  i < 
of  this  chapter  who  holds  himself  out  as  being  able  to  i 

diagnose,  treat,  operate,  or  prescribe  for  any  human  dis-  ' i 
ease,  pain,  injury,  deformity  or  physical  or  mental  condi-  | 
tion  or  who  shall  offer  or  undertake,  by  any  means  or  1 i 
method,  to  diagnose,  treat,  operate,  or  prescribe  for  any  | 
human  disease,  pain,  injury,  deformity  or  physical  or  | I 
mental  condition. 

(2)  This  chapter  shall  not  be  construed  as  applying 
to: 

(a)  Any  osteopath,  chiropractor,  podiatrist,  naturo-  ’i 

path,  optometrist,  psychologist,  nurse,  pharmacist,  dentist,  " 

or  midwife,  duly  and  legally  licensed  by  their  respective  ' 

state  boards,  when  practicing  their  profession  within  the 
purview  of  the  statutes  applicable  to  their  respective  pro-  ^ 
fessions. 

(b)  .Any  lawfully  qualified  physician,  of  some  other 

state  or  country,  when  meeting  legally  registered  and  . , 
qualified  physicians  of  this  state  in  consultation.  ' 

(c)  Any  physician  duly  qualified  to  practice  in  any  i 

county  of  this  state  called  to  attend  isolated  cases  in  an-  j 1 
other  county  of  this  state,  although  not  residing  or  habit-  i 
ually  practicing  in  such  other  county.  i 

(d)  Any  person  furnishing  medical  assistance  in  case 

of  emergency.  j 

(e)  The  domestic  administration  of  recognized  family  i 
remedies. 

(f)  The  practice  of  the  religious  tenets  of  any  church  I 

in  this  state.  ' i 

(g)  Any  person  or  manufacturer  who,  without  the  j | 

use  of  drugs  or  medicine,  mechanically  fits  or  sells  lenses,  1 1 
artificial  eyes,  limbs  or  other  apparatus  or  appliances,  or  j I 
is  engaged  in  the  mechanical  examination  of  eyes  for  the  i : 
purpose  of  constructing  or  adjusting  spectacles,  eyeglasses  1 1 

or  lenses.  ! * 

(h)  Commissioned  medical  officers  of  the  armed  | ^ 

forces  of  the  United  States,  and  of  the  public  health  ser-  • : 
vice  of  the  United  States,  while  on  active  duty  for  the  , 
United  States.  I 

(i)  .Any  person  while  actually  serving,  without  salary  | 

or  professional  fees,  on  the  resident  medical  staff  of  hos- 
pitals in  this  state;  subject,  however,  to  the  limitations 
contained  in  subsection  (3)  hereof.  i 

(j)  Any  person  employed  as  a physician  in  a state  i 
institution. 

(3)  Every  person  practicing  as  a resident  physician, 
assistant  resident  physician,  house  physician  or  intern  in  1 
this  state,  shall  register  with  the  state  board  of  medical 
examiners  showing  the  date  upon  which  he  started  to 
practice  as  aforesaid  within  this  state.  Every  hospital 
employing  a resident  physician,  assistant  resident  physi- 
cian, house  physician  or  intern  shall,  on  January  1 and 
July  1 of  each  year,  furnish  the  state  board  of  medical  i 
examiners  with  a list  of  their  said  employees  and  such 
other  information  as  the  board  may  direct.  Unless  pre- 
viously authorized  by  the  board  no  person  may  be  em- 
ployed as  a house  physician  or  act  as  a resident  physician, 
assistant  resident  physician  or  an  intern  in  a hospital  of  I 
this  state  for  more  than  two  years  without  a license,  j 
except  that  resident  physicians,  assistant  resident  physi-  ' 
cians  and  interns  in  approved  training  programs  shall  be  1 
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exempt  from  this  limitation.  Any  person  violating  this 
subsection  shall  be  deemed  guilty  of  a misdemeanor. 

(4)  Nothing  in  this  section  shall  be  construed  to 
prohibit  service  rendered  by  a physician’s  trained  assistant, 
a registered  nurse,  a registered  nurse  midwife  (nurse 
obstetric  associate) , or  a licensed  practical  nurse,  if  such 
service  be  rendered  under  the  responsible  supervision  and 
control  of  a licensed  physician. 

History.— §14,  ch.  8415,  1921;  §6,  ch.  12285,  1927;  CGL 
3416;  §1,  ch.  26551,  1951;  §5,  ch.  29867,  1955;  §10,  ch.  61-243; 
§2,  ch.  65-170;  §5,  ch.  69-205  ; §3,  ch.  70-92. 


Appendix  2. 

Section  1.  Subsection  458.13(4),  Florida  Statutes,  is 
amended  to  read: 

458.1.3  Definition  of  practice  of  medicine;  limita- 
tions, exceptions,  etc. — 

(4)  Nothing  contained  in  this  chapter  shall  be  con- 
strued to  prohibit  a physician’s  assistant  from  rendering 
medical  services  if  such  services  are  rendered  under  the 
supervision  and  control  of  a physician,  provided  that  such 
phj'sician’s  assistant  is  registered  and  approved  by  the 
board  of  medical  examiners.  Supervision  and  control  shall 
not  be  construed  as  requiring  the  personal  presence  of  the 
supervising  and  controlling  physician  at  the  place  where 
such  services  are  rendered.  Nothing  contained  in  this 
chapter  shall  be  construed  to  prohibit  a student  enrolled 
in  an  approved  program  for  training  physician’s  assistants 
from  rendering  such  services  if  such  services  are  rendered 
in  the  course  of  such  program. 

Section  2.  Chapter  458,  Florida  Statutes,  is  amended 
to  add  a new  section  to  read: 

458.  Physician’s  assistants;  authorization,  qualifi- 
cation, registration 


Appendix  3. 

An  Act  Providing  for  Certification  and 
Tr-Aining  of  Physician’s  Assistants  in  Florida 


(Enacted  by  1971  Florida  Lej^islature) 

bill  to  be  entitled 

-An  act  relating  to  physicians;  creating  §458.135, 
Florida  Statutes,  to  provide  for  a physician’s  assis- 
tant program;  providing  definitions;  providing  an 
advisory  council;  providing  for  regulations  and  for 
development  and  review  of  curricula;  providing  for 
the  establishment  of  standards  by  board  of  medical 
examiners;  providing  a ratio  of  assistants  to  phy- 
sicians ; providing  for  an  annual  report  by  the  board 
to  the  legislature;  providing  a schedule  of  fees  and 
a penalty;  providing  an  effective  date. 

Be  It  Enacted  by  the  Legislature  of  the  State  of  Florida: 
Section  1.  Section  458.135,  Florida  Statutes,  is  created 
to  read: 

458.135  Physician’s  assistant  program. — 

(1)  LEGISL.ATIVE  INTENT.— It  is  the  intent  of 
the  legislature  to  develop  a new  category  of  health  man- 
power to  more  adequately  deliver  medical  service  to  the 
state’s  population.  The  physician’s  assistant  is  hereby 
authorized  and  intended  to  extend  the  specific  skills  of  a 
physician  to  areas  of  greatest  need.  In  order  that  maxi- 
mum skills  may  be  obtained  within  a minimum  time 
period  of  education,  the  physician’s  assistant  shall  be 
specialized  to  the  extent  that  he  can  operate  efficiently  and 
effectively  in  the  specialty  areas  of  medicine  and  surgery. 


(2)  DEFINITIONS. — When  used  in  this  act,  unless 
the  context  clearly  requires  otherwise; 

(a)  “Board”  means  the  board  of  medical  examiners 
of  the  state  of  Florida. 

(b)  “Council”  means  the  physician’s  assistant  ad- 
visory council. 

(c)  “Approved  program”  means  a program  of  educa- 
tion for  physicians’  assistants  which  has  been  approved 
by  the  board. 

(d)  “Trainee”  means  a physician’s  assistant  trainee 
who  is  currently  enrolled  in  an  approved  program. 

(e)  “Physician”  means  an  individual  licensed  under 
chapter  458,  Florida  Statutes,  to  practice  medicine  who 
has  been  approved  by  the  board  to  supervise  a physician’s 
assistant. 

(f)  “Physician’s  assistant”  means  an  individual  who 
is  a graduate  of  an  approved  program  or  its  equivalent 
and  is  approved  by  the  board  to  perform  medical  services 
under  the  supervusion  of  a physician  or  group  of  physi- 
cians. 

(g)  “Supervision”  means  responsible  supervision  and 
control,  with  the  licensed  physician  assuming  legal  liability 
for  the  services  rendered  by  the  physician’s  assistant. 
Except  in  cases  of  emergency,  supervision  shall  require 
the  easy  availability  of  physical  presence  of  the  licensed 
physician  for  consultation  and  direction  of  the  actions  of 
the  physician’s  assistant.  The  board  of  medical  examiners 
shall  further  establish  rules  and  regulations  regarding  the 
physical  presence  of  the  licensed  physician  which  consti- 
tutes supervision  of  the  physician’s  assistant. 

(3)  PHYSICLAN’S  ASSISTANT  ADVISORY 
COUNCIL.— 

(a)  There  is  created  an  advisory  council  to  be  known 
as  “the  physician’s  assistant  advisory  council”  to  advise 
and  consult  with  the  board  of  medical  examiners  in  carry- 
ing out  the  provisions  of  this  act.  The  members  of  the 
council  shall  be  appointed  by  the  governor  and  shall 
consist  of  the  following  members: 

1.  A board-certified  specialist  of  internal  medicine 
from  the  faculty  of  an  approved  school  of  medicine  in 
the  state. 

2.  A board-certified  specialist  in  internal  medicine  li- 
censed under  chapter  458. 

3.  A board-certified  surgeon  from  the  faculty  of  an 
approved  school  of  medicine  in  the  state. 

4.  A board-certified  surgeon  licensed  under  chapter 
458. 

5.  Two  (2)  diplomates  of  the  American  Board  of 
General  Practice  licensed  under  chapter  458. 

6.  A board-certified  anesthesiologist  from  the  faculty 
of  an  approved  school  of  medicine  in  the  state. 

7.  .A  board-certified  anesthesiologist  licensed  under 
chapter  458. 

8.  A board-certified  pediatrician  from  the  faculty  of 
an  approved  school  of  medicine  in  the  state. 

9.  .A  board-certified  pediatrician  licensed  under  chapter 
458. 

10.  A board-certified  specialist  in  the  practice  of  Ob- 
stetrics and  Gynecology  from  the  faculty  of  an  approved 
school  of  medicine  in  the  state. 

11.  A board-certified  specialist  in  the  practice  of  Ob- 
stetrics and  Gynecology  licensed  under  chaper  458. 

12.  A registered  nurse  from  the  faculty  of  an  approved 
school  of  medicine  in  the  state. 

13.  A registered  nurse  skilled  in  intensive  care  licensed 
under  chapter  464. 

(b)  Board  members  shall  serve  without  pay,  but  shall 
be  entitled  to  travel  and  per  diem  expense  as  authorized 
by  §112.061,  Florida  Statutes. 

(4)  PHYSICLAN’S  ASSISTANT  CURRICULA.— 

(a)  The  council  shall  review  and  recommend  to  the 
board  two  (2)  year  curricula  for  the  training  of  physi- 
cian’s assistants  in  the  specialties  of  medicine  and  surgery. 

(b)  The  council  shall  consult  with  and  seek  the  ad- 
vice of  professional  medical  organizations  and  specialty 
societies  to  insure  development  of  a proper  training  pro- 
gram for  physicians’  assistants  in  the  specialty  areas  and 
to  promote  the  proper  utilization  of  the  program  by 
physicians. 
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(c)  The  council  shall  submit  the  curricula  to  the 
board  for  approval  prior  to  implementation.  The  council 
shall  review  curricula  on  an  annual  basis  and  submit 
changes  to  the  board  for  approval  prior  to  implementation. 

(5)  DUTIES  OF  THE  BO.\RD  OF  MEDICAL 
EX.\MINERS.— 

(a)  It  is  the  duty  of  the  board  to  re\-iew  and  approve 
all  curricula  for  the  physician’s  assistant  program.  The 
board  shall  issue  certificates  of  approval  for  educational, 
research,  and  training  programs  and  establish  standards 
for  such  programs.  It  is  the  duty  of  the  board  to  recertify 
such  programs  everj-  three  (3)  years  based  on  a continuing 
review  of  the  educational  requirements  established  by  the 
board. 

(b)  The  board  shall  consult  with  the  council  to  deter- 
mine guidelines  for  equivalency  and  proficiency  tests  and 
other  methods  used  to  evaluate  and  credit  applicants  for 
past  education  and  experience  in  the  specialty  fields  of 
medicine  and  surgery. 

(c)  It  is  the  duty  of  the  board  to  establish  and  pub- 
lish standards  which  shall  insure  that  the  physician’s  as- 
sistant program  shall  be  operated  in  such  a manner  that 
services  rendered  under  it  do  not  endanger  the  health  and 
welfare  of  patients  who  receive  such  ser\'ices. 

(d)  A physician  or  group  of  physicians  shall  be  re- 
quired to  submit  an  application  to  the  board  for  autho- 
rization to  supervise  physicians’  assistants.  The  application 
form  shall  contain  the  educational  qualifications  of  the 
physician’s  assistant  intended  to  be  employed.  The  board 
shall  approve  such  application  when  it  is  satisfied  that 
the  rights  of  the  physician,  the  physician’s  assistant,  and 
the  public  are  protected.  Upon  approval  of  the  applica- 
tion, the  board  shall  issue  to  the  physician  or  group  of 
physicians  a certificate  of  approval  which  shall  be  renewed 
on  an  annual  basis. 

(e)  The  board  shall  certify  no  more  than  two  (2) 
physician’s  assistants  for  any  physician  practicing  alone; 
four  (4)  physician’s  assistants  for  two  (2)  physicians 
practicing  together  formally  or  informally;  a ratio  of  two 
(2)  physician’s  assistants  to  three  (3)  physicians  in  any 
group  of  physicians  practicing  together  formally  or  infor- 
mally. 

(f)  The  board  shall  report  to  the  legislature  not  later 
than  March  IS,  1973,  and  annually  thereafter,  as  to: 

1.  The  number  of  and  types  of  programs  that  have 
been  approved  by  the  board  and  a description  of  each. 

2.  The  number  of  physicians’  assistants  approved 
in  the  program. 

3.  An  evaluation  of  the  programs  and  the  acceptance 
of  them  by  the  community. 

4.  The  number  of  legal  actions  initiated  as  a direct 
or  indirect  result  of  ser\-ices  rendered  by  physicians’ 
assistants. 

5.  Such  other  information  as  would  be  useful  to  the 
legislature  in  evaluating  the  physician’s  assistant  program 
for  either  expanding  or  discontinuing  the  program. 

(g)  The  board  may  revoke  the  certificate  of  approval 
to  supervise  a physician’s  assistant  held  by  any  physician 
when,  in  its  judgment,  the  intent  of  this  act  is  not  being 
carried  out. 

(h)  The  board  shall  adopt  rules  and  regulations  nec- 
essary for  the  administration  of  the  physician’s  assistant 
program,  and  such  rules  and  regulations  shall  be  adopted 
in  accordance  with  the  administrative  procedure  act, 
chapter  120,  Florida  Statutes.  The  board  shall  adopt  such 
rules  and  regulations  as  are  necessary  to  insure  both  the 
continued  competency  of  physicians’  assistants  and  the 
proper  utilization  of  them  by  physicians  or  groups  of 
physicians. 

(6)  PHYSICI.\XS’  ASSISTANTS.— 

(a)  Notwithstanding  any  other  provision  of  law,  a 
physician’s  assistant  may  perform  the  following  medical 
services: 

1.  A physician’s  assistant  in  medicine  shall  perform 
medical  services  when  such  services  are  rendered  under 


the  supervision  of  a physician  or  group  of  physicians  in 
the  specialty  area  of  medicine  exclusive  of  the  area  of 
surgery,  but  inclusive  of  the  area  of  emergency  medicine. 

2.  A physician’s  assistant  in  surgery  shall  perform 
medical  services  when  such  services  are  rendered  under 
the  supervision  of  a physician  or  group  of  physicians  in 
the  area  of  surgery  and  emergency  medicine. 

(b)  Notwithstanding  any  other  provision  of  law,  a 
trainee  may  perform  medical  services  when  such  services 
are  rendered  within  the  scope  of  the  curriculum  and  pro- 
gram approved  by  the  board. 

(c)  A physician’s  assistant  may  not  operate  or  man- 
age a branch  office  for  any  physician  in  which  there  is  not 
a full-time  physician  regularly  available  to  practice 
medicine. 

(d)  The  board  may  revoke  certification  of  any  phy- 
sician’s assistant  when  in  its  judgment,  the  intent  of  this 
act  is  not  being  carried  out,  provided,  however,  notwith- 
standing anj'  of  the  provisions  contained  herein,  any 
physician’s  assistant  approved  under  this  act  to  perform 
refractive  services  or  adaptation  of  lenses  or  devices  to 
the  human  eye,  may  do  so  only  in  the  office  of  the  phy- 
sician to  whom  the  physician’s  assistant  has  been  assigned, 
where  such  physician  maintains  his  primary  practice  or  in 
the  physical  presence  of  such  physician. 

(7)  FEES.— 

(a)  A fee  of  fifty  dollars  ($50)  shall  accompany  the 
annual  application  to  the  board  by  a physician  or  group 
of  physicians  for  authorization  to  supervise  a physician’s 
assistant. 

(b)  A fee  of  five  hundred  dollars  ($500)  shall  be  paid 
for  certification  by  the  board  of  an  approved  physician’s 
assistant  program  and  for  renewal  of  such  certification 
eveiy^  three  (3)  years. 

(c)  Upon  approval  by  the  board  of  an  application 
for  certification  of  a physician’s  assistant  in  a specialty 
area,  the  applicant  shall  be  charged  a fee  of  twenty-five 
dollars  ($25),  and  a fee  of  fifteen  dollars  ($15)  shall  ac- 
company each  yearly  application  for  renewal  of  the 
physician’s  assistant  certificate. 

(8)  PEN.ALTIES. — Any  person  who  has  not  been 
approved  by  the  board  and  who  holds  himself  out  as  a 
physician’s  assistant  or  who  uses  any  other  term  indicating 
or  implying  that  he  is  a physician’s  assistant  is  guilty  of 
a felony  punishable  by  not  less  than  six  months,  nor  more 
than  eighteen  months  imprisonment  in  the  state  prison 
and  by  a fine  of  not  less  than  five  hundred  dollars  ($500), 
nor  more  than  twenty-five  thousand  dollars  ($25,000). 

(9)  Nothing  in  this  act  shall  be  construed  to  elimi- 
nate or  supersede  existing  laws  relating  to  other  para- 
medical professions  or  services.  It  is  the  intent  of  this  act 
to  supplement  and  be  in  addition  to  all  such  existing  pro- 
grams relating  to  the  certification  and  practice  of  para- 
medical professions  as  may  be  authorized  by  law. 

Section  LA.  Subsection  (8)  of  section  458.135,  Florida 
Statutes,  as  published  in  section  1 of  this  act,  is  created 
to  read: 


458.135  Physician’s  assistant  program. — 

(8)  Penalties. — .Any  person  who  has  not  been  ap- 
proved by  the  board  and  who  holds  himself  out  as  a 
physician’s  assistant  or  who  uses  any  other  term  in  indi- 
cating or  implying  that  he  is  a physician’s  assistant  is 
guilty  of  a felony  of  the  third  degree,  punishable  as  pro- 
vided in  sections  775.082  or  775.084,  and  by  fine  not  ex- 
ceeding twenty-five  thousand  dollars  ($25,000). 

Section  IB.  In  the  event  HB  935,  introduced  in  the 
1971  regular  session  of  the  legislature,  is  enacted  into  law, 
subsection  (8)  of  section  458.135,  Florida  Statutes,  as 
published  in  section  1 of  this  act  will  stand  repealed  and 
be  omitted  from  the  Florida  Statutes.  In  the  event  HB 
935  is  not  enacted  into  law,  section  l.A  of  this  act  wilt 
stand  repealed  and  be  omitted  from  the  Florida  Statutes. 

Section  2.  This  act  shall  take  effect  July  1,  1971. 
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Efforts  So  Far 


Richard  A.  Henry,  M.D. 


The  Department  of  Community  Health  at  the 
University  of  Florida  College  of  Medicine  has  been 
active  for  the  past  18  months  in  exploring  the 
concept  of  Physician’s  Assistants,  methods  of 
training  them  and  unanswered  questions  relating 
to  their  employment. 

Our  efforts  are  consonant  with  the  purpose  of 
the  department.  As  expressed  by  Dr.  Richard 
Reynolds,  chairman,  “Community  health  embraces 
the  prevention  of  illness,  the  recognition  and  care 
of  early  illness  of  individuals,  attempts  to  facilitate 
successful  social  and  psychological  adaptations  to 
environmental  stresses,  and  includes  getting  people 
who  need  help  into  the  flow  of  health  care  delivery 
systems.  The  World  Health  Organization  defines 
health  as  a state  of  complete  physical,  mental  and 
{ social  well-being,  and  not  merely  the  absence  of 
I disease  or  infirmity.  Community  health,  however, 
also  directs  itself  to  the  troublesome  day-in  and 
day-out  problems  of  patient  care,  societal  resources 
and  availability  of  health  manpower.  It  is 
concerned  with  community  structures,  economic 
systems,  physician’s  values  or  goals  and  patient 
expectations  as  they  relate  to  health  care.’’^ 

Problem 

Identification  of  population  segments  most 
I needing  improved  health  care  delivery  was  not 
I difficult.  Many  studies  have  identified  rural  and 
I impacted  urban  areas  as  having  the  least  in  the 
t way  of  all  health  services  available  to  them.  The 
1'  factors  causing  this  shortage  are  quite  complex, 
( and  the  discrepancies  in  services  between  these 
I and  other  areas  are  relative  as  well  as  absolute. 
' There  is  a shortage  of  manpower  throughout; 

there  is  a discrepancy  between  types  of  health 
care  workers  produced  and  the  measured  need  for 
them;  there  is  a geographic  maldistribution  of  all 
I types  of  health  personnel,  and  there  is  misapplica- 
I tion  of  talents  when  compared  to  training  and  ex- 
perience. The  law  of  supply  and  demand  is  imped- 
ed in  affecting  these  problems  primarily  by  the 
sacrosanct  nature  of  the  healing  arts  perpetrated 
by  an  overriding  concern  for  quality  of  care. 

I The  attrition  rate  of  physicians  from  under- 
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served  areas  is  not  a primary  cause,  as  many 
would  believe,  but  rather  the  effect  of  many  other 
factors,  social  as  well  as  professional,  which  in 
turn  decrease  the  replenishing  of  this  manpower. 

Compare  the  education  and  armamentarium  of 
the  present  medical  school  graduate  with  the  pre- 
ceding generation.  Rightly  or  wrongly,  he  is  com- 
petent and  effective  in  the  hospital  and  feels  that 
his  training  is  wasted  if  he  cannot  treat  his  pa- 
tients ideally — in  the  hospital — if  they  need  it. 
The  hospitals  are  not  in  the  rural  areas. 

Consider  the  demands  of  physicians  made  by 
legal  requirements  (preschool  exams  for  in- 
stance): insurance  companies,  federal  aviation 
authority,  welfare  and  rehabilitation  programs,  all 
require  a physician’s  examination;  routine  annual 
or  semiannual  examinations;  and  the  increased 
awareness  of  the  public  of  the  advantages  of 
maintenance  health  care.  These  demands  sap  the 
time  and  stamina  of  the  physician  and  prostitute 
his  training  and  experience. 

The  physician  who  comfortably  cared  for  1,500 
people  25  years  ago  is  now  inundated  by  expecta- 
tions and  demands  that  he  hasn’t  the  time  to 
meet.  Frequently  the  result  is  increasing  infringe- 
ment on  his  personal  requirements — the  time  for 
his  wife  and  family,  recreation  and  postgraduate 
education.  The  predictable  results  are  physical  or 
mental  illness,  divorce,  attrition  or,  at  best,  inade- 
quate continuing  education  in  this  most  dynamic 
of  all  professions. 

The  concept  of  Physician’s  Assistants  would 
seem  to  answer  some  of  these  needs.  With  concern 
for  quality  of  (health)  care,  organized  medicine 
and  individual  physicians  alike  have  not  directed 
enough  attention  to  quantity  of  health  care.  The 
Department  of  Community  Health,  in  exploring 
the  concept  of  Physician’s  Assistants,  is  primarily 
interested  in  determining  whether  these  personnel 
can  increase  the  quantity  of  health  care  without 
a sacrifice  of  quality. 

Legal  Status 

In  1968,  the  Florida  Legislature  enacted  a law 
granting  legal  status  for  the  employment  and 
activities  of  the  Physician’s  Assistant.  This  law, 
an  exception  to  the  medical  practice  act,  was  felt 
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by  Isgal  experts  in  the  field  as  being  too  indefinite 
and  susceptible  to  question  by  the  courts.  There- 
fore, the  present  legislature  has  passed  an  act 
which  would  provide  a firmer  basis  for  employ- 
ment and  activities.  Basically,  the  law  provides  a 
framework  for  the  development  of  training  pro- 
grams for  Physician’s  Assistants  and  guidelines  for 
their  employment.  The  State  Board  of  Medical 
E.xaminers  has  regulatory  powers  under  this  act. 
The  basic  program  will  entail  a 24-month  training 
period  and  provisions  are  included  for  utilization 
of  equivalency  and  proficiency  testing  to  provide 
credit  for  prior  training.  Provision  is  also  made 
for  continuing  education.  A physician  may  em- 
ploy a maximum  of  two  Physician’s  Assistants. 

Liability 

The  physician  is  legally  liable  for  the  acts  of 
his  assistant  in  the  same  way  that  he  is  liable 
for  the  acts  of  his  nurse  or  a laboratory  technician 
in  his  employ.  Liability  insurance  carriers  in 
Florida  have  expressed  themselves,  through  their 
insurance  service  organization  in  New  York,  in  a 
most  favorable  manner.  They  will  insure  the 
activities  of  the  PA  for  no  additional  premium 
to  the  employing  physician.  Should  separate  cov- 
erage be  desired,  the  PA  may  obtain  $100-300,000 
liability  insurance  for  one  half  the  cost  of  a class 
1 physician  premium  (at  present  this  cost  would 
be  $147  per  year).  This  suggests,  at  least,  tenta- 
tive approval  by  liability  carriers  of  the  concept 
of  PA. 

Evaluation 

The  quality  of  health  care  rendered  in  utiliz- 
ing assistants  is  justifiably  of  great  concern  to 
phys’eians,  the  ultimate  judges  and  regulators  of 
quality.  Several  studies  (Silver,-  Beasley^  and 
Rogers^)  indicate  excellent  maintenance  and  even 
improvement  in  quality  while  increasing  services. 
Addressing  itself  to  quality,  quantity,  acceptance 
and  cost  is  a proposal  of  the  Department  of  Com- 
munity Health  to  utilize  PA’s  in  a rural  area 
which  has  no  resident  physician. 

Gilchrist  County,  30  miles  west  of  Gainesville, 
has  had  ho  physician  for  the  past  three  years.  The 
county  is  rural  and  agrarian  and  the  population 
is  3,500.  Baseline  studies  on  cost  and  availability 
of  health  care  have  been  done.  Two  graduate  Phy- 
.^cian’s  Assistants,  with  supervision  of  physicians 
from  the  Department  of  Community  Health,  are 
now  providing  primary  health  care.  At  yearly  in- 
tervals sample  surveys  will  again  be  conducted  to 
compare  changes  in  health  care.  Other  means  of 
measuring  the  impact  of  P.A’s  are  also  being  used. 


Acceptability  of  assistants  by  the  recipient  of  I 
health  care,  physician  and  other  allied  health  j | 
workers  appears  to  depend  very  strongly  on  edu-  ; « 
cation  (for  these  groups)  regarding  the  specific 
role  of  this  different  type  of  health  care  purveyor,  j j 
In  this  country  we  have  four  generations  of  rein-  ' I 
forcement  of  the  role  of  the  physician,  and  it  is  . . 
only  logical  that  there  should  be  some  hesitation 
on  all  sides  when  a nonphysician  performs  some  of  c 
his  functions.  Education,  reinforced  by  example,  | 
will  alleviate  this  as  evidenced  by  Pondy,-’  and  I 
Silver  and  Lewis,^’  who  found  that  acceptance  |( 
was  correlated  with  education  of  the  patients  and  ' 
health  professionals  regarding  the  functions  and  ^ 
roles  of  the  Physician’s  Assistant. 

Training  of  PA’s 

There  are  over  25  operational  programs  train- 
ing Physician’s  Assistants  in  this  country.  All  but  , 
three  are  college  or  university  based  and  the  ma- 
jority are  in  university  medical  centers.  The  j| 
Pngth  of  training  varies  from  one  to  two  years  | 
and,  generally,  admiss’on  to  the  shorter  programs  | 
r -quires  extensive  prior  health  care  experience.  ^ 
At  present  these  programs  have  produced  over  * 
250  graduates,  slightly  less  than  half  of  whom  are  I 
being  utilized  within  the  university  training  them  1 
or  are  involved  in  training  more  assistants. 

Standardization  of  programs  is  some  distance  i 
away  and  this  is  generally  thought  to  be,  at  this  i 
time,  a definite  advantage.  Premature  closure  of 
these  explorations  in  training  programs  may  result  ‘ 
in  damage  to  this  developing  infant.  As  evaluation  • 
of  the  programs  continue  (and  there  are  many 
innovations  to  study),  it  is  reasonable  to  expect 
that  an  evolutionary  process  will  result  in  a 
healthy,  viable  status.  Continuing  education  w’ould 
appear  to  be  not  only  advisable  but  mandatory. 
This  is  a natural  consequence  of  the  shortened 
period  of  training. 

The  Florida  junior  colleges  appear  to  have 
many  advantages  in  providing  the  didactic  portion 
of  the  curriculum.  They  are  more  flexible  and 
responsive  to  need  than  the  university  structures; 
health  related  programs  and  health-core  subjects 
are  already  existent  in  many  of  them,  and  there 
is  a definite  economy  to  be  effected  by  utilizing 
this  locus  rather  than  the  medical  school. 

There  is  another  urgent  reason  why  the  basic 
training  program  should  be  in  the  junior  college. 
The  expressed  need  or  demand  for  PA’s  will  far 
outrun  any  reservoir  of  ex-corpsmen  and  others 
in  the  health  care  field.*  Thus  we  must  look  else- 

*See  Dr.  Fleming’s  article  in  this  issue. 
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where  for  sufficient  numbers  of  trainees,  and  to 
the  junior  collepies  to  provide  them  with  didactic 
training. 

Clinical  training  should  parallel  didactic  cur- 
riculum. Some  junior  colleges  would  not  qualify 
for  training  sites  as  they  are  located  in  areas  with- 
out suitable  clinical  facilities.  Furthermore,  each 
junior  college-based  program  need  not  anticipate 
supplying  clinical  training  for  all  types  of  PA’s. 
(Types  meaning  a PA  in  Pediatrics,  Orthopedics, 
etc.)  If,  for  instance,  a total  of  20  types  is  desired 
and  five  locations  are  suitable  for  training,  it 
would  obviously  result  in  greater  quality  and 
economy  should  each  site  train  four  types.  The 
didactic  core  curriculum  should  remain  constant 
for  all  programs  to  help  provide  horizontal 
mobility. 

Conclusion 

The  health  care  delivery  shortage  in  Florida 
can  be  equated  to  health  manpower  shortage  and 
can  be  localized  primarily  in  the  rural  areas.  With 
the  increased  demands  and  needs  of  people  every- 
where, however,  even  the  physician  in  suburbia 
needs  and  wants  help.  The  fact  that  the  physi- 


cian has,  by  habit  or  custom,  performed  all  man- 
n.r  of  repetitive  tasks  that  do  not  require  his  edu- 
cation and  knowledge  has  seriously  impeded  his 
efficiency  in  meeting  patients’  needs.  The  concept 
of  Physician’s  Assistants,  to  relieve  the  physician 
of  some  of  these  tasks,  has  apparent  merit  in 
terms  of  quantity  of  health  care.  It  is  up  to 
organized  m dxine  and  to  educational  institutions 
working  with  the  practicing  physician  to  see  that 
quality  of  health  care  is  not  compromised. 
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The  Army  has  put  into  operation  a plan  to  convert 
400  enlisted  medical  corpsmen  into  warrant  officer 
“physicians’  assistants.”  The  Army  surgeon  gen- 
eral ordered  a call  for  applicants  for  the  first  such 
course  opening  in  early  1972  at  the  Medical  Field 
.Service  School,  Ft.  Sam  Houston,  Tex. 
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The  Physician’s  Assistant 
A Blessing  or  a Curse? 

Tames  W.  Walker,  M.D. 


In  recent  months,  much  has  been  written  con- 
cerning a new  provider  of  health  care.  This  indi- 
vidual has  been  called  a physician’s  assistant,  a 
physician’s  associate,  a clinical-nurse  specialist,  a 
medical  emergency  technician,  a MEDEX,  a 
Medic,  etc.  The  variety  of  names  assigned  to  this 
person  is  as  confusing  as  the  programs  designed  to 
produce  these  individuals.  Equally  confusing  is 
the  future  role  of  these  individuals  in  the  delivery 
of  health  care.  Properly  trained,  certified  and 
supervised  this  caliber  of  individual  can  be  an  in- 
valuable extension  of  the  busy  physician  in  his 
day-to-day  practice  of  medicine.  Improperly 
certified,  trained  and  utilized  the  same  individual 
could  end  up  being  a poor  deliverer  of  health  care 
to  the  American  public. 

Originally  the  demand  for  a physician’s  assis- 
tant had  not  come  from  organized  medicine.  Na- 
tionally, the  concept  of  a physician’s  assistant 
was  developed,  nourished  and  implemented  pri- 
marily by  the  Bureau  of  Health  Manpower  Edu- 
cation of  the  National  Institutes  of  Health  and 
those  medical  institutions  eager  to  share  in  the 
multi-million  dollar  bonanza  created  by  the  federal 
government.  On  the  local  level,  the  demand  for 
physician’s  cissistants  is  an  echo  of  the  voice  of 
the  consumer  who  is  impatient  with  the  present 
system  of  health  care  delivery.  The  consumer  now- 
demands,  as  a right,  comprehensive  medical  care 
at  any  hour  of  the  day  or  night  of  his  choosing. 
In  an  over-simplified  attempt  to  help  solve  the 
problems  associated  with  availability  of  physicians 
for  delivering  this  type  of  medical  care,  the  cre- 
ation of  a physician’s  assistant  is  an  easy  solution 
to  the  problem  as  the  consumer  sees  it  but  which 
might  well  create  repercussions  to  be  felt  by  the 
health  care  system  for  years  to  come.  Though 
organized  medicine  has  not  created  this  category 
of-  health  care  workers,  it  is  imperative  that  orga- 
nized medicine  step  into  the  picture  and  assume 
the  leadership  to  bring  order  out  of  chaos. 

The  Council  on  Health  Manpower  of  the 
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-American  Medical  Association  writing  on  April  | 
19,  1971,  stated,  “.At  the  present  time  there  is 
generally  no  accepted  standards  and/or  accredi-  | 
tation  for  these  programs;  rather,  each  has  de-  | 
velopmental  plans,  highly  individualized,  and  ! 
destined  to  satisfy  perceived  institutional  or  com-  , 
munity  need.  The  absence  of  a common  approach  j 
is  partly  explained  by  an  attempt  on  the  part  of 
various  programs  to  accommodate  trainees  with 
diverse  educational  backgrounds  and  experience.  I 
This  has  resulted  in  producing  physician’s  assis-  | 
tants  to  function  at  different  levels  of  responsi- 
bility and  supervision.  Consequently,  in  any 
detailed  discussion  of  the  physician’s  assistant  I 
concept  it  is  necessary  to  define  the  particular 
level  or  function  implied.”  At  the  present  time 
there  are  some  57  functioning  programs  to  train 
physician’s  assistants.  There  are  another  100  or 
so  on  the  drawing  board  which  will  be  in  opera- 
tion within  the  next  few-  months.  There  is  little 
in  common  in  these  programs;  they  vary  in  length 
from  a short  course  of  12  w'eeks  in  a community 
hospital  to  four  years  in  a university  setting.  Few 
guidelines  have  been  issued  as  to  w'hat  a physi- 
cian’s assistant  should  do.  A physician’s  assistant 
as  defined  by  the  House  of  Delegates  of  the  Flor- 
ida Medical  .Association  and  the  .American  Medical 
.Association  is  “.A  skilled  person  qualified  by  aca- 
demic and  practical  training  to  provide  patient 
service  under  the  supervision  and  direction  of  a 
licensed  physician  w-ho  is  then  responsible  for  the 
performance  of  that  assistant.” 

Many  state  legislatures  are  currently  con- 
cerned with  the  problem  of  how-  to  effectively  ac- 
commodate the  physician’s  assistant  legally  within 
the  present  system.  More  than  30  states  have 
enacted  or  proposed  legislation  to  regulate  the 
physician’s  assistant.  In  our  own  state,  the  legis- 
lature passed  the  Physician’s  .Assistant  law  w'hich 
became  effective  July  1,  1971.  .As  in  most  states, 
the  certification  of  a physician’s  assistant  to  the 
practicing  physician  will  be  done  by  the  State 
Board  of  Medical  Examiners.  Conceivably,  these 
boards  in  the  various  states  could  spend  more  time 
wnth  the  problems  of  training  the  physician’s  assis- 
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tants  in  various  schools  at  differing  lengths  of 
time  with  little  or  no  standards  of  accreditation 
than  they  will  in  licensing  physicians  to  practice 
medicine.  Few  Boards  of  Medical  Examiners 
possess  the  knowledge,  experience,  staff,  or  the 
resources  that  will  be  required  for  such  a tremen- 
dous task.  Traditionally,  the  American  Medical 
.Association  has  assumed  the  responsibility  of  de- 
veloping criteria  for  the  training  and  certification 
of  allied  health  workers  and  at  the  present  time 
the  Council  on  Health  Manpower  of  the  AMA 
is  very  much  concerned  with  this  program.  The 
swiftness  with  which  the  consumer-sponsored  bills 
have  passed  state  legislatures  caught  organized 
medicine  unprepared  to  issue  those  criteria  des- 
perately needed  in  the  formation  of  a training 
program  for  these  individuals.  One  can  only  esti- 
mate the  time  lag  as  one  to  two  years. 

.At  the  present  time  there  exist  two  national 
organizations  to  represent  the  evolving  physician’s 
assistants.  One  is  the  American  College  of  Physi- 
cian’s Associates  which  is  based  in  North  Carolina. 
The  second  is  Florida  based  and  has  recently  an- 
nounced its  formation  as  the  American  Association 
for  Physician’s  Assistants.  It  would  appear  to  this 
author  that  here  exists  a golden  opportunity  for 
the  American  Medical  Association  to  lend  this 
emerging  group  of  health  providers  guidance,  lead- 
ership and  supervision  based  on  years  of  experi- 
ence in  accrediting  medical  schools  and  other 


schools  for  auxiliary  personnel.  To  this  end,  I feel 
that  the  .American  Medical  Association  should 
create  an  appropriate  department  for  physician’s 
assistants  to  regulate  these  training  programs  and 
develop  the  criteria  for  certification  of  these  indi- 
viduals as  they  finished  training.  This  would  pro- 
vide horizontal  mobility  for  these  individuals  once 
they  are  in  operation  in  the  field.  Such  safeguards 
would  also  insure  the  physician  to  whom  the  assis- 
tant is  certified  that  this  individual  possesses  a 
certain  safe  level  of  basic  knowledge  at  the  time 
he  or  she  completed  the  prescribed  curriculum. 
These  guidelines  for  certification  could  then  be 
adopted  by  the  various  State  Boards  of  Medical 
Examiners  relieving  them  of  a tremendous  burden 
for  which  they  are  ill-prepared. 

The  hour  is  late.  Unless  organized  medicine 
at  the  national  level  takes  immediate  steps  to  safe- 
guard the  public,  we  will  have  perpetrated  a sec- 
ond rate  practitioner  of  medicine  who  may  well 
become  an  independent  practitioner  as  his  num- 
bers and  influence  grow  within  the  various  states. 
Properly  trained,  certified,  and  supervised,  the 
physician’s  assistant  can  be  an  asset  to  the  phy- 
sician and  the  patient.  Without  checks  and 
balances,  these  persons  will  be  a deterrent  in  the 
delivery  of  safe  medical  care.  Which  shall  they 
be — a blessing  or  a curse? 

► Dr.  Walker,  1626  Atlantic-University  Circle, 
Jacksonville  32216. 


In  the  August  issue  we  planned  to  have  the  Oath  of  Hippocrates  printed  on  offwhite  paper 
resembling  parchment  so  that  it  would  be  suitable  for  framing.  Due  to  circumstances  beyond  our 
control,  it  did  not  appear  that  way  but  our  printer  graciously  has  printed  100  copies  according  to 
our  original  intent.  These  are  available  and  will  be  mailed  free  to  anyone  so  wishing  on  a first 
come  first  served  basis. — Ed. 
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Physician’s 


Assistants  in  Radiology 


Paul  D.  Willis,  M.D. 


Radiology  was  probably  the  first  medical  spe- 
cialty to  use  extensively  and  ultimately  to  become 
completely  dependent  upon  physician’s  assistants, 
since  all  radiologic  technologists  are  truly  physi- 
cian’s assistants. 

Since  radiologic  examinations  and  later  radio- 
therapy and  isotope  examinations  became  com- 
monplace, no  Department  of  Radiology  could 
operate  without  the  assistance  of  the  radiologic 
technologist. 

However,  as  is  true  in  all  medical  specialties, 
the  supply  of  radiologists  has  not  kept  up  with 
the  demand  for  their  services.  For  this  reason, 
duties  and  services  previously  performed  solely 
by  radiologists  are  being  delegated  to  technologists 
in  ever-increasing  numbers. 

Perhaps  the  first  of  the  duties  to  be  delegated 
were  administrative  ones,  with  the  hapless  chief 
technician  having  bales  of  routine  paper  work 
deposited  on  his  desk.  This  trend  began  20  to  30 
years  ago,  depending  on  the  area  of  the  country 
and  the  department  under  discussion. 

More  recently,  radiologists  have  carefully 
examined  the  manner  in  which  their  time  was 
spent,  and  have  tried  to  delegate  to  their  assistants 
those  things  which  are  most  time-consuming  and 
which  could  reasonably  be  performed  by  a well- 
trained  nonphysician. 

Probably  the  most  time-consuming  task  of 
most  radiologists  is  the  fluoroscopic  examination 
of  patients,  which  occupies  the  entire  morning  for 
one  or  more  radiologists  in  practically  every  hos- 
pital and  private  office  in  the  country.  While 
many  radiologists  recoil  in  terror  or  in  anger  from 
the  suggestion  that  a technologist  could  perform 
an  adequate  fluoroscopic  examination,  it  is  be- 
coming increasingly  apparent  that  technologists 
can  do  just  that. 

For  about  10  years,  careful  studies  in  several 
institutions  have  assessed  the  ability  of  technol- 
ogists to  perform  upper  GI  series,  barium  enemas, 
and  cystograms.  These  studies  have  revealed  that 
if  the  technologists  are  required  to  take  a routine 
number  of  standard  projections  of  all  portions  of 
the  examination,  the  radiologist  can  adequately 
interpret  about  90  percent  of  the  examinations  on 
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the  basis  of  films  alone.  In  a few  patients,  it  is 
essential  for  the  radiologist  himself  to  visualize 
the  motion  of  the  organ  being  studied,  such  as 
when  carcinoma  of  the  stomach  is  suspected  and 
peristalsis  must  be  evaluated.  In  institutions 
where  a videotape  recorder  is  available,  all  of  the 
morning’s  fluoroscopy  can  be  recorded,  and  the 
radiologist  can  review  those  examinations  where 
he  desires  to  see  peristalsis.  In  institutions  where 
such  a recorder  is  not  available,  the  radiologist 
need  re-examine  only  those  few  patients  where  the 
technologist’s  films  are  not  entirely  adequate. 

Once  this  practice  becomes  widespread,  we 
will  have  the  effect  of  increasing  the  time  avail- 
able to  radiologists  by  about  50  percent.  I think 
most  people  would  agree  that  the  radiologist’s  time 
is  best  spent  consulting  with  referring  physicians 
and  interpreting  radiographic  examinations.  Nei- 
ther of  these  functions  can  be  performed  by  a 
technologist,  nor  will  they  be  performed  by  a com- 
puter in  the  near  future. 

Now  that  it  is  established  that  technologists 
can  perform  some  duties  once  held  sacred  by 
radiologists,  many  other  duties  currently  being 
performed  by  radiologists  are  being  critically 
studied. 

Not  only  does  the  increasing  responsibility 
placed  on  technologists  give  the  radiologist  more 
available  time,  but  it  makes  the  technologist’s 
work  considerably  more  challenging,  and  thus 
tends  to  keep  him  or  her  at  work  in  the  field  of 
medicine,  rather  than  becoming  an  industrial 
“drop-out.” 

The  first  physician’s  assistants  were  not  called 
that,  but  the  incredibly  busy  general  practitioners 
of  the  early  and  middle  parts  of  this  century  had 
nurses  who  did  an  exceptional  number  of  things 
for  them,  since  that  was  the  only  way  these  physi- 
cians could  survive.  I bring  this  up  because  these 
original  physician’s  assistants  were  trained  by  the 
individual  physicians  themselves.  In  the  same 
manner,  most  physicians,  no  matter  how  highly 
specialized  they  are,  can  train  their  own  assistants 
to  assume  an  ever-increasing  portion  of  their  work 
load  and  responsibilities.  All  that  is  necessary  is 
the  selection  of  a responsible,  mature,  and  intelll- 
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gent  person  and  a sufficient  amount  of  time  to 
train  this  person  initially.  If  radiologists  were  to 
wait  for  the  four  or  five  academic  institutions 
which  are  currently  training  technologists  to  per- 
form fluoroscopy,  then  it  would  probably  be  about 
75  years  before  such  technologists  were  available 
to  the  majority  of  radiologists.  However,  any 
competent  radiologist  can  train  a good  technologist 


to  assist  him,  and  by  the  same  token  any  other 
competent  physician  can  train  an  appropriate  per- 
son to  assist  him  in  ways  which  will  become  ap- 
parent to  him  only  if  he  critically  analyzes  the 
ways  in  which  he  spends  his  time  each  day. 

^ Dr.  Willis,  St.  Luke’s  Hospital,  Jacksonville 
32206. 


Educational  Programs 


Over  the  past  five  years  there  has  been  an  ac- 
celerated interest  within  medicine  to  prepare  indi- 
viduals to  perform  a variety  of  functions  in  the 
provision  of  personal  health  services  that  tradi- 
tionally have  been  associated  with  physicians  only. 
Programs  have  been  developed  to  prepare  students 
to  work  with  physicians  within  a given  specialty, 
such  as  anesthesia,  orthopedics,  pediatrics,  and 
surgery;  others  prepare  students  for  general  medi- 
cal assistance  in  family  and  internal  medicine 
practices.  The  graduates  of  these  programs  are 
identified  by  a variety  of  names,  the  most  common 
among  them  being  the  physician’s  assistant.  With- 
in the  general  classification,  one  also  finds 
MEDEX,  clinical  associate,  medical  specialty  as- 
sistant, medical  services  associate,  anesthesia  assis- 
tant, surgeon’s  assistant,  orthopedic  assistant,  and 
other  descriptive  titles. 

Education  and  training  programs  for  the  prep- 
aration of  physician’s  assistants  vary  widely  in 
their  objectives  and  consequently  in  their  length. 
.Almost  two-thirds  of  the  education  and  training 
programs  are  located  east  of  the  Mississippi  River, 
a distribution  comparable  to  that  of  the  nation’s 
population.  Of  those  programs  in  operation,  the 
majority  are  designed  for  24  months  of  study, 
with  varying  proportions  of  that  time  being 
devoted  to  didactic  study  and  clinical  learning 
experience.  MEDEX,  a program  initiated  at  the 
University  of  Washington  School  of  Medicine, 
admits  only  discharged  medical  corpsmen  who 
have  been  prepared  for  and  have  served  in  inde- 
pendent duty  stations,  that  is,  military  posts  hav- 
ing physician  personnel.  Probably  as  a conse- 
quence, the  IS-month  MEDEX  curriculum  is 


among  the  shortest,  with  three  months  of  intense 
didactic  study  at  the  University  Center  hospitals 
and  the  remaining  12  in  a clinical  preceptorship 
with  the  physician  who  has  made  a tentative  com- 
mitment to  employ  the  student  on  completion  of 
his  training. 

Criteria  for  admission  of  students  vary  con- 
siderably, with  prerequisites  ranging  from  a high 
school  diploma,  or  its  equivalent,  to  a college  de- 
gree and  from  no  work  experience  to  three  years 
in  health  services.  Nurses  and  practical  nurses 
who  wish  to  become  physician’s  assistants  are 
accepted  in  several  programs. 

The  majority  of  programs  receive  applications 
from  a much  larger  number  of  qualified  applicants 
than  can  be  accommodated.  .At  present  there  are 
approximately  15  programs  in  operation,  with  an 
almost  equal  number  in  various  stages  of  planning. 
Several  of  the  latter  will  be  accepting  students  in 
1971.  These  programs  have  graduated  approxi- 
mately 100  students.  Some  sources  predict  the 
total  number  of  graduates  will  be  nearly  400  by 
the  end  of  1972. 

Physician’s  assistant  programs  are  conducted 
under  the  auspices  of  universities,  colleges,  and 
medical  centers.  Graduates  of  most  programs  re- 
ceive a certificate.  Four  programs  (.Alderson- 
Broaddus  College,  University  of  Colorado,  Duke 
University,  and  Wake  Forest  University)  grant  a 
bachelor’s  degree.  Emory  University  grants  a 
master’s  degree  to  the  anesthesia  assistant  grad- 
uate.— L.  M.  Detmer,  assistant  director,  Bureau 
of  Manpower  and  Education. 


Reprinted  from  J.A.H.A.,  June  1,  1971. 
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The  Specialist  and  His  Nurse 
Unused  Sources  of  Primary  Medical  Care 

William  H.  Langhorne,  M.D. 


The  quest  for  medical  manpower  has  become 
as  fashionable  in  the  lay  press  as  in  current  medi- 
cal literature.  Physicians  are  witnessing  a near 
frantic  search  for  the  medical  care  demanded  by 
a dissatisfied  .\merican  public.  Medical  educators, 
politicians  and  the  well-informed  have  all  provided 
a barrage  of  solutions,  the  number  being  ample 
testimony  to  the  lack  of  a practical  and  realistic 
answer.  The  public  has  been  exposed  to  biased 
statistics,  criticisms  and  echoing  cries  for  “the 
right”  of  medical  care.  Plans  to  build  more  medi- 
cal schools,  enlarge  classes,  streamline  the  medical 
curriculum  and  produce  physical  assistants  or  tech- 
nical specialists  do  not  provide  an  ever-expanding 
population  with  the  immediate  attention  it  de- 
mands. Such  proposals  are  costly,  handcuffed  by 
the  lack  of  financial  support,  and  submerged  in 
committee  study  and  evaluation. 

One  cannot  reflect  on  the  history  of  the  Ameri- 
can medical  system  without  acknowledging  the 
trend  toward  specialization  and  the  gradual  extinc- 
tion of  the  general  practitioner  or  the  old-time 
family  doctor.  ^ledical  student  preference  for  spe- 
cialization has  been  motivated  strongly  by  the 
educational  model;  it  has  been  subtly  encouraged 
by  teachers  and  has  evolved  by  necessity  to  meet 
the  demands  of  a complex  science.  Efforts  to  restir 
the  ashes  of  the  old  family  doctor  in  the  form  of 
family  physicians  or  generalists  have  encountered 
these  trends  as  insurmountable  obstacles. 

Primary  Care  by  Specialists 

Today’s  specialist  is  prepared,  however,  to  de- 
liver a degree  of  primary  care  to  his  patients  that 
would  greatly  reduce  the  current  demands  of  the 
public  for  more  medical  manpower.  He  possesses 
Ml  unused  talent  to  attend  the  problems  of  his  pa- 
tients; problems  that  are,  for  the  most  part, 
relatively  minor  and  needing  only  an  interested 
and  attentive  advisor.  That  a specialist  who  has 
completed  a residency  can  function  effectively  as 
a specialist-generalist  has  been  well  illustrated  for 
many  years  by  the  internist.  With  the  same 


training  and  internship  as  his  surgical  colleagues 
he  has  assumed  the  role  of  family  physician  and 
performed  the  task  reasonably  well  despite  his 
professed  interest  and  specialized  training  in  inter- ' 
nal  medicine.  Granted  his  training  prepares  him 
for  the  role  easier  than  some  specialties;  all  spe- 
cialists regardless  of  how  narrow  their  primary 
interests  may  be  are  still  capable  of  providing  ad-  j 
ditional  services  for  their  patients.  The  skill  that  ' 
is  often  needed  may  require  little  more  than  that 
of  a fourth-year  medical  student  or  intern.  The  i 
internship  has  prepared  them  all  to  provide  certain  | 
aspects  of  primary  medical  care  for  their  patients, 
be  they  ophthalmologist,  cardiovascular  surgeon 
or  obstetrician. 

Today,  instead  of  acting  as  advisor,  generalist 
or  personal  physician,  the  specialist  usually  refers 
his  patient  to  his  “family  doctor”  (when  often  ; 
no  such  being  exists!)  or  perhaps  to  an  internist  ■ 
for  his  “medical  problem.”  The  problem  may  be 
nothing  more  than  a tension  headache  or  some  i 
functional  disorder  that  could  be  alleviated  wdth  | 
a few  moments  of  listening  and  reassurance.  In- 
stead, that  patient  may  wander  needlessly  in  i 
search  of  help,  anxieties  growing,  psychosomatic  j i 
stresses  abounding  and  pocketbook  withering  as  ' 
a result  of  a disinterested  “super-specialist.” 

Certainly  a great  proportion  of  the  problems  i 
seen  by  today’s  generalist  are  primarily  psychoso-  ■ 
matic  or  functional  in  origin.  It  is  also  likely  that  1 
these  and  other  relatively  minor  problems  compose  I 
the  bulk  of  physician-referred  cases  seen  by  other  j 
specialists.  Xo  specialty  is  exempt  from  this  prac-  i 
tice  of  instant  referral;  the  internist  sends  his  1 
patient  with  a minor  backache  to  the  orthopedist;  ; 
one  surgeon  advises  the  patient  with  “indigestion” 
and  a normal  G.I.  series  to  see  a gastroenterologist,  j 
The  miserable  soul  with  a tension  headache  may 
leave  her  gynecologist  after  hearing  that  “it’s  not  j 
related  to  your  pelvic  organs”  and  pass  before  the 
internist,  neurologist  or  neurosurgeon  and  even 
the  psychiatrist  before  she  accepts  her  fate  or 
joins  the  ranks  of  a disillusioned  public. 
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Such  experiences  not  only  damage  the  image 
of  the  doctor  but  consume  precious  patient-physi- 
cian time  and  dollars.  In  every  specialty  there  is 
opportunity  to  assist  patients  with  minor  problems 
outside  of  a given  field,  to  either  treat  or  advise 
them,  and  to  significantly  reduce  the  demands  of 
these  patients  on  other  specialists.  In  other  words, 
if  the  specialist  were  only  willing  to  function  as 
his  patient’s  “family  doctor”  for  a few  minutes  he 
might  effectively  fill  a void  created  by  our  own 
educational  system. 

The  Nurse  Specialist 

Within  the  framework  of  today’s  medical  sys- 
tem the  physician  and  his  nurse  have  the  capabili- 
ties of  expanding  health  care  to  meet  the  needs 
of  the  public.  The  physician  specialist  is  equipped 
with  the  fundamental  background  with  which  he 
may  deal  effectively  with  the  majority  of  his 
patient’s  problems;  the  well-trained  nurse  who 
has  established  patient  confidence  and  loyalty  can 
likewise  serve  in  a yet  unfulfilled  way.  Once  a 
patient  senses  that  the  physician  and  his  nurse 
both  share  an  interest  in  his  care,  he  is  willing  to 
talk  freely  with  and  accept  advice  from  the  well- 
trained  nurse.  Excellent  nurses  are  abundant 
today  and  capable  of  serving  the  public  as  well  if 
not  better  than  the  currently  popular  physician 
assistants.  They  have  proven  their  skill  and  relia- 
bility in  the  field  of  intensive  nursing  care,  and  at 
this  time  are  better  prepared  to  move  into  the  role 
of  assistant  or  nurse-specialist  than  any  other 
group.  The  expensive  and  prolonged  training 
needed  for  the  physician  assistant  could  be  effec- 
tively side-stepped  by  shorter  training  courses  for 
the  talented  nurse. 

Unused  manpower  is  therefore  available  at  this 
moment  that  could  immediately  alleviate  many  of 


the  problems  of  the  current  physician  shortage. 
How  could  this  come  about  at  the  community 
level  and  how  would  it  be  implemented?  One  ap- 
proach could  be  spearheaded  by  local  medical  so- 
cieties: specialists  could  prepare  general  programs 
of  instruction  for  the  common  and  minor  problems 
that  exist  within  their  own  field  and  the  current 
methods  of  therapy;  such  programs  could  pro- 
vide a means  by  which  other  physicians  would  be 
refreshed  in  other  areas  of  medicine  and  provide 
a source  of  consultation  when  needed  (For  exam- 
ple, the  ENT  specialist  could  instruct  his  col- 
leagues in  such  problems  as  sinusitis,  otitis,  etc. 
. . . the  internist  could  outline  the  approach  to 
viral  respiratory  problems,  etc.  . . .).  Imagine  the 
time  and  dollars  that  would  be  saved  if  all  physi- 
cians were  willing  to  advise  their  patients  as  to 
how  one  should  deal  with  the  common  cold! 

Conclusion 

The  proposal  is  admittedly  simple;  its  success 
would  depend  on  the  willingness  of  today’s  special- 
ist to  step  down  from  his  pedestal  and  provide  pri- 
mary care  to  a public  that  now  demands  action.  It 
could  be  immediately  effective,  at  no  additional 
cost  and  requiring  no  new  personnel.  The  specialist 
and  his  nurse  hold  an  answer  to  the  nation’s  health 
crisis;  local  medical  societies  may  be  the  structure 
in  which  this  concept  could  grow  and  multiply. 
There  exists  an  undeniable  obligation,  born  in  the 
concept  of  specialization,  nourished  by  our  own 
educational  system  and  long  ignored.  The  oppor- 
tunity for  the  specialist  to  recapture  the  dignity  of 
medicine  and  still  preserve  the  sophistication  of 
his  art  may  not  linger  much  longer. 

^ Dr.  Langhornej  14  West  Jordan  Street,  Pensa- 
cola 32501. 


Good  deeds  bear  fruit,  and  in  the  fruit  are  seeds  that  in  their  turn  bear  fruit  and  seeds.  Great 
thoughts  are  never  lost,  and  words  of  kindness  do  not  perish  from  the  earth. 

— Philosophy  of  Life 
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Continuity  of  Care  for  the  Home 
Dialysis  Patient 

Mildred  Britt,  R.N.  and  Ruth  Gage,  R.N. 


One  of  the  most  spectacular  feats  of  modern 
science  has  been  the  creation  of  artificial  organs 
capable  of  sustaining  and  prolonging  life.  Many 
persons  who  suffer  from  the  effects  of  a chronic 
disease  now  have  a chance  to  lead  a satisfying  and 
productive  life  through  the  use  of  these  new 
devices. 

A dramatic  illustration  is  the  development  of 
the  artificial  kidney.  This  device  removes  the  ac- 
cumulation of  poisonous  waste  products  from  the 
blood,  normally  eliminated  by  healthy  kidneys, 
and  allows  the  individual  with  renal  failure  to  live 
a very  nearly  “normal”  life. 

Today  it  is  not  unusual  to  see  an  artificial  kid- 
ney in  the  home  of  a patient  who  has  end-stage 
renal  disease.  An  ever  increasing  number  of  these 
patients  are  leaving  the  protective  environment  of 
the  hospital.  There  are  several  factors  in  the  de- 
cision to  send  a patient  home:  lack  of  available 
facilities  to  dialyze  the  number  of  patients  needing 
this  treatment;  prohibitive  cost  of  treatment  with- 
in the  hospital;  ability  of  the  patient  to  dialyze 
more  frequently  and  on  a schedule  suitable  to  his 
own  convenience. 

Training  for  Patient 

Once  the  decision  is  made  to  send  a patient 
home  with  an  artificial  kidney,  the  patient  and  his 
spouse  begin  an  intensive  learning  experience. 
First,  the  patient  is  taught  the  principles  and 
theories  of  dialysis;  then  the  care  of  his  cannula 
and  the  mechanics  of  the  artificial  kidney.  After 
the  patient  has  become  proficient  in  every  aspect 
of  dialysis  the  spouse  is  taught  these  same  proce- 
dures. The  patient  should  remain  the  responsible 
member  of  the  home  dialysis  team  with  the  spouse 
acting  as  his  assistant.  The  purpose  for  insisting 
that  the  patient  remain  in  charge  is  twofold.  First, 
so  that  the  patient  can  maintain  his  own  identity 
without  a role  change.  Second,  should  an  accident 
occur  while  dialysis  is  in  progress,  the  spouse, 
were  he  or  she  in  charge  of  the  procedure,  might 
be  overcome  with  feelings  of  guilt. 

Mrs.  Britt  is  supervisor  of  the  Dialysis  Unit  at  the  Veterans 
•Administration  Hospital,  Miami,  and  Miss  Gage  is  Public  Health 
Nursing  Consultant,  Division  of  Health,  Department  of  Health 
and  Rehabilitative  Services,  State  of  Florida,  Jacksonville. 


During  the  learning  period  the  patient  receives 
a manual  that  details  all  procedures.  He  uses  this 
manual  for  reinforcement  of  the  learning  process  ■ 
or  for  easy  referral  when  attempting  to  follow  sel-  ! 
dom  used  procedures.  During  the  time  the  patient  i 
and  his  spouse  are  learning  about  dialysis  a check  I 
list  is  used  and  as  each  element  is  taught  and  j 
learned  it  is  checked  off.  In  this  way  both  the 
patient  and  the  instructor  know  that  no  important  : 
or  minor  aspect  of  dialysis  has  been  deleted  from  1 
this  teaching-learning  process. 

To  involve  a patient  in  this  intensive  teaching  i 
program  is  unique  to  medical  science.  The  patient  | 
is  taught  to  perform  duties  that  are  carried  out  in  ^ 
hospitals  by  physicians,  nurses,  laboratory  tech-  ' 
nicians,  and  dialysis  technicians.  The  patient  is  | 
taught  about  his  disease  and  how  his  disease  affects  i;- 
him  and  his  family.  He  is  taught  to  be  aware  of  ,i 
symptoms  of  uremia,  anemia  and  bone  disease.  ; 
He  learns  about  his  blood  chemistry  and  how  to 
control  the  electrolyte  balance  through  dialysis,  • 
diet  and  medication.  He  learns  about  fluid  and  » 
dietary  restrictions.  In  fact  the  dialysis  patient 
truly  becomes  “The  captain  of  his  ship — the  mas-  > 
ter  of  his  fate.”  This  is  indeed  a departure  from  ( 
the  traditional  concept  of  patient  care. 

When  the  patient  is  discharged  from  the  hospi-  ^ 
tal,  he  and  his  family  are  faced  with  a seemingly  jf 
overwhelming  set  of  problems.  The  person  most  ; 
suited  to  help  the  patient  and  His  family  cope  with  ]. 
these  problems  is  the  public  health  nurse.  Her  ^ 
skill,  expertise  and  knowledge  provide  a link  be-  } 
tween  the  family,  the  physician  and  the  dialysis  ) 
center. 


Role  of  Public  Health  Nurse 

Except  for  the  mechanical  and  technical  mat- 
ters that  concern  the  dialysis  equipment,  the  kinds 
of  problems  the  patient  and  his  family  have  are 
often  no  more  unusual  than  those  confronting 
any  person  who  is  living  with  a chronic  illness. 
These  are  the  issues  that  the  public  health  nurse 
has  been  taught  to  deal  with  on  a daily  basis. 

Early  in  1970,  in  Miami,  a workshop  was  pre- 
sented for  the  public  health  nurses  and  visiting 
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,)  nurses  of  the  state  of  Florida  designed  to  orient 
them  to  dialysis  and  to  acquaint  them  with  some 
■ specific  difficulties  that  the  dialysis  patient  and  his 
i family  will  experience.  During  the  past  year  pub- 
lic health  nurses  have  been  visiting  patients  sent 
from  the  Dialysis  Center  at  the  Veterans  Adminis- 
tration Hospital  in  Miami.  These  visits  have 
proved  to  be  very  beneficial  for  the  patient  and 
his  family  in  helping  them  to  solve  their  problems 
in  daily  living.  The  written  report  to  the  patient’s 
physician  and  to  the  Dialysis  Center  provides  a 
continuity  of  care  and  an  insight  into  the  needs  of 
the  patient  and  his  family.  The  following  exam- 
( pies  illustrate  the  effectiveness  of  the  public  health 
I nurse’s  visit. 

Case  1. — This  young  man  and  his  attractive  wife  were 
apt  students  in  the  dialysis  center.  Both  were  quite  capa- 
ble of  learning  all  dialysis  procedures  and  it  seemed  to  the 
I instructor  that  this  family  would  be  able  to  perform  dial- 
ysis in  the  home  without  difficulty.  Nevertheless  a refer- 
ral was  submitted  to  the  public  health  nurse  so  that 
visits  could  be  made  frequently,  .\fter  the  patient  had 
been  home  one  month,  the  nurse  made  her  first  visit.  She 
found  a completely  disorganized  household.  The  wife, 
either  through  fear  or  anxiety,  was  not  helping  her  hus- 
I band  perform  any  of  the  required  tasks.  The  husband, 

•j  carrying  the  whole  burden,  was  spending  most  of  his 

(j  nonworking  time  preparing  for  dialysis.  Each  hour  he 

I spent  concerned  with  things  regarding  his  dialysis  was 

one  hour  less  he  was  spending  with  his  family.  Because 
I he  could  not  organize  his  time  well  he  was  spending  an 

, inadequate  amount  of  time  being  dialyzed.  The  nurse 

‘ gave  the  wife  the  support,  encouragement  and  approval 

she  obviously  needed  to  help  the  husband  and  on  subse- 
quent visits  recognized  the  need  for  additional  professional 
help  because  of  their  continued  inability  to  function  under 
the  burden  of  dialysis  at  home.  Arrangements  were  made 
with  a psychiatrist  and  now  both  the  husband  and  wife 
I are  making  a determined  effort  to  better  understand  one 
another  and  to  make  a better  adjustment  to  life. 

I Case  2. — This  young  man  was  a difficult  student  to 

I teach  in  that  he  thought  he  knew  about  everything  and 

I therefore  did  not  want  to  listen  to  the  instructor.  His  wife 

I was  a good  student  but  she  remained  extremely  appre- 

I hensive  throughout  the  training  sessions.  Therefore,  on 

I the  nurse’s  first  visit  to  this  home  she  encountered  several 

I problems.  The  patient’s  appearance  indicated  he  was  quite 

' anemic.  The  record  showed  his  hematocrit  had  dropped 

I from  20%  to  16%  and  he  stated  he  felt  quite  fatigued 

' and  was  short  of  breath.  In  answer  to  the  nurse’s  ques- 

tion concerning  blood  transfusions  the  patient  said,  “no 
one  told  me  a blood  transfusion  would  make  me  feel 
I better.”  When  the  nurse  alerted  the  Dialysis  Center  to 
I this  problem  the  patient  was  recalled  to  the  Center  for  a 
j review  of  the  lessons  on  blood  transfusions. 

I At  the  time  of  the  nurse’s  visit  to  their  home  the  pa- 

I tient  and  his  wife  verbalized  their  feelings  of  apprehension 
at  being  away  from  the  hospital  setting.  They  expressed 
disappointment  at  not  being  able  to  have  the  doctor  visit 
the  home  during  dialysis  and  what  to  them  seemed  to  be 
his  lack  of  interest  because  he  did  not  wish  to  see  the 
patient  every  week.  After  consultation  with  the  physician 
the  nurse  helped  the  patient  and  his  wife  achieve  a more 
comfortable  but  less  dependent  and  demanding  relationship 
with  their  physician. 

Case  3. — This  patient  and  his  wife  had  made  a good 
adjustment  to  home  dialysis  and  had  experienced  no  dif- 
ficulties in  any  aspects  of  the  procedures.  The  wife  stated 
that  in  performing  dialysis  at  home  they  had  attained  an 
interdependency  and  resulting  closeness.  During  visits  to 
the  home  the  nurse  learned  that  the  patient  was  experi- 
encing frequent  episodes  of  chest  pain,  sleeplessness  and 


increasing  irritability.  It  became  apparent  that  these  prob- 
lems were  being  aggravated  by  a disturbing  situation  in 
the  family  involving  the  use  of  drugs  by  the  two  teenage 
sons.  She  encouraged  the  patient  to  share  this  problem 
with  his  doctor  since  it  was  obvious  his  well-being  was 
disturbed. 

Case  4. — On  a visit  to  this  dialysis  patient  the  public 
health  nurse  informed  the  patient  that  there  was  a serious 
problem  with  fluctuating  water  pressure  which  might  de- 
crease the  efficiency  of  the  dialysis  process.  She  also 
informed  the  Dialysis  Center  of  this  development.  The 
water  company  was  notified  and  measu-es  were  taken  to 
provide  constant  water  pressure  to  this  home. 

These  cases  are  examples  of  the  effectiveness 
of  the  public  health  nurses’  visits  to  the  home  dial- 
ysis family.  During  their  visits  they  are  often  able 
to  discern  many  situations  within  the  family  that 
adversely  affect  the  patient’s  well-being.  The 
nurse  in  the  home  can  provide  the  support  and 
reassurance  that  these  patients  need  when  they  are 
learning  to  live  with  an  artificial  kidney.  She  pro- 
vides an  opportunity  for  the  patient  and  his  family 
to  verbalize  their  feelings  of  anxiety  and  frustra- 
tion and  to  discuss  difficulties  that  the  family  en- 
counters when  one  member  is  living  with  a chronic, 
irreversible  disease. 

The  physician  caring  for  a dialysis  patient 
needs  only  to  submit  a referral  to  the  visiting 
nurse  association  or  to  the  public  health  nurse  in 
his  community  to  initiate  the  visits.  Both  he  and 
his  patients  and  their  families  will  benefit. 

Summary 

During  the  past  year  the  public  health  nurses 
in  Florida  have  been  visiting  patients  sent  home 
with  artificial  kidneys  from  the  Dialysis  Unit  at 
the  VA  Hospital  in  Miami.  The  effectiveness  of 
these  visits  has  been  demonstrated.  The  reports 
submitted  by  the  visiting  nurse  to  the  physician 
and  the  Dialysis  Unit  have  been  beneficial  in  pro- 
viding improved  care  to  these  patients.  Equally 
important  are  the  verbal  reports  from  the  patient 
and  his  family  which  express  their  appreciation 
for  someone  in  their  community  who  is  aware  of 
their  problems  and  who  can  come  to  their  home 
to  discuss  them. 
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TUCKER  HOSPITAL  INC 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  * 8:00  p.m.  daily) 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 


of  the 

tetracycline-nystati 
products 


.none  is  lower  priced 


TETRACYCLINE  HCI  25  mg.  NYSTATIN  25,000  U./:. 

LEDERLE  LABORATORIES,  A Division  of  Ameri  n 
Cyanamid  Company,  Pearl  River,  New  York  10*  5 


For  new  medical  facilities 
designed  to  work  best  for  you 


\ single  source  best  meets  your  needs. 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  '"single  responsibility"  source  for: 


• ECONOMIC  FEASIBILITY 

• SITE  ANALYSIS 

• SITE  ACQUISITION 
•PLANNING  AND  FINANCING 

• DESIGN  AND  ENGINEERING 
•CONSTRUCTION  MANAGEMENT 
•EQUIPPING  AND  FURNISHING 
•GUARANTEED  COST 

. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care 
Industries,  Inc. 

1130  Hampton  Avenue,  St.  Louis,  Missouri  63139 

(314)  647-3800 

A Flealth  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced 
firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions. 


•MASTER  AND  LONG  RANGE 
PLANNING 

• HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

• GROUP  PRACTICE  STUDIES 

• OPERATIONS  ANALYSIS 

• FEASIBILITY  STUDIES 
•SYSTEMS  ANALYSIS 


^ Vice  Presiden 

BBC  Health)  Car 
Industries,  Inc 
1130  Hampton  AvenUj, 
St.  Louis,  Mo.  6313  ij; 


Please  have  a representative  call 


Please  send  additional  information  (I,‘l 


Address 


Name. 


, State . 


Telephone  (Include  Area  Code) , 


I 


i 
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Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


' Rocom  Health  History  System  -- 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 

! Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
! system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
; picture  of  the  patient's  current  complaints  with 
i the  assurance  that  all  important  screening 
j questions  are  covered. 

I 
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Rocom  Medical  Record  System  ..a  simp? 
but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  ;u 
to  review  a patient's  medical  history  in  second: 
and  retrieve  information  quickly.  Can  be  used  ’th 
the  "problem-oriented"  method  of  keeping  patien 
records.  Color  coding  eliminates  the  likelihooi 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disea: . 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Med:al 
Record  System  helps  protect  your  good  name. 


•e  new  Rocom  Medical  Management  System*  can 
:lp  you  provide  better  care  for  your  patients 
d,  at  the  same  time,  make  better  use  of  your 
fice  time.  In  designing  these  products 
ndreds  of  doctors,  nurses  and  receptionists 
re  consulted  about  their  particular  office 
oblems;  and  more  than  two  years  of  development 
der  actual  office  conditions  proved  that  they 
tually  do  help  solve  these  difficulties 
thout  upsetting  existing  routines, 
ch  component  deals  with  a specific  problem 
ea  --  health  histories,  medical  records,  the 
lephone,  and  scheduling  appointments.  They 
y be  employed  alone,  in  various  combinations, 
preferably,  as  the  complete  Rocom  Medical 
nagement  System,  depending  on  your  own  office 
tuation. 

st  physicians  --  whether  they  practice  alone 
with  a group  --  will  find  one  or  more  of 
ese  components  useful.  You  are  invited  to 
tain  additional  information  about  the  Rocom 
dical  Management  System  by  sending  us  the 
companying  coupon. 


ROCOM  <=> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

. — I Health  History  Medical  Record 

I I System  | | System 

I I Telephone  System  Appointment  System 

Name  Specialty 

Street 


City  State 


Please  do  not  forget  Zip  Code 


locom  Telephone  System  a complete 
fstem;  one  that  can  be  understood  quickly 
r your  newest  office  aide;  one  that  permits 
3ur  staff  to  answer  specific  patient  questions 
i-th  confidence;  one  that  will  make  your 
'actice  more  productive  by  assuring  that  you 
re  interrupted  only  when  you  think  it 
Jcessary.  Self-adhesive  backing  assures  that 
11  incoming  calls  can  become  part  of  the 
itient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 
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*Created  and  developed  by  Patient  Care  Systems,  Inc. 


Southern  AAedical 
Association 

Cordially  Invites 

All  Florida  Physicians  To  Attend  The  r 

65th  ‘ 

ANNUAL  MEETING  ' 

OCTOBER  31-NOVEMBER  4,  1971  • HOTEL  FONTAINEBLEAU 

BE  SURE  TO  COME  EARL  Y. . . the  exhibits  wiii  be  open 
for  your  uninterrupted  viewing  from  noon 
untii  5:00  p.  m.,  Sunday,  October  31. 

There  wiii  also  be  a gala  President’s  Reception 
Sunday  night  starting  at  6:30  p.  m. 

A complete  scientific  meeting — twenty-one  specialty 
sections  sharing  a unique  inter-disciplinary  experience. 

NO  REGISTRATION  FEE 

For  information  contact:  SOUTHERN  MEDICAL  ASSOCIATION,  2601  Highland  Avenue,  Birmingham,  Alabama  35205 
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Tepanil'Ten 

■ (continuous 


release  form) 


(diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  then  the  amphetamines,  use  with  greot  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  chorocteristic  of  sympathomimetic  agents,  it  may 
occosionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptic 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  corcfic 
voscu/or  effects  reported  include  ones  such  as  tachycardio,  precordial  pair 
arrhythmia,  polpitotion,  ond  increosed  blood  pressure.  One  published  repo 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  < 
diethylpropion  hydrochloride,-  this  wos  an  isolated  experience,  which  has  not  bee 
reported  by  others.  Allergic  pfienomeno  reported  include  such  conditions  as  rasi 
urticaria,  ecchymosis,  and  erythema.  Gostrointest/no/  effects  such  as  diarrhec 
constipation,  nousea,  vomiting,  and  abdominal  discomfort  have  been  reporter 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marro  ' 
depression,  agronulocytosis,  ond  leukopenia.  A voriety  of  miscellaneous  advers 
reoefions  hove  been  reported  by  physicians.  These  Include. complaints  such  as  dfl 
mouth,  headoche,  dyspneo,  menstrual  upset,  hair  loss,  muscle  pain,  decrease 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  tabli 
doily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  thre 
times  daily,  one  hour  before  meals.  If  desired,  an  odditionol  toblet  moy  be  given 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  n< 
recommended.  T-107/4/71/u  s patent  no  3,001.910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  or-  \ 

thritis,  diobetes,  voricose  veins,  thrombophiebitis,  arteriosclerosis  and  I 

static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi-  i, 

cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad-  jj 

verse  Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bonces  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increosed  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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(quinine  sullote  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Special  Articles 


Medical  Education— Today  and 


Tomorrow 


Kenneth  E.  Penrod,  Ph.D. 


Many  things  of  interest  to  Floridians  are  hap- 
pening in  the  active  field  of  physician  production. 
An  up-to-date  status  report  would  seem  to  be  in 
order. 

Medicine  has  an  exceptionally  good  track 
record  in  making  available  detailed  statistics  of 
historical  value  as  well  as  current  interest.  For  the 
past  70  years  an  annual  report  prepared  by  the 
Council  on  Medical  Education  of  the  American 
Medical  Association  has  been  published  in  the 
Journal  of  the  A.M.A.  The  most  recent  issue  of 
this  report^  has  been  the  source  for  many  of  the 
data  of  this  paper. 

The  Association  of  American  Medical  Colleges 
has  been  making  available  detailed  statistics  on 
students  for  many  years,  especially  in  an  annual 
report,  “Study  of  Applicants,”  published  in  the 
Journal  of  Medical  Education.  In  addition,  the 
latter  organization  in  recent  years  has  been  carry- 
ing out,  or  sponsoring,  many  worthwhile  studies 
which  have  revealed  important  data.  Finally,  to 
an  increasing  extent  the  line  between  allopathic 
and  osteopathic  medicine  is  becoming  blurred  and 
the  excellent  statistics  published  annually  by  the 
American  Osteopathic  Association  have  become 
more  widely  known. 

There  is  not  universal  belief  in  a physician 
shortage  in  the  U.S.  Such  able  analysts  as  econ- 
omist Eli  Ginzberg  have  made  a good  case  for 
the  existence  of  only  a “paper  shortage”  of  physi- 
cians.2 Nevertheless  the  overwhelming  majority 
of  people,  especially  those  who  wait  long  hours  to 
see  a physician  or  are  unable  to  find  a physician 

Dr.  Penrod  is  Vice  Chancellor  for  Medical  and  Health  Sci- 
ences, Office  of  the  Board  of  Regents,  State  University  System 
of  Florida. 


within  an  acceptable  distance,  are  convinced  there 
is  a doctor  shortage.  So,  too,  are  many  members 
of  that  group  of  practitioners  shown  in  a recent 
survey  to  average  64  hours  per  week  on  the  job. 

In  any  event  the  wheels  are  in  motion  to  bring 
about  a sizeable  increase  in  the  number  of  medical 
graduates  in  this  country  in  the  next  few  years. 

The  age  of  expansion  in  medical  education  can 
be  said  to  have  begun  with  the  Surgeon  General’s 
Report,  “Physicians  for  a Growing  America,”  pub- 
lished in  1959.3  That  report  called  for  a coordi- 
nated national  effort  to  increase  the  number  of 
physician  graduates  by  3,600  or  to  11,000  per  year 
by  1975.  What  has  happened  since? 

Number  Physician 
Graduates  (M.D.  & D.O.) 

1960  7,508 

1965  7,804 

1970  8,800 

Meanwhile  considerable  “tooling  up”  has  been 
underway  which  is  reflected  in  the  increase  in  the 
number  of  entering  students  to  medical  schools  in 
the  last  five  years.  That  number  (M.D.  and  D.O.) 
increased  from  9,209  in  1965  to  11,983  in  1970. 

Since  it  will  be  the  entering  class  of  1971-72 
which  will  make  up  the  bulk  of  the  1975  graduat- 
ing class  there  is  now  reasonable  assurance  that 
the  goal  of  11,000  graduates  in  1975,  which  looked 
to  be  so  formidable  in  1959,  will  be  surpassed. 

But  now  we  are  told  that  is  but  a start.  In 
the  newly  released  special  report  of  the  Carnegie 
Commission  on  Higher  Education  titled  “Higher 
Education  and  the  Nation’s  Health — Policies  for 
Medical  and  Dental  Education”-*  it  is  stated  (p. 
5),  “We  see  a need  for  expanding  the  number  of 
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places  for  training  doctors  during  the  next  decade 
by  50  percent,  and  of  dentists  by  20  percent.”  A 
50%  increase  over  the  11,983  beginning  places  in 
medicine  in  1970  will  be  an  added  6,000  for  a total 
of  approximately  18,000  by  1980. 

related  goal  has  been  announced  by  the  .As- 
sociation of  American  Medical  Colleges  (.A.AMC) 
as  its  “Bicentennial  Anniversary  Program”  which 
aims  for  15,000  entering  places  in  the  nation’s 
medical  schools  by  1976.^  When  to  this  figure  is 
added  the  growing  number  of  places  now  planned 
for  schools  of  osteopathy  (which  was  633  in  1970- 
71),  this  figure  comes  into  line  with  the  projected 
18,000  total  for  1980. 

Mention  should  be  made  at  this  point  that  in 
no  small  measure  the  Physician  Augmentation 
Program  of  the  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare  has  made  possible  much  of 
the  expansion  to  date  and  is  being  counted  upon 
for  major  support  to  achieve  the  goals  of  the  fu- 
ture. In  terms  of  visible  returns,  this  program  can 
be  classed  among  the  more  successful  of  those 
undertaken  by  the  federal  government. 

A socially  significant  aspect  of  the  medical 
school  expansion  is  the  marked  increase  in  oppor- 
tunities for  members  of  minority  groups  and  for 
women  to  study  medicine.  Afro-.Americans  num- 
ber 697  in  the  current  first  year  class,  an  increase 
of  257  over  1969-70.  They  now  make  up  6.1% 
of  the  first  year  class.  .American  Indians  increased 
from  7 to  11;  .Americans  with  Spanish  surnames 
from  44  to  73;  Orientals  from  140  to  190.  Puerto 
Ricans  increased  from  96  to  113,  including  those 
at  the  Emiversity  of  Puerto  Rico. 

Women  make  up  11%  of  the  entering  class,  up 
from  9.1%.  The  increase  of  296  women  brings  the 
number  to  1,224,  a gain  of  31.2%  over  last  year 
compared  with  a gain  for  male  students  of -6. 8%.*’ 

Applicant  Pool 

Will  there  be  an  adequate  number  of  capable 
students  to  fill  the  proposed  additional  places  in 
entering  medical  school  classes?  Current  data" 
would  indicate  there  is  little  cause  for  alarm.  .At 
present  the  concern  is  tragically  far  in  the  other 
direction.  Too  many  capable,  motivated  students 
are  being  denied  admission  because  of  too  few 
places.  The  following  table  will  reveal  what  has 
been  happening  over  the  last  decade. 

While  it  would  be  wrong  to  presume  that  all  of 
those  denied  admission  are  first-rate  candidates, 
it  would  be  equally  wrong  to  presume  there  is  not 
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Year 

No.  .\PPLICANTS 

No.  .Admitted 

% Admitted 

1959-60 

14,952 

8,512 

57 

1961-62 

14,381 

8,682 

60 

1963-64 

17,668 

9,063 

51 

1965-66 

18,703 

9,012 

48 

1967-68 

18,724 

9,702 

52 

1969-70 

24,465 

10,514 

43 

1971-72 

26,500  (Est.) 

11,800  (Est.) 

44  (Est.) 

a huge  pool  of  talent  available  that  could  add 
several  thousand  additional  medical  students  with 
essentially  no  sacrifice  of  standards.  .Also  current 
projections  of  continued  growth  of  the  applicant 
pool  predict  34,000  by  1980.’’' 

It  is  ironic  that  a large  proportion  of  today’s 
rejected  applicants  present  credentials  which  only 
a few  years  ago  would  have  provided  them  ready 
admission.  One  of  the  significant  measures  of  a 
medical  student  candidate’s  qualifications  is  the 
Medical  College  .Admissions  Test  which  is  given 
nationally  twice  per  year  and  is  required  for  ad- 
mission by  all  medical  schools.  .An  indication  of 
the  steady  improvement  in  these  test  scores  is 
shown  below: 


Mean-  Scores  of  all  .Accepted  Candidates 


Verbal 

QuANTITATrVX 

General 

Year 

.\bility 

.\bility 

Information 

Science 

1959-60 

529 

527 

527 

527 

1961-62 

533 

538 

522 

537 

1963-64 

537 

551 

549 

545 

1965-66 

541 

583 

565 

549 

1967-68 

554 

596 

566 

565 

1969-70 

562 

603 

569 

577 

.Along  with  increased  selectivity  of  medical  stu- 
dents has  come  a gratifying  decrease  in  dropouts 
before  graduation.  Exact  figures  are  difficult  to 
assemble,  but  a reasonable  estimate  can  be  made 
by  looking  at  the  number  who,  for  any  cause,  do 
not  graduate  within  four  years  after  admission. 
.After  a decade  (1959-68  graduating  classes)  in 
which  dropouts  ranged  between  10%  and  13.7%, 
the  apparent  attrition  dropped  to  8%  in  1969  and 
to  6.7%  for  the  1970  class. 

Foreign  Schools 

One  of  the  consequences  of  a large  pool  of  dis- 
appointed medical  school  applicants  is  a turning 
to  foreign  medical  schools  as  a “last  ditch”  alter- 
nate. .According  to  a recent  report  of  the  Institute 
of  International  Education,  “Open  Doors,”  there 
were  3,022  U.S.  citizens  studying  for  medical 
degrees  in  foreign  countries  in  1968-69.  .About 
three  quarters  of  these  students  were  in  Canadian 
and  European  schools  and  most  of  the  remaining 
were  in  Alexico. 
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Success  does  not  come  easy  for  the  student 
forced  into  this  route.  Medical  education  is  an 
arduous  undertaking  at  best,  but  pursued  in  a 
strange  country  and  in  an  unfamiliar  tongue  it 
requires  great  dedication  and  ability.  U.S.  citizens, 
as  well  as  foreign  nationals,  must  pass  a strenuous 
examination  of  the  AM.A-sponsored  Educational 
Council  for  Foreign  Medical  Graduates  (ECFMG) 
to  achieve  eligibility  to  then  take  a state  licensure 
board  examination  in  the  U.S.  Even  so,  some  200 
to  400  U^.S.  citizens  have  been  gaining  an  initial 
U-S.  license  to  practice  via  this  route  each  year. 
In  addition  a small  number  (23  to  43)  have  been 
successful  in  gaining  advanced  standing  admission 
to  a U.S.  medical  school  each  year. 

In  July  1969,  a study  by  Mason  and  Ruhe* 
reported  that  careful  follow-up  of  such  transferees 
showed  that  they  did  every  bit  as  well  after  trans- 
fer as  their  counterparts  who  had  enrolled  in  those 
schools  as  freshmen.  Partially  as  a result  of  this 
study,  together  with  a general  lessening  of  rigidity 
among  medical  schools,  a coordinated  transfer 
system  (COTRANS)  was  established  last  year  to 
expedite  transfer  of  U.S.  citizens  in  good  standing 
in  foreign  medical  schools  to  advanced  standing 
in  U.S.  schools.  This  usually  involves  taking  Part 
I Examination  of  the  National  Board  of  Medical 
Examiners  at  certain  foreign  centers.  In  1969-70 
a total  of  76  students  were  accepted  via  this  route, 
a number  almost  double  that  of  previous  years. 

Other  university  degree  programs  provided  an 
additional  64  students  who  were  admitted  to  ad- 
vanced standing  in  the  medical  schools  last  year. 
This  figure,  too,  was  nearly  twice  the  number 
permitted  to  transfer  in  former  years.  As  the 
rigidity  of  the  medical  curriculum  lessens  and  the 
“basic  sciences”  of  medicine  become  “basic  sciences 
of  all  the  health  professions,”  possibilities  for  up- 
per class  transfer  can  be  expected  to  increase.  The 
trend  of  federal  thinking  is  to  shift  the  subsidy 
away  from  support  of  new  entering  places  in  favor 
of  a capitation  support  of  medical  graduates.  Such 
a plan  will  doubtless  encourage  consideration  of 
qualified  candidates  for  advanced  standing. 

Financial  Consideration 

The  factor  of  cost  unavoidably  enters  into 
medical  education,  both  for  the  student  and  for 
the  school.  During  the  1969-70  academic  year  the 
46  privately  owned  medical  schools  charged  an 
average  of  $2,246  per  year  for  tuition  and  fees.  All 
but  four  of  these  made  no  distinction  between 
place  of  residence,  but  in  those  four  (Louisville 


and  three  in  Pennsylvania)  owing  to  large  state 
subsidies,  resident  tuition  was  more  nearly  equal 
to  that  charged  by  tax  supported  schools.  The 
highest  tuition  among  the  private  schools  was 
$2,750  (Johns  Hopkins);  the  lowest  $1,143 
(Howard).  At  the  University  of  Miami  it  amount- 
ed to  $2,000. 

Among  the  55  public,  or  tax  supported,  schools 
the  average  charge  for  residents  of  that  state  was 
$742  and  for  nonresidents  it  amounted  to  $1,480. 

The  extremes  of  in-state  tuition  were  $206 
(Hawaii)  and  $1,300  (Tennessee).  For  out-of- 
state  students  the  range  was  from  $576  (Puerto 
Rico)  to  $2,700  (Tennessee).  The  charges  at  the 
University  of  Florida  were  $900  and  $2,100. 

While  the  cost  of  attending  medical  school 
once  greatly  exceeded  that  for  most  other  types  of 
education,  this  is  no  longer  true.  Even  the  tuition 
charged  at  the  private  medical  schools  is  frequent- 
ly exceeded  by  their  own  general  colleges  and  even 
in  some  instances  by  preparatory  schools. 

Still,  costs  to  attend  medical  school  force  more 
than  half  of  all  students  to  seek  financial  help. 
Last  year  53.5%  of  the  medical  students  borrowed 
an  average  of  $803  (total:  $18.4  million)  and 
40.8%  received  an  average  of  $898  in  scholarship 
support  (total:  $14.4  million). 

Medical  Centers 

Medical  schools  are  complex  institutions.  Too 
often  the  size  of  the  faculty  and  the  total  dollar 
support  are  related  only  to  the  number  of  pre- 
M.D.  students  enrolled.  The  approximate  total 
teaching  responsibilities  of  the  U.S.  medical 
schools,  and  a look  at  five  years  ago  for  compari- 
son, is  given  in  the  following  table: 


1964-65 

1969-70 

Medical  Students 

32,428 

37,669 

Interns 

4,186 

5,319 

Residents 

14,761 

21,345 

Basic  Science  Graduates 

5,509 

8,060 

Basic  Science  Postdoctoral 

1,297 

1,794 

Clinical  Fellows 

4,073 

2,828 

Other  (medical  student  equivalent) 

10,678 

14,144 

TOTAL 

72,932 

91,159 

Full-time  Faculty 

15,514 

24,706 

Osteopathic  Schools 

Previous  reference  has  been  made  to  osteo- 
pathic medicine  and  to  the  fact  that  for  many  pur- 
poses no  distinction  is  made  between  the  M.D. 
and  the  D.O.  degree.  The  two  educational  pro- 
grams remain  separate,  but  similar.  The  total 
number  of  students  enrolled  in  osteopathic  schools 
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was  small  (1,977)  compared  with  M.D.  schools 
(37,669)  in  1969-70. 

Last  year  six  osteopathic  colleges,  including 
the  first  new  one  in  many  years,  at  ^Michigan  State 
University,  enrolled  577  beginning  students  and 
graduated  433  from  the  older  five  institutions.  In 
the  current  year  ^mother  new  school,  Texas  Col- 
lege of  Osteopathic  Medicine,  Fort  Worth,  has 
enrolled  its  first  class  of  21  students.^ 

The  557  beginning  students  last  year  were 
selected  from  a pool  of  3,412  applicants.  Slightly 
over  96%  had  completed  four  or  more  years  of 
undergraduate  college  work  tmd  87%  had  earned 
baccalaureate  or  advanced  degrees.  These  figures 
compare  quite  favorably  with  those  accepted  by 
the  M.D.  granting  schools. 

Florida  colleges  supplied  only  four  of  the  577 
beginning  osteopathic  students  last  year  and  of  the 
total  predoctoral  enrollment  of  1,977,  forty  were 
residents  of  this  State. 

The  Florida  Situation 

Last  year  251  Florida  residents  began  study 
for  the  M.D.  degree  in  U.S.  medical  schools,  180 
in  a total  of  24  different  privately  supported 
schools  and  71  in  13  tax  supported  schools.  Only 
12  non-Florida  residents  were  accepted  at  the 
University  of  Florida  College  of  Aledicine  and 
nine  at  the  University  of  Miami  School  of  IMedi- 
cine.  In  all,  a total  of  399  Florida  residents  made 
application  to  one  or  more  medical  schools  in 
1969-70  without  success.  Of  the  total  pool  of  ap- 
plicants from  Florida,  38%  gained  admission  com- 
pared with  the  national  average  of  43%.~ 

Detailed  statistics  are  not  yet  available  for  the 
class  that  entered  last  fall  (1970)  nor  for  the  class 
now  being  selected  for  next  fall  (1971).  Progress 
is  being  made,  however,  in  expanding  the  capacity 
of  our  own  in-state  institutions  to  accommodate 
more  of  those  who  desire  a career  in  medicine. 

Next  fall  (September  1971)  the  new  school  at 
the  L^niversity  of  South  Florida  will  enroll  its  char- 
ter class  of  24  students.  At  the  same  time  the  new 
multicampus  Statewide  iSIedical  Education  Pro- 
gram is  expected  to  get  under  way  with  the  teach- 
ing of  some  “first  year  equivalent”  medical  stu- 
dents in  the  combined  plan  of  Florida  A&iSI  and 
Florida  State  Universities.  The  number  of  such 
students  who  will  be  prepared  to  join  their  peers 
in  the  second  year  classes  of  medical  schools  in 
1972  is  not  as  yet  determined  both  because  of 
uncertainties  of  funding  and  of  progress  of  the 
students  in  a highly  flexible  system. 


Meanwhile,  both  of  the  existing  medical 
schools  of  the  state  are  e.xpanding.  The  University 
of  Miami  School  of  iVIedicine  is  in  the  midst  of 
a gratihing  period  of  growth  following  completion 
of  certain  new  facilities.  The  increase  has  been 
both  in  more  students  for  the  first  year  class  and 
increased  transfers  to  upper  classes,  both  of  which 
will  soon  reflect  significantly  in  the  size  of  the 
graduating  classes. 

The  growth  in  opportunities  to  begin  the  study 
of  medicine  within  our  state  can  be  seen  in  the 
following  table.  The  estimated  figures  for  1971 
are  not  yet  final  and  are  subject  to  availability 
of  increased  funds. 


Size  of  First  Ye-\r  Cuvsses 

F.\ll 

Fall 

Estimated 

1969 

1970 

Fall  ’71 

University  of  Miami 

lOS 

117 

130 

University  of  Florida 

64 

67 

70 

Universitv  of  South  Florida 

— 

— 

24 

Florida  A&M-Florida  State 
Universities 

— 

— 

15 

Totals 

169 

184 

239 

If  the  fall  1971  e.xpectations  materialize  there 
will  be  an  increased  enrollment  approaching  55 
which  represents  the  equivalent  of  another  medical 
school  nearly  the  size  of  the  one  at  the  University 
of  Florida.  Even  with  such  increase  in  enrollment 
the  pool  of  disappointed  applicants  for  whom  no 
place  exists  is  discouragingly  high.  Florida,  along 
with  the  other  states,  must  look  to  new  and  imagi- 
native ways  to  expand  further,  and  rapidly,  its 
medical  education  opportunities. 

Licensure 

The  final  step  in  the  long  and  involved  process 
of  preparation  for  the  practice  of  medicine  is  the 
licensure  examination.  Licensure  is  the  prerogative 
of  the  individual  states,  each  of  which  has  a Board 
of  Medical  Examiners.  For  statistical  purposes  the 
boards  of  the  50  states  are  joined  by  those  for 
Guam,  Puerto  Rico,  District  of  Columbia  and  the 
\'irgin  Islands. 

In  calendar  1969  first  time  licenses  were  issued 
to  9,978  new  physicians  (M.D.  only).  Of  these 
2,307  (23.2%)  were  graduates  of  foreign  medical 
schools. 

A great  many  physicians  hold  license  to  prac- 
tice in  more  than  one  state.  Hence  the  total  num- 
ber of  licenses  issued  in  1969  to  practice  medicine 
by  the  54  Boards  was  23,662.  Of  this  number, 
951  were  issued  by  the  Florida  Board  of  Medical 
Examiners,  a number  exceeded  by  only  three 
states. 
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In  all,  the  Florida  Board  examined  1,081  can- 
didates in  1969. 


Source  of  State  of  Florida 

Medical  Education  Candidates  Passed  Failed 


U.  S.  Schools 

729 

668 

61 

Canadian  Schools 

7 

6 

1 

Foreign  Schools 

343 

275 

68 

Extinct  Schools 

2 

2 

0 

1081 

951 

130 

Those  U.S.  medical  schools  from  which  the 
largest  number  of  candidates  came  were: 


Miami 

78 

Ohio  State 

19 

Florida 

47 

Duke 

16 

Jefferson 

25 

Indiana 

16 

Tulane 

22 

N.Y.  University 

15 

Emory 

21 

State  U.N.Y.,  Brooklyn  14 

Twenty  nine 

percent  of  the  Florida 

license; 

were  issued  to  graduates  of  foreign  schools,  com- 
pared with  23.2%  in  the  total  U.S. 

A significant  change  occurred  in  the  Florida 
licensure  procedure  in  mid-1969.  Prior  to  that 
time  the  written  examination  was  in  two  parts,  one 
covering  the  basic  sciences  of  medicine  and  the 
other  the  clinical  aspects.  The  basic  science  re- 
quirement was  dropped  beginning  with  the  July 
examination  that  year  (the  exam  is  given  twice  per 
year:  January  and  July).  The  impact  of  this 
change  in  licensure  requirement  is  seen  in  the  fol- 
lowing table; 

No.  Examined 

1968  736 

1969  1081 

1970  2353 

Conclusions 

In  “Higher  Education  and  the  Nation’s 
Health,”  the  Carnegie  Commission  on  Higher  Edu- 
cation has  stated: 


The  U.S.  today  faces  only  one  serious  man- 
power shortage,  and  that  is  in  health  care  per- 
sonnel. This  shortage  can  become  even  more 
acute  as  health  insurance  expands,  leading  to  even 
more  unmet  needs  and  greater  cost  inflation, 
unless  corrective  action  is  taken  now.  It  takes 
a long  lead  time  to  get  more  doctors  and  dentists 

(p.  2). 


In  this  paper  an  attempt  has  been  made  to 
show  where  we  are,  and  are  headed,  nationally 
and  locally,  in  physician  production.  To  achieve 
the  goals  of  greatly  increased  physician  education 
— worthy  goals  both  from  the  standpoint  of  pro- 
ducing more  physicians  and  providing  more  oppor- 
tunities to  pursue  a medical  career — the  combined 
resources  of  the  federal,  state  and  private  sector 
must  be  marshalled. 

In  Florida’s  Statewide  Medical  Education  Pro- 
gram we  have  plans  to  focus  much  combined  effort 
to  realize  significant  gains  over  the  decade  of  the 
70’s.  Florida  may  well  emerge  as  a model  for  the 
nation  in  how  to  achieve  success  by  really  trying! 
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New  Challenges  for  the 


Medical 


Graduate 


Alfred  Angrist,  M.D. 


Being  asked  by  the  senior  class  to  speak  on 
this  occasion,  so  important  to  you  and  to  your 
families,  is  indeed  flattering;  I am  not  unmindful 
of  the  honor.  A pathologist  can  say,  “It  warms  the 
cockles  of  my  heart,”  both  the  right  and  left 
auricular  appendages. 

Forgive  me  if  I speak  earnestly  to  you.  Time 
will  permit  the  presentation  of  only  three  items 
for  your  consideration;  these  will  be  presented  in 
the  broadest  and  most  general  terms.  Therefore 
they  may  sound  like  cliches;  they  are  meant  to  be 
more. 

Personal  Relationship 

First  I urge  that  }’ou  hold  fast  to  the  profes- 
sional status  you  have  achieved  this  day.  This  can 
best  be  achieved  by  diligent  care  of  and  concern 
for  the  patient  as  well  as  his  disease.  Science  and 
humanity  are  the  pillars  on  which  any  edifice  of 
good  medical  care  must  rest.  Apply  your  abundant 
knowledge  effectively  and  cure  many,  but  comfort 
all.  To  calm  and  help  the  anxious  patient,  to  see 
the  face  of  a student  or  a colleague  light  up  with 
understanding,  these  are  the  supreme  joys  of  a 
physician. 

It  is  not  in  union  negotiations  that  your  inde- 
pendence and  security  lie,  but  rather  in  fostering 
that  precious  personal  relationship  with  your  pa- 
tients; this  will  assure  your  position  and  your  des- 
tiny for  all  time,  no  matter  what  happens  to 
medicine.  Right  now  the  young  physician  need  not 
fear  exploitation;  the  critical  shortage  of  physi- 
cians precludes  that.  But  medical  practice  is 
changing  and  changing  rapidly,  and  so  you  must 
consider  what  can  happen  to  physicians  in  the 
future  if  the  increasing  intervention  by  hospitals, 
by  third  parties,  and  by  government  continues 
and  we  are  confronted  with  lay  demands  and 
pr€ssures  plus  community  control  and  ever-ex- 
panding bureaucracy.  I know  what  did  happen  to 
physicians  during  the  depression,  and  it  was  sad. 

Presented  at  Albert  Einstein  College  of  Medicine  Commence- 
ment, May  29,  1969.  Dr.  Angrist  is  Professor,  Department  of 
Pathology,  .-\lbert  Einstein  College  of  Medicine,  New  York. 


In  the  past,  nearly  all  medical  graduates  were 
concerned  only  with  their  own  careers;  it  is  to 
your  credit  that  you  have  such  genuine  concern 
with  the  community;  all  that  makes  this  younger 
generation  better,  surely  less  self-centered. 

Group  Effort 

My  second  admonition  is  to  practice  medicine 
as  a member  of  a group,  and  thereby  promote  bet- 
ter use  of  your  talents,  your  continuing  education, 
and  a better  life.  Group  practice  is  the  team  ap- 
proach and  can  integrate  all  efforts  by  general 
practitioners  and  specialists  and  allied  health 
fields.  Group  practice  lends  itself  to  promotion  of 
health  as  well  as  care  of  illness.  Support  for  joint 
group  practice  will  be  forthcoming. 

Also,  fit  your  group  effort  into  the  coming  reor- 
ganization of  medical  care  and  with  its  regional- 
ization. Medical  schools  will  be  at  the  hub,  with 
satellite  hospitals  and  health  centers.  Thus  facili- 
ties and  personnel,  professional  and  other,  will  all 
be  organized  to  meet  the  specific  needs  of  the  pa- 
tient in  health  and  disease,  whether  he  be  ambu- 
latory or  ill  in  bed.  No  longer  will  physicians  do 
their  clinical  work  or  research  on  their  own  in  a 
social  vacuum.  Have  the  courage  to  initiate  new 
experiments  to  improve  the  distribution  of  medi- 
cal care;  believe  me  you  will  need  courage,  for 
you  will  meet  with  opposition. 

Participation 

My  final  relevant  item  is  an  appeal  for  your 
active  participation  in  your  professional  societies 
— yes,  in  these  halls  this  last  is  stated  with  bated 
breath — join  organized  medicine.  Become  part  of 
it  and  change  its  direction  as  you  see  fit.  Does 
anyone  doubt  that  there  is  great  need  for  such  a 
change,  with  two  million  people  obtaining  inade- 
quate care,  or  some  none  at  all,  and  with  our 
present  high  maternal  and  infant  mortality  rates? 
The  present  aloof  attitude  of  the  academic  com- 
munity toward  organized  medicine,  and  of  young 
physicians  in  particular,  surrenders  all  control  of 
medical  policy  by  default  to  older,  and  often  reac- 
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tionary,  physicians.  Just  to  find  fault  and  harp 
on  it  is  neither  helpful  nor  constructive.  You 
young  men  and  women  can  take  control  and 
change  things.  That  will  take  effort  and  will  try 
your  mettle.  If  it  is  a fight  you  want,  it  awaits 
you,  and  personal  experience  tells  me  that  all  your 
tenacity  and  idealism  will  be  tested. 

Conclusion 

I will  close  with  a modified  quote  from  Karl 
Jcispers,  the  Swiss  philosopher:  “Modern  man 
pushes  buttons,  turns  dials,  shifts  levers,  and  he 
has  light,  heat,  telephone,  and  other  comforts.  He 
steps  into  the  train,  the  automobile,  the  airplane. 
He  does  not  need  to  know  what  is  really  going  on 
in  any  of  them.  Science  and  technology  take  care 
of  all  that,  of  everything,  even  pills  for  our  happi- 


ness. Everybody  is  a specialist  in  his  own  little 
realm  and  expects  in  turn  to  get  what  he  requires 
from  other  specialists.  All  live  as  if  the  whole 
were  being  fully  planned  and  properly  directed. 
But  that  is  the  trouble,  there  is  no  central  agency 
or  specialist  to  direct  things.”  You  are  fortunate, 
because  as  a physician,  that  central  role  can  and 
should  be  yours;  this  is  a proper  role  for  the  true 
physician. 

These  are  a few  of  the  challenges  that  confront 
you  this  day.  My  wish  for  you  all  is  that  you  find 
real  happiness,  as  you  will,  in  meeting  them. 

^ Dr.  Angrist,  1300  Morris  Park  Avenue,  The 
Bronx,  New  York  10461. 


Reprinted  by  permission  from  the  May  15,  1971  issue  of 
New  York  State  Journal  of  Medicine,  copyright  by  the  Medical 
Society  of  the  State  of  New  York. 


Continuing  Medical  Education 
What  Do  You  Think? 


The  American  Medical  Association’s  Board  of 
Trustees  has  suggested  that  participation  in  con- 
tinuing education  should  become  one  of  the  requi- 
sites for  continuing  membership  in  state  medical 
associations.  Historically,  it  has  been  voluntary 
and  some  believe  should  remain  so. 

George  James  Hill,  II,  M.D.,  Denver,  the  first 
recipient  of  the  Physician’s  Recognition  Award, 
believes  that  “continuing  medical  education  should 
be  encouraged  in  every  way  possible  and  the 
Award  is  a meaningful  way  to  encourage  the  vol- 
untary participation  of  physicians  in  diverse  learn- 
ing experiences.” 

Robert  Hope,  M.D.,  Medical  Director  of  St. 
Vincent’s  Hospital  in  Los  Angeles,  has  regularly 
participated  in  continuing  medical  education  since 
earning  his  medical  degree  in  1928.  As  for  com- 
pulsory education,  he  dismisses  the  proposal  with, 
“You  can  lead  a horse  to  water  but  you  can’t 
make  him  drink.” 

Robert  Evans,  M.D.,  is  so  enthusiastic  about 
the  Physician’s  Recognition  Award  that  he  inter- 
ested the  entire  York,  Pennsylvania,  hospital  staff 
in  applying  for  it.  (All  were  eligible  by  virtue  of 


courses  they’d  taken,  scientific  papers  published 
and  clinical  meetings  attended.) 

F.  Norman  Vickers,  M.D.,  Secretary  of  the 
Escambia  County  Medical  Society  from  Pensacola, 
Florida,  encouraged  the  entire  society  to  adopt  the 
x'\ward  program  as  a local  project.  “We  saw  this 
as  an  opportunity  to  show  that  Pensacola  has  a 
striving  for  medical  excellence.” 

Maynard  Shapiro,  M.D.,  Chicago,  immediate 
Past  President  of  the  American  Academy  of  Gen- 
eral Practice,  plans  to  qualify  for  the  Physician’s 
Recognition  Award  every  three  years.  “The 
knowledge  explosion  makes  it  mandatory  that  con- 
tinuing education  be  an  integral  part  of  every 
physician’s  schedule,”  he  explained. 

Ninety-five  medical  institutions  and  organiza- 
tions have  been  formally  accredited  for  continu- 
ing medical  education  by  the  .-\M.\  Council  of 
Medical  Education.  The  current  listing  of  courses 
includes  2,319  offered  in  41  states,  the  District 
of  Columbia  and  Puerto  Rico.  The  courses  are 
listed  annually  in  the  Journal  of  the  American 
Medical  Association.  The  listing  was  in  the  Au- 
gust 2,  1971  issue  of  J.VMA. 


.^n 
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Physician’s  Assistants 
The  Three  Types 

Jack  W.  Fleming,  M.D.,  Roger  Lamb,  P.A.,  and  John  Appleyard,  B.A. 


Increased  demands  for  medical  care  stimulated 
on-the-job  specialized  training  and  appropriate 
delegation  of  clinical  functions  to  specially  trained 
nurses  such  as  those  serving  in  the  coronary  care 
units  of  hospitals.  Other  programs  provided  aides 
and  technicians  who  assume  many  essential  tasks 
and  sophisticated  procedures.  Physicians  trained 
nurses,  technicians  and  other  personnel  to  perform 
multiple,  important  duties  which  assist  them  in 
their  practices.  Similar  methods  and  techniques 
enlarged  and  enhanced  the  functions  of  Emergency 
Medical  Technicians  who  assist  in  the  emergency 
rooms  of  Florida  hospitals  and  man  ambulances 
for  improved  cardiac  and  trauma  care. 

This  kind  of  training  and  education,  however, 
is  not  to  be  confused  with  most  current  physician’s 
assistant  training  programs  which  are  designed  to 
tap  new  resources  of  manpower. 

The  programs  have  assumed  several  forms 
since  1965  when  Dr.  Eugene  Stead  Jr.  and  his 
associates  pioneered  the  work  at  Duke  L’niversity 
School  of  Medicine.  Dr.  Stead,  chairman  of  the 
Department  of  Medicine,  inaugurated  the  special- 
ized two-year  program  and  later  Dr.  E.  Harvey 
Estes,  chairman  of  the  Department  of  Community 
Health  Services,  headed  it  and  Dr.  D.  Robert 
Howard  became  medical  director.  Other  teaching 
centers  have  become  involved  with  other  goals 
and  degrees  of  specialization  or  competence.  A 
recent  report  listed  programs  in  more  than  20 
universities  and  institutions.  These  developments 
have  caused  confusion  concerning  the  term,  “phy- 
sician’s assistant.” 

Recommendations  from  the  Medical  Board  of 
the  .American  .Academy  of  Sciences  and  the  Phy- 
sician’s .Assistants  Task  Force  of  the  .American 
.Association  of  Medical  Colleges  have  described 
three  types  of  assistants  according  to  their  role  in 
helping  the  physician  to  evaluate  and  treat  the 
patient  and  their  training  background.  They  are 

This  article  is  condensed  from  “The  Physician’s  .Assistant — • 
.A  New  Concept  in  ‘Time  Stretching,'  " the  slide-tape  presenta- 
tion prepared  by  Dr.  Fleming,  Mr.  Lamb  and  Mr.  .Appleyard. 

Dr.  Fleming  is  chairman  of  tbe  Florida  Medical  .Association’s 
Committee  on  Physician’s  .Assistants  and  Medical  .Assistants. 
Mr.  Lamb  is  .Administrative  Director  of  tbe  Physician’s  .Asso- 
ciate Program,  Department  of  Medicine,  University  of  .Alabama 
in  Birmingham,  and  Mr.  Appleyard  is  associated  with  the  .Apple- 
yard  .Agency  in  Pensacola. 


defined  primarily  for  their  ability  to  make  inde-  H 
pendent  judgmental  decisions.  H 

Type  .A  or  “physician’s  associate”  is  character-  H 
ized  by  an  ability  to  approach  a patient,  collect  H 
historical  and  physical  data,  pursue  positive  find-  H 
ings  to  an  appropriate  depth  and  then  organize  H 
and  report  the  data  in  a manner  that  enables  the  H 
physician  to  visualize  the  medical  problem  and  H 
determine  the  ne.xt  appropriate  diagnostic  and  H 
therapeutic  steps.  He  can  also  perform  diagnostic  H 
and  therapeutic  procedures  specified  by  the  physi-  H 
cian  and  coordinate  the  roles  of  other,  more  tech-  H 
nical  assistants.  E.xamples  are  the  Child  Health  H 
.Associate  being  trained  at  the  University  of  Colo-  H 
rado  and  the  physician’s  assistant  being  trained  at  H 
Duke  University.  H 

Type  B or  “specialized  physician’s  assistant”  I 
is  characterized  by  a more  limited  area  of  H 
knowledge  and  skill  but  by  a depth  of  training  I 
and  skill  e.xceeded  only  by  the  specialist  physician  B 
working  within  the  same  field.  He  is  most  useful  B 
in  a setting  in  which  the  patient  has  been  screened  ^ 
and  in  which  the  need  for  his  skills  has  been  t 
established  b\^  others.  He  is  less  capable  of  inde- 
pendent action  but  within  his  area  his  skill  may 
exceed  that  of  the  generalist  physician.  .An  exam- 
ple is  the  Grady  Hospital  Coronary  Care  .Assis- 
tant. 

Tj-pe  C or  “general  physician’s  assistant”  is 
similar  to  T}pe  .A  but  has  less  formal  training 
and,  thus,  less  breadth  and  depth  of  knowledge. 

He  is  capable  of  performing  an  assortment  of  skills 
with  precision  but  his  theoretical  base  is  less  broad 
and  deep.  In  a particular  office  this  assistant 
might  perform  with  an  effectiveness  equal  to  a 
t\pe  .A  assistant  but  he  would  be  less  able  to  shift  ’ ^ 
to  another  setting  and  less  able  to  integrate  and  ( ' 
synthesize  clinical  problems. 

.An  example  is  the  graduate  of  the  MEDEX 
program  at  the  University  of  Washington  School 
of  Medicine  at  Seattle  where  he  is  given  three 
months  training  at  the  L'niversity  hospital  and  one 
year  preceptorship  by  selected  preceptors  in  clini- 
cal practice.  I 

^ Dr.  Fleming,  Medical  Center  Clinic,  1750  North 
Palafox  Street,  Pensacola  32501. 


54 


VOLU.ME  58  NUMBER  9 


CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL'S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepai 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparatii 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for 
1 Bread  and  'h  Fat 

Tomato 

Tomato.  Bisque  of 
Tomato  Rice.  Old  Fashioned 


Exchange  Substitution  for 
Va  Bread  and  Va  Fat 
Asparagus,  Cream  of 


Exchange  Substitution  for 
1 Meat  and  IVa  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 

Exchange  Substitution  tor 
Vi  Meat  and  Va  Bread 
Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  an 
because  of  the  many  varieties  available,  offer  your  di 
betic  patients  the  opportunity  to  plan  and  enjoy  mo 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbel 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patien 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Plac 
Camden,  N.J.  08101. 
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rhere’s  a soup 


for  almost  every  patient  and  dief 
. .for  every  meal  ^ 

and,  it’s  made  by  ^ 


excerpt  from  the  Searle  series  “The  Ecology  of  Birth  Control 


Unwantec 

Child& 

C§A'?.fel 


Ten  thousand  battered  children- 
a growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to.have  become  a separate  clinical  entity:  the 
“battered  child”  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane  « 
Society.  More  than  half  of  the  662  children  involved  ] 
(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the  ; 
battered  youngsters  died;  most  of  these  deaths  werf| 
of  children  less  than  2 years  of  age.  Fathers  were  ■ 
more  often  guilty  of  child  abuse  than  mothers,  but  | 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to  ; 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  serie 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influenc 
of  poverty,  ethnic  factors  and  marital  status,  its  rolb 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 
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Searle  contributions 

to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen**  DemulenT 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains:  ethynodiol 

dIacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  inOvulen-28®  and  Demulen®  -28  is  a placebo,  containing  no  active  ingredients 

Demulen . . .for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
"Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland,  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  CFSH)  and  the  luteinizing 
hormone  (LH) 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States,  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication-Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  Cthrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis}.  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortalityconducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain’’’  leading  to  this  conclusion,  and  one*  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
\fesseyand  Doll’ wasabout  sevenfold,  while  Sartwell  and  associates*  in  the  United 
States  found  a relative  risk  of  4 4.  meaning  that  the  users  are  several  ti  mes  as  li  kely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration. 
TheAmericanstudy  wasnotdesignedtoevaluate  adifference  between  products. 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products.  This  risk  cannot  be  quanti- 
tated. and  further  studies  to  confirm  this  finding  are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. It  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
- periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fied inthe  milkof  mothers  receiving  thesedrugs,  Thelong-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen.  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
somedegree  of  fluid  retention,  conditions  which  might  beinfluenced  by  thisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree.  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  orai  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  Csuch  asabdom- 
inalcrampsand  bloating},  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion},  change  in  weight  (in- 
creaseor  decrease},  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic},  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease.  J Coll  Gen  Pract  /3: 267-279  (May}  1967  2. 

Inman,  W H W , and  Vessey,  M P : Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med,  J 2193-199(April  27}  1968  3.  Vessey.  M P,  and  Doll,  R : Inves- 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  ot  Atlas  Chemicol  Industries,  Inc.,  Wilmington,  Del.  19899 
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iBecause  you’re  rushed... 

Ibecause  your  costs  are  up... 
t because  skilled  help  is  hard  to  find... 


bring  you  the  UNITEST  SYSTEM 
for  blood  chemistry 


. 


!;^hysicians  can’t  operate  their  of- 
' ices  like  doctors  did  in  the  old  days. 
'That’s  when  the  patient  load  was 
newer  and  so  was  the  overhead,  in 
case  you  wanted  to  have  lab  tests 
icerformed  right  on  the  premises. 
!■, There  were  a lot  more  qualified  tech- 
1 licians  for  hire,  too.  Or  if  you  didn’t 
vant  the  bother  and  payroll  of  a big- 
ger staff,  you  sent  specimens  out  to 
. 1 local  lab  or  a nearby  hospital.  Then 
/ou  waited  for  results  to  return  and 
Jdded  the  charge  to  the  bill. 

I'^roblem  is,  that  way  isn’t  economi- 
'bally  feasible  any  longer.  More 
(jophisticated  lab  tests  have  been 
Meveloped  to  aid  your  diagnosis. 
'I'ewer  skilled  personnel  are  avail- 
uble.  The  complex  equipment  re- 
iquired  is  more  expensive.  And  the 
:ost  of  space  is  premium. 
iTomebody  had  to  solve  this  king- 
t sized  problem.  We  did. 


Bio-Dynamics,  Inc. 

9115  Hague  Road 
Indianapolis,  Indiana  46250 


The  Simplifiers 


We  perfected  the  compact  UNITEST 
SYSTEM.  You  can  get  both  its  basic 
components  — the  Unimeter  and  a 
centrifuge  — for  less  than  $600.  A 
small  investment,  indeed.  And  even 
more  economical  because  any  qual- 
ified person  in  your  office  can  run  it 
—performing  16  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  Hemo- 
globin, B.U.N.,  Uric  Acid  and  Cho- 
lesterol. 


And  you  get  accurate  results  faster, 
often  before  the  patient  leaves. 

Yet  for  all  this,  the  UNITEST  SYSTEM 
is  a lot  smaller  than  you’d  expect  for 
equipment  that  does  so  much.  And 
there  are  so  many  functions  it  does 
so  well,  you  really  owe  it  to  yourself 
to  get  more  information.  Just  fill  in 
and  mail  the  coupon.  We’ll  see  that 
you  get  all  the  time-and-moneysav- 
ing  details. 


I ^ 

I Mail  coupon  to  Dept.  F971  Bio-Dynamics,  Inc. 

9115  Hague  Road,  Indianapolis,  Indiana  46250  | 

I Gentlemen:  1 

I I am  interested  in  receiving  more  information  about  use  of  the  I 

I UNITEST  SYSTEM  in  my  office.  j 


Name 


Specialty 


Address 


City State Zip 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Editorial 


Dr.  Jekyll  or  Mr.  Hyde 


Adopting  an  AMA  definition  that  a Physi- 
cian’s Assistant  is  a skilled  person  qualified  by 
academic  and  practical  training  to  provide  patient 
services  under  supervision  and  direction  of  a li- 
censed physician  who  is  responsible  for  the  perfor- 
mances of  that  assistant,  the  FMA  Committee  on 
Physician’s  Assistants  and  Medical  Assistants,  in 
February  of  this  year,  mailed  to  you  a question- 
naire hoping  to  determine  the  need  for  such  indi- 
viduals in  the  state.  Elsewhere  in  the  Journal,  this 
subject  has  been  comprehensively  reviewed  by  the 
committee  chairman.  Dr.  Jack  Fleming. 

In  view  of  the  fact  that  many  duties  performed 
by  physicians  are  routine,  repetitive  and  can  be 
done  by  nonphysicians  after  proper  training;  while 
growing  is  the  number  of  medical  functions  al- 
ready being  performed  by  registered  nurses,  lab- 
oratory and  x-ray  technicians;  since  most  needed 
in  every  hamlet,  village  and  township  is  more 
medical  care;  and  seeing  that  it  will  be  some  time 
before  there  will  be  enough  physicians  to  even  take 
care  of  the  medical  needs  in  metropolitan  areas, 
it  would  appear  that  properly  trained  and  super- 
vised assistants  could  do  much  to  aid  the  over- 
worked physician  see  more  patients  and  maintain 
ever  higher  standards  of  medical  care.  What  with 
the  public’s  demand  for  more  and  better  care  and 
governments’  actions  to  meet  that  demand,  it 
would  further  appear  that  some  such  individual 
will  materialize  whether  we  like  it  or  not. 

Among  the  specialties.  Anesthesiology  has  long 
had  an  ally  in  nurse  anesthetists.  Internal  Medi- 
cine has  learned  to  rely  on  coronary  care  techni- 
cians and  Pediatrics  has  its  new  associates.  Ortho- 
pedic Surgery  is  training  its  brand  of  physician’s 


assistants  and  Family  Physicians  in  a number  of 
states  are  seeking  members  of  MEDEX  to  help 
meet  the  pressure  and  demands  of  today’s  health 
care.  One  unanswered  question  is  whether  any 
one  specialty,  after  employing  physicians’  assis- 
tants, such  as  Ob-Gyn  utilizing  nurse  midwives, 
has  rearranged  its  practice  to  provide  care  for 
those  not  getting  it  now. 

On  the  other  hand,  putting  the  physician’s 
assistant  in  a rural  area  unsupervised,  places  the 
least  trained  individual  in  an  area  requiring  the 
highest  degree  of  clinical  acumen  and  diagnostic 
ability  for  diseases  to  be  recognized  early.  Could 
the  medical  assistant  without  integrity  become  a 
pseudo-physician  continually  fighting  for  more  rec- 
ognition, lower  the  standards  of  medical  practice 
and  prove  an  overpowering  competitor  to  those 
who  created  him?  The  present  gloomy  malprac- 
tice situation  will  not  improve  due  to  the  presence 
of  a physician’s  assistant  in  one’s  office  for  the 
more  a physician  uses  a para-medical  assistant,  the 
greater  his  legal  risk  of  liability.  The  more  haz- 
ardous the  procedures  he  delegates,  so  will  he  in- 
crease his  risk  of  liability.  Recently  in  California, 
one  physician  using  an  assistant  was  found  guilty 
in  court  and  convicted  for  abetting  an  unlicensed 
person  to  practice  medicine. 

An  alternate  suggestion  is  to  train  a competent 
secretary,  who  follows  one  everywhere  one  goes, 
taking  dictation,  signing  insurance  forms,  progress 
notes,  delinquent  charts  and  even  checks.  One 
lucky  practitioner  has  long  had  such  an  assistant 
who  now  can  legally  sign  his  name,  sometimes 
prefaced  by  the  letters  MRS. 

C.M.C. 
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A Reason  for  Surveillance 

Wilson  T.  Sowder,  M.D. 


The  outbreak  of  \’enezuelan  equine  encephalo- 
myelitis in  Texas  and  measures  instituted  to  pre- 
vent the  spread  to  Florida  is  cause  for  an  alert 
among  physicians  to  the  possibility  of  the  presence 
of  mosquito  borne  viruses  capable  of  infecting  the 
central  nervous  system.  Almost  ten  years  have 
passed  since  the  epidemic  of  St.  Louis  encephalitis 
in  the  Pinellas-Hillsborough  area;  however,  the 
memory  of  it  continues  fresh  and  frightening. 

If  any  of  the  arboviruses  are  ever  reintroduced 
into  Florida  to  an  extent  sufficient  to  cause  illness 
among  humans,  their  presence  can  be  detected 
early  provided  there  is  adequate  cooperation 
among  all  members  of  the  health  team.  Provided 
also  there  is  an  awareness  of  their  possible  exis- 
tence. Without  effective  control  the  first  wave  of 
the  viral  illness  may  be  well  undervvay  before  it 
is  detected  if  the  virus  build-up  is  great  among 
the  vector  and  its  host.  There  is  no  sound 
epidemiological  reason  for  the  second  wave  since 
we  have  the  capabilities  to  destroy  the  vector 
mosquitoes. 

Surveillance  activities  have  been  intensified 
for  any  evidence  of  arboviruses  in  the  state.  We 
request  the  assistance  of  all  physicians  so  that  the 
monitoring  system  will  be  so  sensitive  that  the 
initial  human  case  would  be  detected  whenever 
and  wherever  it  may  occur.  We  hope  that  every 
patient  presenting  with  sj^mptoms  of  a central 
nerv'ous  system  disorder  will  have  the  necessary 
laboratory  studies  to  rule  out  arboviral  causes. 


The  Division  of  Fiealth’s  laboratories  in  Jackson-  i 
ville  and  in  Tampa  at  the  Epidemiology  Research  ! 
Center  are  prepared  to  perform  promptly  and 
report  the  results  of  diagnostic  tests  for  these  (i 
presumptive  infections.  i 

Often  hemagglutination-inhibition  procedures 
have  substantial  diagnostic  value  even  within  the 
first  week  of  the  illness.  The  laboratories  will 
test  these  acute  stage  blood  specimens  for  Vene- 
zuelan, St.  Louis  and  Eastern  encephalitis  viruses 
upon  receipt.  Specimens  from  convalescing  pa- 
tients will  be  subjected  to  the  same  tests.  If  indi- 
cated both  will  be  checked  for  evidence  of  other 
central  nervous  system  viruses.  \’iral  isolation 
studies  will  be  performed  on  suitable  necropsy 
specimens  submitted  from  a suspect  case  of 
encephalitis. 

In  the  field  of  public  health,  rightly  the  em- 
phasis is  upon  prevention.  It  is  our  stock  in  trade. 
i\Iany  of  us,  as  well  as  our  clinician  colleagues, 
have  experienced  epidemics  of  one  kind  or  other 
in  this  country  and  in  other  countries.  We  ap- 
preciate the  advantages  provided  us  by  drugs,  but 
the  physician  always  is  moved  by  the  suffering 
of  his  patients.  It  is  more  intense  when  those 
affected  live  about  him.  This  is  the  personal,  more 
intimate,  reason  for  the  stress  upon  prevention. 
This  is  the  reason,  too,  that  we  use  all  means  in 
attempts  to  reach  all  physicians,  hopefully  influ- 
encing the  significant  few. 

► Dr.  Sowder,  P.O.  Box  210,  Jacksonville  32201. 


The  mind’s  eye  can  nowhere  find  anything  more  dazzling  nor  more  dark  than  in  man;  it  can  fix 
itself  upon  nothing  which  is  more  awful,  more  complex,  more  mysterious,  or  more  infinite.  There  is 
one  spectacle  grander  than  the  sea — that  is  the  sky;  there  is  one  spectacle  grander  than  the  sky — 
that  is  the  interior  of  the  soul. 

— Victor  Hugo  ( 1802-1885 ) 


58 


VOLUME  58/NUMBER  9 


Transfer  a patient  to  a Medi- 
;ijr.  This  frees  a hospital  bed 
iia  seriously  ill  patient  who 
;ls  acute  care  services.  All 
Ilicenters  are  conveniently 
t hospitals.  Thus  transfers 
p quick,  easy  and  usually  at 
cost  to  the  patient. 

Medicenter  patients  are  on 
1 road  to  recovery.  And,  at 


Medicenter,  these  patients  con- 
tinue to  receive  professional  care 
at  a sub-acute  level  at  significantly 
less  cost  than  is  possible  in  an 
acute  hospital. 

Medicenter  offers  a number 
of  benefits  to  both  patients  and 
physicians.  The  greatest  advan- 
tage to  physicians  is  that  Medi- 
center frees  beds  in  hospitals  for 


more  of  his  seriously  ill  patients. 
In  addition  to  considerably  lower 
costs,  the  patients  enjoy  a pleas- 
ant, restful  atmosphere  which  is 
conducive  to  rapid  recovery. 

If  you  would  like  to  know 
more  about  Medicenter  and  how 
it  can  help  serve  you  and  your 
hospital,  we  invite  your  inquiry. 


How  to  give  a bed 
to  your  favorite 
hospital. 


Medicenter  of  America 
2121  East  Commercial  Boulevard 
Fort  Lauderdale,  Florida  33308 


Riverside  Avenue  & Barrs  Street 
Jacksonville,  Florida  32204 


715  East  Dixie  Avenue 
Leesburg,  Florida  32748 


4411  North  Habana 
Tampa,  Florida  33614 


Predktqble. 
EconomkaL 
WaR-tolercited 


,{  BUTISOL  g 
SODIUM* 

J 'Sodium  butabaw"*'-' 


^1^ 

If  that's  old-fashioned 
why  not  make  the  most  of  it? 


Butiisol 

(SODIUM  BUTABARBITAL) 


SODIUM' 


Available  as:  Tablets.  15  mg  , 30  mg..  50  mg.,  100  mg.;  Elixir.  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS* (Copsules  BUTISOL  SODIUM  (sodium  butaborbifal))  15  mg.,  30  mg.,  50  mg..  100  mg. 
Warning:  Moy  be  habit  forming. 


I McNEll ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Graduate  Medical  Education*’*— Carnegie  Commission  Report 
Academic  Medical  Centers  and  Community  Hospitals 


Emanuel  Suter,  M.D. 


During  the  past  half  century  a clear  trend  of 
independent  program  stages  has  developed  ulti- 
mately producing  the  practicing  physician,  gener- 
alist, and  specialist.  Three  distinct  phases  of 
medical  education  have  emerged:  premedical 

(usually  within  an  undergraduate  major),  medical 
(leading  to  the  M.D.  degree),  and  postgraduate 
(aiming  at  specialty  board  certification).  In  the 
planning  of  each  phase  little  attention  has  been 
given  to  the  objectives  and  content  of  either  the 
preceding  or  the  subsequent  phases. 

The  scene  is  drastically  changed  today.  Medi- 
cal school  faculties  are  making  efforts  to  view 
medical  education  as  a continuum  whereby  the 
program  leading  to  the  M.D.  degree  is  seen  as  the 
unifying  and  core  portion  of  an  educational 
experience  which  begins  in  undergraduate  school 
and  ends  with  a residency.  Also  pressures  from 
the  outside,  be  they  community  and  organized 
medicine  demanding  more  physicians  or  state  and 
federal  governments  looking  for  greater  economy 
in  financing  medical  education,  impose  a more 
rational  look  at  the  total  educational  programs 
both  in  terms  of  student  numbers  as  well  as  length 
of  exposure  to  the  various  phases. 

Economy  of  effort  at  the  level  of  graduate 
medical  education  can  be  accomplished  in  different 
ways:  Regionalization  combined  with  centralized 
planning  and  supervision  represent  closely  related 
possibilities.  The  objectives  of  such  regionaliza- 
tion may  be  stated  as  follows:  (1)  Provide  house- 
staff  programs  (internship  and  residency)  which 
dovetail  with  the  student’s  personalized  M.D. 
degree  program.  (2)  Utilize  community  and  medi- 
cal school  centered  resources  jointly  and  inter- 
changeably. (3)  Provide  exposure  to  both  full 
time  and  voluntary  faculty,  and  (4)  Aim  for  the 
highest  educational  standards  throughout  the  pro- 
gram. 


Dr.  Suter  is  Dean,  University  of  Florida  College  of  Medi- 
cine, Gainesville. 

•The  term  “graduate  medical  education”  refers  to  all  post- 
M.D.  intern  and  residency  programs  leading  to  specialty  board 
qualification. 

J.  FLORIDA  M.A. /SEPTEMBER,  1971 


Recent  events  at  the  national,  state,  commu- 
nity and  medical  school  levels  favor  such  a devel- 
opment. One  such  event  is  the  widely  publicized 
and  generally  accepted  report  on  higher  education 
by  the  Carnegie  Commission+  which  advocates 
the  establishment  of  regional  academic  medical 
centers  and  area  health  education  centers.  An- 
other impetus  is  provided  by  the  regional  medical 
program  aimed  at  regionalizing  educational  and 
organizational  efforts  in  the  hope  of  closing  a com- 
munication gap  between  educational  institutions 
and  community  resources  for  medical  care.  A 
third  important  event  is  the  enactment  by  the 
Florida  Legislature  of  SB  280  which  provides 
funds  to  assist  in  the  planning  for  community 
hospital  based  graduate  educational  programs. 
Finally,  the  medical  schools  in  the  state  of  Florida 
clearly  are  developing  increased  interest  and  com- 
petency in  providing  leadership  for  regional 
programs. 

The  role  of  the  three  academic  medical  centers 
in  developing  regional  programs  of  graduate  edu- 
cation could  be  defined  briefly  as  follows:  (1) 

Provide  a focal  point  for  planning  educational 
programs  within  a given  region  of  the  state  by 
working  closely  wdth  community  based  groups  in 
defining  potential  resources  of  the  community  for 
participation  in  graduate  educational  programs. 

(2)  Assist  in  the  organization  of  regional  medical 
faculties  consisting  of  full-time  and  voluntary 
part-time  physicians  and/or  medical  scientists. 

(3)  Provide  expertise  in  scientific  and  medical  ad- 
vances and  in  educational  methodology.  (4)  Pro- 
vide opportunity  within  the  academic  center  to 
community  based  faculty  for  refresher  courses  in 
the  educational  process.  (5)  Assist  in  the  estab- 
lishment of  high  quality  curricula  in  community 
hospitals  and  provide  continuing  input  into  such 
programs,  and  (6)  As  needed  develop  a system  of 


-|-Carnegie  Commission  on  Higher  Education.  Higher  Edu- 
cation and  the  Nation's  Health,  New  York,  McGraw-Hill  Book 
Company,  Oct.  1970. 
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rotating  housestaff  within  the  region  for  optimal 
educational  experience. 

For  the  development  of  such  a system  of 
graduate  medical  education  community  hospitals, 
community-based  hospital  staff  physicians,  and 
academic  medical  center  faculties  must  collaborate 
closely.  The  faculty  of  the  College  of  Medicine 
at  the  University  of  Florida  has  been  engaged  in 
such  cooperative  programs  and  stands  ready  to 
assist  in  the  further  development  of  such  a region- 
al concept. 

^ Dr.  Suter,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 


Problems  on  Earth 

We  stand  in  awe  of  the  amazing  accomplish- 
ments of  the  Space  Age.  Again  our  Astronauts 
have  landed  on  the  moon;  performed  scientific 
experiments,  and  have  returned  with  samples 
for  further  investigation.  And  the  price — millions 
of  precious  dollars!  But  here  on  earth  unsolv- 
ed problems  continue  to  multiply,  awaiting 
that  magical  moment  when  our  society  will  come 
to  terms  with  critical  issues  which  affect  seriously 
our  survival.  Whether  it  be  environmental  pollu- 
tion, inadequate  housing,  poverty  and  lack  of 
educational  opportunity,  poor  health  care  for  the 
disadvantaged,  drug  control,  medical  research  and 
on  infinitum,  the  answer  given  for  our  failure  to 
find  solutions  is  lack  of  money.  We  have  already 
taxed  ourselves  to  the  economic  breaking  point. 
There  is  very  little  more  that  can  be  squeezed 
out  of  our  economy,  so  sorely  inflated  and  yet 
producing  progressively  serious  unemployment. 
But  these  problems  exist,  increase  in  severity, 
and  cry  out  for  action.  We  submit  that  it  is  time 
to  look  clt  our  national  priorities.  As  physicians 
concerned  with  our  national  physical  and  emo- 
tional health  we  urge  that  further  celestial  ex- 
ploration temporarily  be  discontinued  and  that 
fhe  huge  sums  of  money  allocated  for  this  activity 
be  expended  to  help  resolve  the  problems  on 
earth. 


Reprinted  from  the  Westchester  Medical  Bulletin,  .\pril  1971. 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


Guides  to  the  Evaluation  of  Permanent  Impair- 
ment by  the  Committee  on  Rating  of  Mental  and  Phys- 
ical Impairment  of  the  .\merican  Medical  .Association.  Pp. 
164.  Price  $5.  Copyright,  Chicago,  .American  Medical 
.Association,  1971. 


Brands,  Generics,  Prices  and  Quality  by  PM.A.  Pp. 
118.  Price  $1.00.  Washington,  D.  C.,  Pharmaceutical 
Manufacturers  .Association,  1971. 


Fifth  Conference  on  War  Surgery,  Tokyo,  Japan, 
March  29-.April  2,  1971.  Pp.  73.  Copies  available  from 
CINCP.AC,  .Attn:  Surgeon,  FPO  San  Francisco,  California 
96610. 


Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Teclmiques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


Symposium  on  the  Functional  Physiopathology  of 
lh3  Fetus  and  Neonate,  Clinical  Correlations. 

Edited  by  Harold  .Ab  amson,  M.D.  Pp.  182.  61  illustra- 
tions. Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1971. 


The  Mental  Health  of  the  Child.  Edited  by  Julius 
Segal,  Ph.D.  Pp.  588.  Price  $5.00.  Washington,  D.  C., 
U.S.  Government  Printing  Office,  1971. 


Handbook  of  Clinical  Dermatoglyphs  by  Musallam 
S.  Elbualy  and  Joan  D.  Schindeler.  Pp.  64.  Price  $6.95. 
Coral  Gables,  University  of  Miami  Press,  1971. 

Synopsis  of  Pediatrics  by  James  G.  Hughes,  M.D. 
Pp.  1141.  Illustrated.  Price  $14.50.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 

Speech  Pathology  by  William  H.  Perkins,  Ph  D.  Il- 
lustrated. Pp.  449.  Price  $11.75.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 
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Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


101488 


lien  moveupto 

I symptoms  “the  Robinul 


lemand 
a potent 
ynthetic 
nticholinergic 


if 


response 


In  treating  hypersecretion  and  hypermotiiity 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  antichoiinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  proionged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotiiity. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  iower  G-i  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinui®-PH  Forte  (2  mg. 
giycopyrroiate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FOrtO  (glycopyrrolate) 


• INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ndicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
icute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
ivailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
fnended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 

1 2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
Pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  'bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
iyndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
nay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
iion,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
3laucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
f to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
Slugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
(tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
lablels  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


Theicigrair 

High  Potency  Vitamin  Formula 

Theragiair-M 

High  Potency  Vitamin  Formula  with  Minerals 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing/'  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 


choose  the  topieals 
that  your  patient- 


i broad  antibacterial  activity  against 
susceptible  skin  invaders 
'i  lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporin-G  creMn 

(polymyxin  B-neomycin-gramicidin)  I 

Each  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  ^ 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  3 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%| 
methylparaben  as  preservative.  J 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  ir^ 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  | 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  tOM 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind<^l 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  iM 
perforated.  These  products  are  contraindicated  in  those  individuals  who  | 
have  shown  hypersensitivity  to  any  of  the  components.  y j 

Complete  literature  available  on  request  from  Professional  Services  •'  4 
Dept.  PML  , 1 
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THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem 
and  disturbed  sleep 
is  often  its  nocturnal 
■ expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression 


mm  THE  DIAGNOSIS 
S DEPRESSION 


ELAVIL”^' 

AMITRIPTYLINE  HCI  | MSD] 

ABLETS:  10  mg,  25  mg,  and  50  mg 
'IJECTION;  10  mg/cc 


/I 

I ' 


/hen  depression  is  serious  enough  to  warrant  medication, 
LAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
hergizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
^bodies  a mild  antianxiety  action  which  manifests  itself 
tfen  before  the  fundamental  antidepressant  activity  of  the 
rug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
jatients,  usually  within  the  first  few  days  of  therapy. 


I 


OTE:  Not  recommended  during  the  acute  recovery  phase 
(llowing  myocardial  infarction.  Patients  with  cardiovascular 
isorders  should  be  watched  closely;  arrhythmias,  sinus 
ichycardia,  and  prolongation  of  the  conduction  time  have 
een  reported,  particularly  with  high  doses;  myocardial 
iifarction  and  stroke  have  been  reported  with  drugs  of  this 
lass.  Close  supervision  is  required  for  hyperthyroid  patients 
r those  receiving  thyroid  medication.  Concurrent 
llectroshock  therapy  may  increase  the  hazards  of  therapy; 
uch  treatment  should  be  limited  to  patients  for  whom  it  is 
ksential.  Discontinue  the  drug  several  days  before  elective 
kgery  if  possible.  Should  not  be  given  to  patients  who 
ave  received  an  MAOl  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  /Vote:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms; 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme.  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 
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Versapen* 

[hetacillin) 

Once  in  the  patienfs  body,  it  rapidly  hydrolyzes  into  ampicillin. 


66 


VOLUME  58/NUMBER  9 


Ixtensive  clinical  experience  has 
:hown  that  thisampicillin 
derivative  offers  unique  advantages 
werthe  ampicillin  you  may  be 
presently  prescribing: 


A uniform  adult  and  a uniform  pediatric 
osage  In  gji  mlld-to-moderate  Infections 
ue  to  susceptible  organisms-respiratory, 
enitourinary,  G.I.,  skin  and  soft  tissue. 

adults:  225  mg.  q.i.d. 

Children:  10  mg./lb./day  in  4 equally  divided 


jhe  recommended  dosage  for  Versopen 
jnetocillin)  does  not  depend  on  site  of  infec- 
on,  but  on  severity.  Therefore,  in  mild-to-mod- 
jrote  infections  due  to  susceptible  organisms, 
ou  con  prescribe  Versopen  (hetocillin)forthe 
genitourinary  tract  at  the  same  dose  recom- 
nended  for  the  respiratory  tract.  Or  any  other 
mfection  site. 


loses. 


ourinary  Infections  due  to  susceptible 
Drganisms. 


mild-to-moderate  geni- 


1 


13/A  low  dosage  for  mlld-to-moderate  pedi- 
atric infections  due  to  susceptible  organisms. 


Side  Effects.  As  with  any 
penicillin  serious  allergic 
reactions,  including  ana- 
phylaxis, can  occur.  The  lype 
of  side  effects  most  frequently 
encountered  are  the  same 
as  with  ampioillin,  namely: 
diarrhea,  loose  stools,  rash 
and  nausea. 

Please  see  next  page 
for  brief  summary 
of  prescribing  information. 


|4/  Parenteral  forms  remain  stable  up  to  six 
ihours  after  reconstitution  with  sterile  water 
L longer  than  any  ampicillin. 


5/ Lower  patient  cost.  Inherent  with  lower  dos- 
ages for  many  indications  is  the  benefit  of 
lower  cost  to  the  patient.  And,  in  these  many 
instances,  Versopen  is  significantly  more  eco- 
nomical to  the  patient  than  ampiciiiin  brands. 
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Versapen'  (hetacillin) 

Versapen’-K  (potassium  hetacillin) 

■ Versatile  dosage  forms... for  all  patients... of  all  ages.  ■ A uniform  a. 
and  a uniform  pediatric  dosage  for  all  susceptible  mild-to-modeil 
infections. ..respiratory,  genitourinary  G.I.,  skin  and  soft  tissue.  Recn' 
mended  dosage  varies  with  severity,  not  site,  of  infection.  ■ Parentt 
forms  remain  stable  up  to  six  hours  after  reconstitution  with  sterile  W(( 
...longer  than  any  ampicillin.  ■ Economical  therapy. 


BRIEF  SUMAAARY  OF  PRESCRIBING  INFORMATION 
(A) 12/28/70 

For  complete  information,  consult  Official  Package  Circular. 
Actions:  Hetacillin  provides  bactericidal  levels  of  ampicillin  but 
has  no  antibacterial  activity  itself.  It  hydrolyzes  to  ampicillin  and 
hasa  half-lifeof  20  minutes  at  pH  7.1 . 

Indications:  Hetacillin  is  indicated  in  the  treatment  of  susceptible 
strains  of  the  following  organisms  in  the  diseases  listed.  Bacteriol- 
ogy studies  to  determine  the  causative  organisms  and  their  sensi- 
tivity should  be  performed.  Therapy  may  be  instituted  prior  to 
obtaining  results  of  sensitivity  testing. 

Group  A beta-hemolytic  Streptococcus:  Tonsillitis,  pharyngitis, 
otitis  media,  skin  and  soft  tissue  infections. 

Diplococcus  pneumoniae:  Broncho-  and  lobar  pneumonia,  otitis 
media. 

Nonpenicillinase-producing  Staphylococcus  aureus:  skin  and 
soft  tissue  infections,  otitis  media. 

H.  influenzae:  Bronchitis  and  bronchopneumonia. 

Escherichia  coli:  Cystitis,  pyelonephritis,  prostatitis/urethritis, 
skin  and  soft  tissue  infections. 

Proteus  mirabilis:  Cystitis,  pyelonephritis,  skin  and  soft  tissue 
infections. 

Enterococcus  {Streptococcus  faecalis):  Cystitis,  pyelonephritis, 
prostatitis/urethritis. 

Shigella  species:  Shigellosis. 

Salmonella  species:  Salmonellosis  (parenteral  only). 

Indicated  surgical  procedures  should  be  performed. 

Use  porenteral  drug  only  in  severe  infections  or  in  patients  un- 
able to  take  oral  medications. 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  lidocaine. 


Warning:  Anaphylaxis  may  occur,  particularly  after  par(p 
administration  and  especially  in  patients  with  an  allergic  dioH  - 
Check  for  a history  of  allergy  to  penicillins,  cephalosporinso§ 
allergens.  If  an  allergic  or  anaphylactic  reaction  occurs,  ' 
tinue  hetacillin  and  institute  appropriate  treatment. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  is  not  f 
lished. 

Precautions:  Mycotic  or  bacterial  superinfections  may  occi# 
sess  renal,  hepatic  and  hematopoietic  function  periodicolll 
ing  long-term  therapy.  Because  intravenous  administrate 
potassium  hetacillin  indoses  inexcess  of  5 mg.  Kg.  has  beeri 
to  enhance  the  vasopressor  effect  of  epinephrine  in  dogs,  pf 
tions  should  be  taken  with  patients  receiving  epinephrin  j 
currently. 

Adverse  Reactions:  Untoward  reactions  include:  Glossitis.  !k 
titis,  black  "hairy"  tongue,  nausea,  vomiting  and  diarrhe<ii 


rashes,  urticaria,  exfoliative  dermatitis,  erythema  multiforrt)| 

,rSf 


anaphylaxis  (usually  with  parenteral  administration).  Ar|i 
thrombocytopenia,  thrombocytopenic  purpura.  eosinophili|l| , 
kopenia,  and  agranulocytosis  have  been  noted,  are  usually  r j 
ibie  and  are  believed  to  be  hypersensitivity  phenomena.  \ ^ 
Elevations  in  one  or  more  liver  function  tests  hove  been  re|]J 
without  any  evidence  of  hepatic  toxicity.  i ' 

Local  reactions:  Thrombophlebitis  at  the  site  of  intravencsl 
jection  has  been  reported.  | 

Usual  Dosage:  Patients  weighing  90  lbs.  or  more:  225  mg  l.ii 
Patients  weighing  less  than  90  lbs.:  2.5  mg./lb.  q.i.d. 


Group  A beta-hemolytic  streptococcal  infections  shou'j^ 


treated  for  at  least  1 0 days.  Administer  oral  preparations  in 
ing  state  to  insure  maximum  absorption. 


_u 


Recommended  dosages  (expressed  in  terms  of  ampicillin  activity)  in  susceptible  mild-to-moderate  infections*, 


Chewable  Tablets 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child:  one  tablet  q.i.d. 

Versapen® 

(hetacillin) 

Oral  Suspension 
( 1 1 2.5  mg./5  ml.) 

Usual  pediatric  dosage:  10  mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child:  1 tsp.  q.i.d. 

Available  in  40  ml.,  80  ml.,  and  new  100  ml.  bottles. 

1 1 2.5  mg. 

Pediatric  Drops 
( 1 1 2.5  mg./ml.) 

Usual  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses.  ' 

For  a 1 0 lb.  child:  '4  dropper  q.i.d. 

Available  in  1 0 ml.  bottles.  , 

Versa  pei>®-K 

(potassium 

hetacillin) 

225  mg. 

Capsules 

Usual  adult  dosage,  one  225  mg.  capsule  q.i.d. 

I.V 

I.M.  with  Lidocaine  HCI 

(20  mg  /viol) 

For  patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 

For  patients  weighing  less  than  90  lbs.: 

1 0 mg./lb./day  in  4 equally  divided  doses. 

'For  severe  infections— Adults:  450  mg.  q.i.d.  Children  up  to  90  lbs.:  20  mg./lb./day  in  4 equally  divided  doses. 

Very  serious  infections  may  require  very  high  doses  and  prolonged  therapy.  Note:  Versapen*  has  been  issued  Patent  No.  31 
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The  Certified  Medical  Assistant  (CMA) 


As  the  old  boundaries  that  narrowly  restricted 
medical  specialties  recede  to  accommodate  the 
team  approach,  the  term  profession  is  gradually 
acquiring  new  connotations. 

Vitality  of  this  change  has  profoundly  influ- 
enced recent  advancement  in  paramedical  tech- 
nologies. Among  the  most  graphic  are  the  new 
criteria  for  the  training  and  development  of  Medi- 
cal Assistants.  Once  a hit-and-miss  affair,  educa- 
tion of  medical  office  employees  has  progressed 
from  the  concept  of  gradually  accumulated  pro- 
ficiencies acquired  on  the  job  to  a highly  struc- 
tured professional  curriculum.  This  training  is 
sequentially  planned  to  include  both  theory  and 
clinical  application  of  modern  medical  office  man- 
agement skills.  Two-year  degree  programs  have 
been  established  in  13  community  colleges 
throughout  the  United  States,  with  medical  ac- 
creditation available  through  the  AMA  Council  on 
Medical  Education.  Parent  to  this  innovation  has 
been  the  American  Association  of  Medical  Assis- 
tants, with  its  16,000  members  in  46  states  and 
Puerto  Rico.  Their  outline  for  self-improvement 
grew  from  a service-oriented  approach  and  the 
membership’s  strong  dedication  to  ethical  prin- 
ciples. Constantly  increasing  pressures  for  medi- 
cal service  highlighted  the  need  for  alert  medical 
office  personnel  to  whom  the  more  sophisticated 
non-medical  procedures  could  be  delegated.  Eval- 
uation of  their  educational  achievement  is  now 
possible.  Physicians  are  being  provided  access  to 
a perceptive  and  well  prepared  labor  source,  while 
Medical  Assistants  themselves  advance  to  the 
closely-knit  loyalties  inherent  in  professional  in- 
volvement. This  new  category  of  Medical  Assis- 
tants can  be  expected  to  be  watchful  of  the 
employer’s  interests  and  image,  and  also  that  of 
the  entire  medical  profession. 


Identification  of  a top-grade  Medical  Assistant 
was  recently  simplified  by  the  adoption  of  nation- 
al standards  for  individual  performance.  National 
certification  has  been  made  available  to  graduates 
of  approved  college  programs,  and  to  other  ap- 
plicants eligible  to  write  an  annual  two-day  exami- 
nation presented  in  seven  sections.  The  AAMA 
Certifying  Board,  established  along  the  same  lines 
as  medical  specialty  boards,  was  authorized  to 
award  the  CMA  to  candidates  who  successfully 
complete  written  requirements  as  follows: 

1.  Certified  Medical  Assistant — Administra- 
tive 

2.  Certified  Medical  Assistant — Clinical 

3.  Certified  Medical  Assistant — Administra- 
tive/Clinical (Dual) 

Nine  Medical  Assistants  have  achieved  nation- 
al certification  in  examinations  given  at  the  Uni- 
versity of  Washington.  It  is  anticipated  that  the 
number  of  CMA  candidates  will  increase  again  in 
1971,  as  it  has  each  year  since  1967. 

.A  major  attribute  offered  by  the  college-trained 
or  Certified  Medical  Assistant  is  self-assurance. 
Controlled  exposure  to  knowledge  and  techniques, 
plus  monitored  performances,  provides  opportu- 
nity for  evaluation  prior  to  employment.  It  can 
be  assumed  that  an  applicant  for  position  in  a 
medical  office  will  be  qualified  if  she  holds  a col- 
lege diploma  or  has  been  certified  by  the  Council 
on  Medical  Education.  She  will  have  comprehen- 
sive knowledge  of  medical  office  practice,  ranging 
from  the  basic  use  of  medical  terminology  and 
abbreviations  to  examining  room  procedures  and 
careful  handling  of  laboratory  specimens.  She  will 
know  secretarial  and  accounting  skills,  filing  and 
insurance  codes,  and  appreciates  the  legal  implica- 
tions of  obtaining  necessary  patient  authorizations. 
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Because  she  has  been  exposed  to  a variety  of 
disciplines,  her  initial  assets  include  a high  degree 
of  flexibility.  She  expects  systems  to  vary  accord- 
ing to  types  of  practice  and  individual  preferences. 
One  of  the  important  objectives  of  paramedical 
education  is  to  instill  in  the  student  thoughtful 
recognition  of  her  own  limitations.  Every  college- 
trained  or  certified  medical  assistant  knows  the 
dangers  and  ramifications  of  practicing  medicine 
without  a license.  At  the  same  time,  she  is  able 
to  function  well  within  assigned  areas  of  clinical 
responsibility,  such  as  assisting  patients  with 
interpreting  fundamental  nutritional  needs;  care- 
ful administration  of  office  therapies;  and  per- 
forming routine  laboratory  and  x-ray  procedures 
with  insight  and  competence. 

The  diversification  acquired  by  Medical  Assis- 
tants intent  on  self-improvement  should  not  be 
underrated.  Few  employed  assistants  can  demon- 
strate equal  proficiencies  in  performing  secretarial, 
clerical,  nursing  and  laboratory  skills  unless  they 
have  obtained  supplementary  training.  An  office 
assistant  who  can  function  independently  or  fill  in 
wherever  needed  without  requiring  additional  in- 
struction is  an  asset  to  any  medical  practice. 

The  tendency  of  some  to  equate  acquisi- 
tion of  judgment  with  practical  working  experience 


has  been  a problem  for  graduates  of  professional 
programs.  While  the  ability  to  exercise  mature 
judgment  may  certainly  be  increased  through  ex- 
perience, its  development  is  not  guaranteed  by 
the  passage  of  time  alone.  The  indoctrinated 
novice  is  capable  of  making  decisions  regarding 
patient  relations  or  in  other  sensitive  office  affairs 
because  she  has  been  given  a solid  base  of  ethical 
values  for  reference.  In  conjunction  wdth  her  up- 
to-date  professional  information,  such  a beginner 
may  be  as  well  equipped  as  the  assistant  with  long 
experience  who  lacks  the  motivation  for  continu- 
ing education. 

Graduates  of  the  two-year  Medical  Assistant 
Program  at  North  Seattle  Community  College  are 
performing  at  levels  heretofore  not  expected  of 
beginners.  Comments  regarding  their  discipline, 
patience,  and  poise,  have  been  commendatory. 
Continuing  education  for  Medical  Assistants, 
whether  obtained  in  a total  college  program  or  in 
special  preparatory  courses  for  certification,  ap- 
pears to  be  successful  in  its  primary  goal,  to  re- 
lease the  physician  from  the  non-medical  pressures 
of  his  practice. 


This  article  by  Dorothy  Kairbanks  and  Xancy  Fortin,  both 
CMA  members,  was  reprinted  from  the  May  1971  issue  of 
Northwest  Medicine. 


The  school  nurse  practitioner  program  is  a new  educational  and  training  program  in  pediatric 
health  care  for  professional  nurses  which  prepares  school  nurses  to  assume  an  expanded  role  in  pro- 
viding improved  health  care  to  school-aged  children.  School  nurses  will  be  prepared  to  offer  compre- 
hensive well-child  care  and  to  identify  and  assess  the  factors  that  may  operate  to  produce  learning 
disorders,  psychoeducational  problems,  perceptive-cognitive  difficulties,  and  behavior  problems  as  well 
as  those  causing  physical  disease.  The  school  will  serve  as  a principal  setting  for  comprehensive  pri- 
mary and  continuing  health  care  and  services  since  it  is  the  one  place  where  children  between  the  ages 
of  5 and  18  years  are  regularly  and  readily  accessible.  Effective  utilization  of  nurses  in  a school  set- 
ting could  result  in  a major  modification  of  the  present  health-care  system. 

Reprinted  from  “The  School  Nurse  Practitioner  Program’’  by  Henry  K.  Silver,  M.D.,  JAMA,  May  24,  1971. 
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The  Physician’s  Assistant— Who  Needs  Him! 


Joseph  Syty,  ISI.D. 


There  is  very  little  printed  opposition  to  the 
physician’s  assistant  concept,  but  many  quarters 
appear  to  be  forcing  it  upon  the  medical  profes- 
sion. Many  of  us  feel  that  this  is  not  a solution 
but  only  an  additional  hazard. 

Several  years  ago  the  idea  was  that  these  assis- 
tants would  be  doing  simple  procedures  and  w’ould 
work  for  $8,000  to  $9,000  per  year.  Each  year 
their  capabilities  have  been  increasing  until  they 
are  now  valued  at  $10,000  to  $14,000  a year.  This 
is  only  slightly  less  than  some  rural  practitioners 
can  earn,  and  more  than  the  V\  hospitals’  starting 
salary  for  MDs.  The  PA  would  have  to  bring  in 
twice  his  salary  to  cover  the  office  overhead. 

It  amazes  me  to  hear  how  much  the  PAs  can 
do,  and  what  a broad  background  of  knowledge 
they  have  after  training  that  varies  from  six 
months  to  two  years.  It  appears  that  they  can  do 
nearly  everything  a general  practitioner  can  do 
after  eight  years  of  instruction. 

If  their  capabilities  are  so  great,  there  should 
have  been  no  difficulty  in  their  overcoming  a few 
obstacles  to  enter  medical  school  and  become 
MDs.  Their  total  time  of  study  doesn’t  equal  the 
time  it  takes  to  train  a good  nurse — yet  their  re- 
sponsibilities will  be  much  greater. 

Previous  training  as  a medical  corpsman  is 
really  not  too  significant.  The  corpsmen  were  ex- 
posed to  a certain  number  of  instruction  hours, 
which  were  hardly  very  intense. 

.Advocates  of  the  PA  emphasize  that  he  will  be 
under  the  physician’s  supervision,  but  how  much 
supervision  can  a busy  practitioner  give?  With 


Reprinted  from  Physicians  Management,  July  1971. 


increasing  numbers  and  organization  of  PAs,  the 
next  step  for  them  is  greater  freedom  to  practice 
and  less  supervision.  This  could  always  happen 
through  political  influence  over  a period  of  time. 

Originally,  the  P.\  was  to  help  the  GP,  but 
now  he  will  also  aid  the  various  specialties.  When 
I send  a patient  to  an  internist  for  evaluation,  I 
would  be  very  unhappy  to  have  a PA  do  a com- 
plete history,  physical,  and  evaluation.  I expect 
someone  with  a more  extensive  background  than 
my  own  to  do  this.  If  the  internist  is  going  to 
recheck  the  patient  thoroughly,  then  the  prelimi- 
nary exam  w'as  unnecessary. 

A specialist  fee  for  a P.\  work-up  could  cer- 
tainly be  described  as  deceptive  services  rendered. 
Some  ivory  tower  specialists  would  pay  scant  at- 
tention to  a private  practitioner’s  work-up  and  yet 
accept  one  from  a PA.  This  is  both  surprising  and 
insulting,  but  I have  seen  some  who  have  been 
very  critical  of  the  GP’s  capabilities  and  who  now 
feel  that  the  PA  could  practice  good  medicine. 

Finally,  those  who  accept  the  PA  as  a great 
help  will  suffer  the  consequences  as  socialization 
increases.  Neither  the  government  nor  private 
insurance  will  pay  the  usual  physician’s  fee  if 
someone  with  two  years’  training  can  handle  many 
medical  problems.  Why  should  they?  Fewer  peo- 
ple will  aspire  to  become  MDs,  and  our  medical 
standards  will  be  a shambles. 

I hope  that  if  malpractice  insurance  increases 
result  from  using  PAs,  then  those  who  hired  an 
“associate”  for  half  the  price  will  pay  twice  the 
insurance  premium  so  that  all  of  us  will  not  be 
penalized. 

There  can  be  no  cheap  substitute  for  more 
medical  schools  and  more  physicians. 


The  Florida  Medical  Librarians  at  their  meeting  in  Bradenton,  April  30,  1971  voted  to  initiate 
a consultant  service  for  hospital  librarians.  Medical  librarians  in  hospitals  desiring  help  in  their  field 
can,  upon  request  of  their  administrator,  call  for  a qualified  medical  librarian  in  the  Medical  Library 
Organization  to  act  as  a consultant  to  aid  them  in  the  planning  or  managing  of  their  library.  Funds 
will  be  provided  from  the  treasury  of  the  organization  with  no  charge  to  either  the  librarian  or  the 
hospital.  Request  for  this  service  should  be  sent  to  Judy  Gomery,  Boca  Raton  Community  Hospital. 
800  Meadow  Road,  Boca  Raton,  Florida  33432. 
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Need  an 
office  wing? 


Consult  an 
architect! 


Need  an 
extension? 


Call  the 

phone  company! 


YOUR  GUILD  OPTICIAN! 


Specialized  services  demand  specialized 
knowledge.  That’s  why  an  architect  is  con- 
sulted when  you  want  the  construction  you 
conteinj)late  to  Ije  properly  planned.  It’s 
why  you  call  the  phone  company  when  you 
want  your  telephone  service  extended  or 
revised  . . . and  it’s  why  you  should  call  on 
your  Guild  Optician  for  optical  services  of 
any  kind. 

It’s  not  just  hy  accident  that  the  Guild 
Optician  is  an  expert.  His  qualifications  are 
based  on  knowledge  and  experience,  his 
will  to  serve  the  doctor,  his  ahilitv  to 


handle  not  only  the  routine  prohlems  of 
after-scrvicc  for  your  patients,  hut  also  the 
unusual. 

Vi  hen  you  write  a prescription,  above  all 
you  exj)cct  to  have  that  Rx  properly  filled 
so  the  patient  obtains  the  full  benefit  of 
your  professional  services.  You  also  expect 
to  have  your  j)atient  receive  after-service 
for  the  life  of  his  glasses.  That’s  why  it’s 
wise  to  call  on  an  expert  — your  Guild 
Optician.  Guild  of  Proscription  Opticians 
of  Florida. 


USING  GUILD  SKILLS  AND  EXPERIENCE  TO  SERVE  YOUR  PATIENTS 
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WILLINGWA  Y 

311  Jones  Mill  Road  Telephone: 

Statesboro,  Georgia  (912)  764-6236 

LONG  TERM  THERAPY  OF  DRUG  DEPENDENCY  CONDITIONS 

Willingway  Hospital  is  a new  facility,  the  first  complete  hospital  to  be  constructed  under  the 
Georgia  Hospital  Rules  and  Regulations,  revision  of  November  24,  1969,  authorizing  residential 
type  units. 

Located  at  the  city  limits  in  east  Statesboro  on  an  eleven  acre  tract  of  woodland  in  a quiet, 
secluded  area  containing  a lake,  the  single  story,  multi-level  hospital  consists  of  a detoxification 
section  and  a residential  care  section.  The  detoxification  unit  is  equipped  and  staffed  for  the 
withdrawal  treatment  of  any  type  of  intoxication  including  alcohol,  narcotics,  sedatives,  tran- 
quilizers and  other  drugs  or  combinations. 

The  residential  care  unit  is  composed  of  26  private  rooms  with  private  baths  convenient  to  a 
comfortable  lounge  and  arranged  to  achieve  an  intimate  home-like  atmosphere.  All  living  units 
are  individually  decorated  and  furnished.  No  two  are  alike.  Wall  to  wall  carpet  throughout. 

There  is  a large  day  room,  inside  and  outside  patios,  a dining  room  where  home  cooked  meals  are 
served,  a library  and  conference  rooms.  The  building  is  all  electric,  completely  air  conditioned 
with  individual  controls,  and  is  protected  by  a modern  sprinkler  system  in  all  areas. 

Male  and  female  patients  are  admitted  to  the  detoxification  unit  for  withdrawal.  When  this 
phase  is  completed,  they  are  transferred  to  the  residential  care  unit  for  continuation  of  rehabili- 
tative therapy. 

The  Willingway  treatment  program  operated  successfully  at  another  location  in  Statesboro  for 
four  years  before  moving  to  the  new  facility. 

Requirements  for  admission.  To  be  admitted  all  new  patients  must  agree  to  the  following: 

1.  Stay  28  days. 

2.  No  telephone  calls. 

3.  No  visitors. 

4.  No  automobiles. 

5.  Pay  for  28-day  program  at  time  of  admission. 

Incoming  and  outgoing  mail  is  not  restricted.  Mail  is  not  read  or  censored.  No  one  is  admitted 
for  detoxification  only. 

For  rates  and  information  write  to: 


WILLINGWAY 

P.  O.  Box  508 
Statesboro,  Ga.  30458 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


iMrs.  Dorothy  R.  Mooney 
Administrator 


Member  Georgia  Hospital  Association 
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The  following  letter  was  written  to  Dr.  James  T.  Cook, 
Immediate  Past  President  of  FMA  and  contains  informa- 
tion of  interest  to  all  of  us. — Ed. 

Dear  Dr.  Cook: 

Thank  you  for  your  letter  of  April  7,  1971, 
commenting  on  our  proposed  policy  on  combina- 
tion drugs. 

For  a variety  of  reasons,  there  has  been  wide- 
spread misunderstanding  about  the  FDA  policy 
on  combination  drugs.  To  correct  this  and  to  be 
helpful,  we  want  to  e.xplain  our  combination  drug 
policy  to  you. 

.\s  we  review  the  several  hundred  physician 
letters  that  have  come  to  us  objecting  to  the  pro- 
posed policy,  a number  of  themes  emerge. 

The  first  is  that  drug  combinations  should  not 
be  banned  by  an  across-the-board  policy  state- 
ment. We  agree. 

Second  is  the  assertion  that  many  drug  com- 
binations are  safe  and  effective  for  their  intended 
uses,  while  others  are  not.  We  agree  with  this,  too. 

Third,  the  point  is  made  that  the  practicing 
physician  has  not  been  consulted  adequately;  that 
the  practicing  physician  is  the  one  who  knows 
best  about  drug  effectiveness  from  his  daily  ob- 
servations with  his  patients;  and  that  the  policy 
proposed  is  a product  of  “ivory  tower”  thinking  of 
bureaucrats  or  academicians  out  of  touch  with  the 
realities  of  patient  care.  Actually,  we  did  consult 
with  many  knowledgeable  practicing  physicians 
before  proposing  this  policy.  We  now  have  heard 
from  a great  many  other  physicians,  and  we  are 
considering  all  views.  Most  w'ould  agree  that  drug 
effectiveness  has  to  be  evaluated  on  the  basis  of 
controlled  studies,  whether  they  be  carried  out  in 
the  physician’s  practice  or  in  a medical  center. 
What  we  ask  and  what  the  law  requires  is  that 
claims  of  effectiveness  be  supported  by  evidence 
derived  from  adequate  clinical  investigations  on 
the  basis  of  which  it  can  be  concluded  responsibly 
that  any  drug  will  have  the  effectiveness  it  is 
represented  to  have  and  which  it  purports  to 
possess. 

The  next  major  objection  is  that  the  policy 
we  propose  will  greatly  increase  patient  cost  and 
will  confound  both  prescribers  and  pharmacists 


in  prescribing  and  in  compounding  drug  mixtures.  | 
The  last  is  said  to  introduce  problems  of  quality  I 
control,  drug  compatibility,  and  patient  accep- 
tance of  needed  medicines.  None  of  these  is  a 
reality.  If  a drug  combination  is  medically  justi- 
fied, there  is  no  reason  why  it  should  not  continue 
to  be  available  from  the  pharmaceutical  manufac- 
turers. If  it  cannot  meet  reasonable  standards  as 
to  safety  and  effectiveness,  there  is  no  patient 
convenience  and  economy  in  taking  an  irrational 
or  even  harmful  drug  mixture. 

As  we  have  indicated,  we  are  not  against  fixed 
dose  combinations.  There  is  now  and  always  will 
be  a place  for  good  combination  drugs. 

Our  policy  on  drug  combinations  is  remarkably  ; 
simple  to  state  and  to  defend.  The  fundamentals 
are:  that  more  than  one  drug  should  not  be  used  i 
when  one  is  all  that  is  needed;  that  drugs  in  fixed  i 
combination  should  satisfy  the  needs  of  a popula-  ; 
tion  of  patients  who  require  concomitant  treat- 
ment by  the  two  or  more  drugs  in  the  combina-  i 
tion;  that  there  be  no  incompatibility  between  the 
components;  that  the  dose  of  such  components 
be  appropriate  for  the  intended  patients.  In  addi- 
tion, a combination  is  appropriate  when  the  added  ' 
ingredient  enhances  the  effectiveness  of  the  main  1 
active  ingredient  and  when  an  added  ingredient  I 
minimizes  the  potential  for  abuse  of  the  main 
active  ingredient.  | 

There  can  be  no  serious  medical  dispute  about  I 
this.  This  Council  on  Drugs  of  the  American 
Medical  Association,  the  Council  on  Drugs  of  the  1 
American  Pediatrics  Association,  the  American  j i 
Pharmaceutical  Association,  the  United  States  i ' 
Pharmacopeia,  leading  textbooks,  and  the  leaders  || 
of  the  medical  profession  have  consistently  ex- 
pressed the  need  for  a sound  medical  rationale 
for  using  drugs  in  fixed  combination. 

We  trust  that  you  will  agree  that  the  above  ■ 
requirements  are  reasonable  and,  if  followed,  will 
help  bring  about  better  therapeutics  and  the  avail- 
ability of  better  drugs. 

We  recognize  the  need  for  us  to  put  before 
the  profession  what  is  actually  being  proposed  so 
that  the  physician  can  speak  to  it  rather  than  to  . 
something  that  has  not  been  proposed. 

We  will  welcome  your  response  after  consider- 
ing the  points  we  have  made. 

With  kindest  regards, 

Charles  C.  Edwards,  M.D. 

Commissioner  of  Food  and  Drugs 
Rockville,  Maryland  20852 
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Dear  Dr.  Collins: 

Perhaps  you  will  be  interested  in  this  infor- 
mation. 

My  installation,  as  a National  Director  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation, was  very  thrilling  to  me  and  I was  so 
happy  to  have  Dr.  Hurt,  Dr.  Dean  and  Harold 
Parham  present.  It  made  me  feel  so  good  to  have 
their  support. 

It  has  been  a long  time  since  Florida  has  had 
anyone  in  a national  office  and  I hope  to  do  a fine 
job.  My  assignment  as  chairman  of  the  new 
Health  Education  Committee  is  a big  one  be- 
cause it  covers  so  much. 

Next  month  I will  be  in  Chicago  for  a few 
days,  working  with  the  staff  on  some  new  material 
we  plan  to  develop.  Much  of  my  work  will  be 
research  and  writing. 

I enjoy  the  Journal  very  much  and  wish  you 
every  success.  With  all  good  wishes  for  a nice 
summer,  I am 

Most  sincerely, 

Mrs.  Linus  W.  Hewit 
Tampa 


Dear  Editor: 

Summertime,  mosquitoes  and  the  Venezuelan 
Equine  Encephalitis  in  Texas  alert  us  to  the  pos- 
sibility of  another  arbovirus  encephalitis  outbreak 
in  Florida.  Though  it  has  been  a decade  since  the 
1962  St.  Louis  Encephalitis  epidemic  in  St.  Peters- 
burg, memory  of  it  continues  fresh  and  frighten- 
ing. We  are  hopeful  that  if  ever  again  the  St. 
Louis  virus  is  re-introduced  into  our  state,  or  any 
other  arbovirus,  including  the  Venezuelan,  its 
presence  will  be  detected  early  and  any  potential 
outbreak  promptly  thwarted.  To  this  end,  our 
surveillance  activities  are  being  intensified.  Your 
help  is  requested. 

Needed  is  a system  for  monitoring  human  dis- 
ease sufficiently  sensitive  to  detect  the  first  case 
of  arboviral  infection  whenever  and  wherever  it 
occurs.  We  hope,  therefore,  that  every  case  of 
viral  Central  Nervous  System  infection  coming  to 
clinical  attention  would  be  tested  for  arboviruses. 
The  Division  of  Health  Laboratories  both  in  Jack- 
sonville and  at  the  Epidemiology  Research  Center 
in  Tampa  are  prepared  to  promptly  perform  and 
report  diagnostic  tests  for  presumptive  arbovirus 
infections.  Since  hemagglutination-inhibition  (HI) 
tests  often  have  substantial  diagnostic  value 
even  within  the  first  week  of  illness,  acute  stage 
blood  specimens  will  be  tested  for  Venezuelan,  St. 
Louis  and  Eastern  Encephalitis  viruses  upon 
receipt  and  results  promptly  reported.  As  con- 
valescent specimens  are  received,  they  will  be 
subjected  to  the  same  test  and,  if  indicated,  both 
specimens  checked  for  evidence  of  other  CNS 
viruses.  Additionally,  viral  isolation  studies  will 
be  performed  on  suitable  necropsy  specimens  sub- 
mitted from  a suspect  case  of  viral  encephalitis. 
We  are  anxious  for  all  Florida  physicians  to  be 
aware  of  these  laboratory  services  and  to  use  them. 

Any  way  that  you  might  emphasize  the  urgent 
importance  of  early  detection  of  arboviral  presence 
in  Florida  to  permit  prompt  institution  of  control 
measures  will  be  deeply  appreciated. 

Wilson  T.  Sowder,  M.D.,  Director 
Division  of  Health 
Jacksonville 


To  forget  the  good 
That  others  do  us 
Is  not  good. 

To  forget  that  very  day 
The  evil  done  to  us 
Is  good  indeed. 

Rural  XL  8 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin' 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
: (including  nyiny  penicillinase- 
producing  strains).  With 
fi'  /^-hemolytic  streptococcal 
infections,  treatment  should 
^continue  for  at  least  10  days. 

Studies  indicate  that 
^Xincocin  does  not  share 
uitigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


|i 

LiftCKln’  j| 
(e  306  mf.  p*f  ^ ^ 


3Gra.perl0cc. 


OPWES' 


r 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Sterile  Solution  (300  me.  per  ml.) 


(lincomycin  hydrochloride, 
Upjohn) 
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Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,pneumococci,and  staphylococci 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS;  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

: WARNINGS:  Cases  of  severe  and  per- 
i sistent  diarrhea  have  been  reported  and 
i at  times  drug  discontinuance  has  been 
i necessary.  This  diarrhea  has  been  occa- 
I sionally  associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  yS-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— ’Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Card/ovaicii/ar  — Instances  of  hypoten-l 
sion  following  parenteral  administration! 
have  been  reported,  particularly  after  tool 
rapid  I.V.  administration.  Rare  instances} 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration.! 
If  4.0  grams  or  more  administered  I.V.,| 
dilute  in  500  ml.  of  fluid  and  administer  I 
no  faster  than  100  ml.  per  hour.  Locall 
reactions— Excellent  local  tolerance  dem- 1 
onstrated  to  intramuscularly  administered  | 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 1 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no  | 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and  : 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 

For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 

The  Upjohn  Company  i 
Kalamazoo 

Michigan  49001  I 


Upjohn 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodila tor-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylUne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecomhinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Doss  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
•comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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ORGANIZATION 


Ad  Hoc  Committee  on  Drug  Abuse 

The  FMA  Ad  Hoc  Committee  on  Drug  Abuse  favors  establishment  of  regional  urine  screening 
facilities  in  Florida  as  a means  of  detecting  addicts. 

Such  a detection  program  would  employ  modern  facilities  and  methods  such  as  those  being  used 
to  screen  members  of  the  armed  forces  returning  from  duty  in  southeast  Asia. 

The  recommendation  came  out  of  the  Committee’s  meeting  in  Tallahassee  on  July  21.  The  Com- 
mittee decided  to  ask  appropriate  state  agencies  to  undertake  feasibility  studies. 

In  other  action,  the  Committee  called  for  early  implementation  of  guidelines  for  school  personnel 
for  handling  drug  problems.  The  State  Department  of  Education  recently  distributed  these  guide- 
lines to  local  school  superintendents. 


FMA  Committee  on  Rural  Health 

Florida  physicians  are  being  asked  to  be  on  the  alert  for  any  potential  environmental  or  health 
problems  connected  with  proposed  residential  developments. 

The  request  for  assistance  was  made  by  Mr.  Lowell  VV.  Steve,  Director  of  the  Division  of  Florida 
Land  Sales.  Mr.  Steve’s  agency  has  jurisdiction  over  developments  containing  50  or  more  parcels  of 
land.  The  Division’s  activities  include  the  issuance  of  permits. 

Specifically,  FMA  members  are  requested  to  keep  an  eye  on  developments  in  their  areas  and  re- 
port to  Mr.  Steve  any  suspected  hazards  to  health  or  environment.  Investigators  will  be  assigned  to 
look  into  these  reports. 

Mr.  Steve  reported  on  his  agency’s  activities  at  a meeting  of  the  Florida  Committee  on  Rural 
Health,  of  which  the  FMA  is  a participating  member. 

Physicians  may  address  any  comments  concerning  residential  developments  to:  Mr.  Lowell  W. 
Steve,  Director,  Division  of  Florida  Land  Sales,  P.O.  Box  4448,  Tampa,  Fla.  33607. 


ORION  OTIS  FEASTER,  M.D. 

Past  President,  Florida  Medical  .Association 
1893-1971 

Orion  Otis  Feaster,  M.D.,  who  served  as  President  of  the  Florida  Medical  Association  in 
1936,  died  on  June  29,  at  the  age  of  78. 

Born  at  the  Alachua  County  community  of  Micanopy,  Dr.  Feaster  moved  to  St.  Petersburg 
in  1920.  He  had  received  his  M.D.  degree  four  years  previous  at  Jefferson  Medical  College  of 
Philadelphia. 

A pioneer  in  the  field  of  radiology  in  the  St.  Petersburg  area.  Dr.  Feaster  was  a Fellow  of 
the  American  College  of  Radiology,  a former  Vice  President  of  the  Radiological  Society  of  North 
America,  and  was  a member  of  other  radiological  groups.  In  addition  to  the  FMA  presidency, 
he  also  headed  the  Pinellas  County  Medical  Society. 

Dr.  Feaster  and  his  wife,  Annette  Feaster,  M.D.,  retired  from  practice  in  1948  and  moved 
to  Mississippi  and  Washington,  where  they  resided  until  returning  to  Florida  about  two  years 
ago. 

Survivors  include  the  widow;  two  sons,  Orion  0.  Feaster  Jr.,  of  Lakeland  and  John  Tipkin 
Feaster  of  Gainesville;  and  a brother,  B.  L.  Feaster  of  Mississippi. 
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State  of  Florida 
Board  of  Medical  Examiners 

Suppose  you  are  a psychiatrist  and  another  physician 
comes  to  you  for  treatment  and  you  soon  reach  the  con- 
clusion in  your  own  mind  that  your  patient  should  not 
be  treating  others? 

Florida’s  “Sick  Doctor”  law  authorizes  the  Board  of 
Medical  Examiners  to  take  steps  in  these  cases  toward 
protecting  the  public  and  rehabilitating  the  physician, 
but  the  psychiatrist  with  a “sick  doctor”  on  his  hands 
finds  himself  in  a dilemma.  One  psychiatrist  recently 
sought  the  guidance  of  the  Board  of  Medical  Examiners. 
Since  many  psychiatrists  and  other  physicians  may  sooner 
or  later  find  themselves  faced  with  the  same  problem, 
the  Journal  herewith  publishes  the  reply  of  George  S. 
Palmer,  M.D.,  Executive  Director  of  the  Board. 

Dear  Doctor: 

I have  your  memorandum  regarding  physicians 
as  patients  in  which  you  express  the  dilemma  in 
which  a psychiatrist  often  finds  himself  with 
regard  to  a physician-patient  and  his  responsi- 
bility both  to  the  physician  as  a patient  and  to  the 
public. 

If  there  is  any  doubt  at  all  in  the  psychia- 
trist’s mind  concerning  his  physician-patient’s 
competence  to  practice  medicine,  then  this  should 
be  immediately  communicated  to  the  Board.  It  is 
our  prime  responsibility  to  protect  the  public  first 
and  to  rehabilitate  and  restore  our  colleague  to 
useful  practice  again.  Our  role  is  not  to  protect 
the  physician  but  to  protect  the  public;  of  course 
we  desire  to  salvage  the  physician  also. 

Under  the  “Sick  Doctor”  amendment  to  our 
Medical  Practice  Act  this  Board  is  granted  the 
authority  to  order  psychiatric  examination  or 
physical  examination  and  depending  upon  the 
findings  the  Board  may  insist  that  the  physi- 
cian-patient be  hospitalized  and/or  follow  out  the 
directions  of  the  attending  physician  who  has 
examined  him.  The  Board  has  the  authority  to 
suspend  the  physician’s  license  pending  demon- 
stration to  the  Board’s  satisfaction  that  the 
physician  is  able  to  resume  practice  again  in  a 
competent  manner.  In  this  instance,  any  com- 
munication between  the  physician  and  the  physi- 
cian-patient is  not  privileged  as  far  as  this  Board 
is  concerned  and  the  Board  can  be  informed  of 
any  and  all  findings  by  the  treating  physician 
without  fear  of  being  charged  with  revealing  privi- 
leged communication.  This  Board  has  helped 
many  a colleague  through  this  mechanism  during 
the  past  two  years.  This  has  enabled  us  to  help 
a physician  in  trouble  in  time  to  really  have  a 
chance  of  salvaging  him  instead  of  waiting  until 


some  tragedy  occurs  or  until  the  rock  bottom  has 
been  reached.  We  would  far  rather  restore  a 
physician  to  a useful  professional  life  than  take  i 
his  license. 

I agree  with  the  statement  that  the  attending  | 
physician  has  a duty  where  a colleague’s  compe-  j 
tence  is  in  question  to  bring  this  to  the  attention  I 
of  the  president  of  the  staff  and  also  to  this  Board  1 
if  the  situation  cannot  be  handled  locally. 

Thank  you  very  much  for  your  interest  in  this.  I 
You  can  be  sure  of  the  cooperation  of  this  Board 
in  the  protection  of  the  public  and  in  the  restora-  j 

tion  of  colleagues  to  useful  professional  lives  i 
again. 

•-  I 

George  S.  Palmer,  ^I.D.  ! 

Executive  Director  ! 

Bo.ard  of  Medical  Ex.amixers  ! 

Tallahassee 


LONG  HOT  SUMMER 

Bitter  invective 
Buckshot 
Billy  clubs 
Bloody  pavements 
Trappings  of  revolt 
Framed  in  alliteration. 

Seem  less  revolting. 

Blind  fur}"  rages  untamed 

Cities  burn 

Brutality  runs  amok 

Black  ashes  adorn  gutted  ruins 

Poisonous  platitudes  pierce  darkness 

Havenots  lash  out  at  others 

Wreak  havoc  upon  themselves. 

Once  tame  beast,  gone  mad,  devours  its 
progenitors 

Grows  fat  on  their  flesh 
Then,  driven  by  incessant  heat 
Stalks  new  prey 
Status  quo 

Refuge  of  complacency  is  doomed. 

— A.  L.  Lieber,  M.D. 
iMiami  Beach 
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In  Swimm 


I lull  I ui  iiicopcuico 

are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin^Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0,375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethyleneglycol. 

Indicotions:  For  treatment  of  bocfenol  otitis  externo,  bacterial  otitis 
medio  and  otomycosis.  In  otitis  medio,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrone  is  intoct. 

FURACIN  (nitrofurozone)ond  Micofur  (nifuroxime) ore octiveogoinst 
0 variety  of  grom-posifive  and  grom-negofive  organisms.  Acfivify 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  ocfive  ogoinsf  Candido  (Monilia)  olbicons. 


Precautions:  Sensitization  may  occur  with  prolonged  use  ond  is 
more  likely  to  develop  in  eczemotous  otitis  externa  To  minimize 
such  reactions  (a)  limit  opplicotion  to  o week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  foce. 

This  preparation  is  not  indicoted  for  use  in  treatment  of 
cholesfeafoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  IS  cc.  with  dropper. 


®Originators  ond  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Phormocal  Company 
NORWICH.  NEW  YORK  13815 
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Woman's  Auxiliary 


A Preview 

Barbara  Nock  (Mrs.  Wesley  S.) 


“Promises”  might  be  a better  title  for  this 
communication,  but  the  main  thing  is  that  you 
know  we  will  continue  the  work  we  have  been 
doing  and  will  take  on  any  jobs  you  fellows  might 
dream  up  for  us  this  year.  Our  purposes  and 
goals  remain  the  same,  supplementing  your  efforts 
for  the  advancement  of  medicine  and  public  health 
through  philanthropic  and  educational  programs 
that  may  be  conducted  for  betterment  of  the 
health  needs  of  the  people  of  Florida,  cultivating 
friendly  relations,  promoting  mutual  understand- 
ing among  the  families  of  medical  doctors,  assist- 
ing the  county  auxiliaries  in  implementing  projects 
and  receiving  and  disbursing  gifts  for  the  promo- 
tion of  the  objects  of  the  organization. 

Community  Concern  is  our  theme  for  the  year 
and  we  have  adopted  the  slogan,  “Let’s  Make 
Waves.”  Concern  alone  is  never  enough.  The 
emphasis  will  be  on  the  county  auxiliaries.  By 
recruiting  and  uniting  our  potential  woman  power, 
working  closely  with  our  medical  societies,  direct- 
ing our  efforts  to  the  real  needs  in  our  communi- 
ties and  letting  them  know  we  care,  our  influence 
can  swell  into  a wave  rather  than  just  making 
ripples  which  reach  out  but  seldom  peak. 

Although  we  didn’t  have  our  full  complement 
of  delegates  for  the  annual  AMA  meeting  in  At- 
lantic City,  what  we  lacked  in  quantity  we  made 
up  in  quality.  The  two  immediate  past  presidents, 
Marion  Gilliland  (Mrs.  C.  H.)  and  Bennie  Span- 
jers  (Mrs.  Arnold  J.) ; the  Chairmen  of  our 
Health  Careers  and  WA-SAMA  Committees,  Lynn 
Tanner  (Mrs.  Terry  F.)  and  Pat  Thames  (Mrs. 
Thomas  B.)  and  Catherine  DeVito  (Mrs.  James 
J..),  our  president-elect,  joined  me  in  attending. 

The  highlights  of  the  convention  were  a roster 
of  prominent  speakers,  an  opportunity  to  compare 
“how  it  is  done”  in  other  states,  making  new 
friends  and  seeing  old  ones.  Thanks  to  your  Ex- 
ecutive Vice  President,  Mr.  Harold  Parham,  we 
all  were  able  to  see  President  Nixon  and  hear  his 


Mrs.  Nock  is  president.  Woman's  Auxiliary  to  the  Florida 
Medical  Association. 


health  message  to  the  House  of  Delegates.  This 
was  an  unexpected  “goody.” 

The  proudest  moments  came  when  our  own 
Jane  Hewit  (Mrs.  Linus)  from  Tampa  was  install- 
ed as  a director  for  a two  year  term  and  when  we 
learned  that  Marion  Gilliland  of  Gainesville  was 
to  serve  as  Southern  Regional  Chairman  of  Inter- 
national Health  Activities.  These  women  will 
represent  Florida  with  distinction  and  will  be  a 
tremendous  help  to  us. 

Mrs.  G.  Prentiss  Lee  of  Portland,  Oregon  was 
installed  as  president  of  the  Auxiliary.  Many  of 
you  met  her  when  she  was  the  national  repre- 
sentative to  our  auxiliary  meeting  in  June  of  1970, 
so  you  know  she  is  a most  dynamic,  gracious  and 
“now”  woman.  Her  enthusiasm  challenges  us  all 
to  exert  ourselves  in  generating  faith  and  pride 
for  medicine. 

Drug  Abuse  Education  will  again  be  carried 
on  throughout  the  state.  Bennie  Spanjers,  as  a 
member  of  your  Ad  Hoc  Committee  on  Drug 
Abuse  and  as  Chairman  of  our  Children  and 
Youth  Committee  will  be  the  liaison,  guiding  us 
in  helping  to  combat  this  problem.  Programs  on 
V'D  and  Alcoholism  have  been  updated  and  are 
available  for  distribution.  Recruitment  through 
our  Health  Career  Clubs,  WA-SAMA  and  Scholar- 
ship programs  has  and  will  continue  to  be  stressed. 
Legislative  matters  will  be  geared  to  education 
and  show  what  can  be  done  on  city  and  county 
as  well  as  state  and  national  level.  We  will  be 
working  closely  with  your  capable  staff  in  Talla- 
hassee and  with  your  FMA  committees. 

We  hope  to  surpass  our  financial  support  for 
the  Florida  Medical  Foundation  and  to  the  His- 
tory of  Medicine  Museum  in  St.  Augustine. 
Christmas  card  sales  plus  donations  from  individ- 
uals and  counties  will  hopefully  see  our  amount 
to  AMA-ERF  grow,  also.  Check  with  your  coun- 
ty auxiliary  AMA-ERF  chairman;  she  will  be 
happy  to  show  you  the  selection  and  take  your 
order  for  cards.  International  Health  Activities 
will  again  benefit  from  the  Bazaar  at  our  Fall 
Conference  in  Orlando,  October  25-27. 
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Speaking  of  the  Fall  Conference,  some  of  you 
I just  might  like  to  join  us.  A tour  of  Disney  World 
I is  on  the  program  for  Monday  afternoon.  If  you 
^ are  interested,  contact  your  county  auxiliary  presi- 
i dent  or  me.  We  will  be  glad  to  fill  you  in  on  the 
i details. 

An  even  greater  increase  in  membership  is 
vital.  This  is  another  area  in  which  you  men  can 
help  us  help  you.  Is  your  wife  an  active  mem- 
ber of  the  auxiliary?  We  know  that  it  is  not  pos- 
sible for  many  doctors’  wives,  but,  is  she  a dues 
paying  member?  What  better  philanthropic  out- 
let than  the  causes  closest  to  her  husband’s  pro- 
] fessional  interests?  If  you  will  look  at  our  past 
: accomplishments,  with  only  a fraction  of  the  po- 
tential membership,  just  imagine  what  we  could 
do  with  every  doctor’s  wife  helping. 

None  of  our  programs  can  succeed  without 
hard  work,  support  and  dedication  on  the  part  of 
the  individual  county  member,  your  wives.  The 
national  and  state  organization  can  only  furnish 
guidance  and  materials;  the  action  is  in  the  coun- 
ties, so  please,  will  you  make  it  a must  to  find  out 
what  it’s  all  about  and  encourage  her  to  join  the 
other  doctors’  wives,  who  are  trying  to  help  in 
those  areas  which  you  men  find  hard  to  cover 
because  of  your  busy  schedules? 

I If  you  are  a member  of  the  Southern  Medical 
Association,  hope  you  are  planning  to  be  down  for 
the  meeting  in  Miami  Beach,  November  1-4.  We 
want  this  to  be  the  best  attended  one  we  have 
ever  had,  since  Peggy  Wilcox  (Mrs.  Abbott  Y. 
Jr.)  from  St.  Petersburg  will  be  installed  as  the 
Auxiliary  president.  We  will  be  having  our  meet- 
ings at  the  Eden  Roc.  The  local  committees  have 
been  working  hard  on  both  the  scientific  and 
entertainment  programs  for  this  meeting.  You  all 
come! 

When  I was  asked  to  contribute  to  your  Jour- 
nal, my  concern  was  that  we  wouldn’t  have  enough 
to  fill  one  column,  let  alone  a whole  page,  but 
have  lots  of  notes  left  over.  Safety,  Mental 
Health,  Home  Centered  Health  Care,  our  partici- 
pation on  the  Florida  Health  Manpower  Council, 
each  of  these  could  add  another  paragraph  and 
we  haven’t  even  touched  on  the  civic  boards  and 
committees  and  hospital  auxiliaries  that  many  of 
our  women  serve  on  in  the  interest  of  better  health 
in  their  communities. 

We  are  looking  forward  to  another  good  year 
and  will  keep  you  posted. 

► Mrs.  Nock,  3431  North  Moorings  Way,  Miami 
33133. 


Physician’s  Assistant  Amendment 
to  the  Medical  Practice  Act 

The  following  item  was  submitted  by  the 
Florida  Board  of  Medical  Examiners  for  publi- 
cation in  the  Journal: 

The  physician’s  assistant  amendment  to  the 
Medical  Practice  Act  of  Florida  became  law  July 
1,  1971. 

The  legislative  intent  is  the  creation  of  a new 
category  of  allied  health  personnel  who  will  be 
the  product  of  a specific  approved  curriculum 
leading  to  the  designation  “physician’s  assistant.” 
The  intent  is  not  that  everyone  who  has  worked 
for  a physician  for  any  number  of  years  should 
suddenly  become  qualified  to  become  designated 
as  a “physician’s  assistant.” 

A “physician’s  assistant”  must  be  certified  by 
the  Board  of  Medical  Examiners  and  the  physi- 
cian for  whom  he  will  work  and  to  whom  he  will 
be  responsible  will  be  certified  for  having  a “physi- 
cian’s assistant.” 

“Physician’s  assistants”  will  not  be  allowed 
to  operate  independently.  A hospital  cannot  em- 
ploy a “physician’s  assistant”  as  such,  but  the 
“physician’s  assistant,”  if  he  is  working  in  a 
hospital,  must  be  certified  to  a physician,  and 
the  physician  certified  to  have  a “physician’s 
assistant,”  the  same  as  if  the  physician  were  in 
private  practice. 

The  law  calls  for  an  Advisory  Committee  to 
the  Board  of  Medical  Examiners  relative  to 
“physician’s  assistants”  curriculum.  This  commit- 
tee will  be  appointed  by  the  Governor.  The 
Board  must  make  rules  and  regulations  concern- 
ing “physician’s  assistants”  and  certification  of 
the  “physician’s  assistant”  along  with  the  certifi- 
cation of  the  physician  desiring  same. 

Anyone  who  is  interested  in  this  program  may 
send  in  evidence  of  interest  or  request  an  appli- 
cation which  will  be  put  on  file  and  returned  to 
the  person  at  the  appropriate  time.  It  must  be 
stressed  that  until  one  is  actually  certified  as  a 
“physician’s  assistant”  and  the  physician  for 
whom  he  will  work  is  certified  for  having  a “physi- 
cian’s assistant,”  he  should  not  call  himself  a 
“physician’s  assistant”  as  this  is  in  violation  of 
the  Medical  Practice  Act  and  is  considered  a 
felony.  This  does  not  in  any  way  change  the 
status  of  any  person  presently  working  for  a 
physician. 
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In  tKe  hyperten^s^  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


IhSODlLAN 


the  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 
demonstrated  both  by  objective  measurement'  ' and  observation  of  clinical  improvement.' ' 
Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg.  Vasodilan  syrup, 
isoxsuprine  HCI,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 
ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders , for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose;20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angl- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 

J.  R.:  Curr.  Ther.  Res.  ^:124-128  (April)  1962.  4.  Whittier,  lUlpQfl  M fTTl^TTTn 
J.  R.:  Angiology  75:82-87  (Feb.)  1964.  If  lUdUjJJ  1 1 1 ClUJ  1 1 
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laboratories 


Medical  News 


5 7th  Annual  Clinical  Congress  of  ACS 

Surgeons  from  40  countries  are  expected  to  attend  sessions  of  the  57th  annual  Clinical  Congress 
of  the  American  College  of  Surgeons  to  be  held  in  Atlantic  City,  N.J.,  October  18-22.  Attendance 
is  expected  to  approach  14,000,  including  10,000  physicians. 

The  scientific  program  will  include,  a forum  on  fundamental  surgical  problems,  17  postgraduate 
courses  for  younger  surgeons,  more  than  45  panel  discussions  and  symposia  on  current  problems,  90 
motion  picture  films,  closed  circuit  telecasts  of  actual  operations  being  performed  at  Thomas  Jeffer- 
son University  Hospital  in  Philadelphia,  and  450  exhibits. 

Michael  E.  DeBakey,  M.  D.,  President  of  the  Baylor  College  of  Medicine,  will  present  the  John 
H.  Gibbon  Jr.  lecture. 

Additional  information  may  be  obtained  by  contacting  Sara  Barr  Cohen,  Director  of  Publicity, 
.American  College  of  Surgeons,  55  East  Erie  Street,  Chicago,  111.  60611. 


23  rd  Annual  Scientific  Assembly  of  AAGP 

Miami  Beach  will  be  the  setting  for  the  23rd  Annual  Scientific  Assembly  of  the  American  Academy  a 
of  General  Practice,  October  4-7.  Scientific  sessions  will  be  held  at  Convention  Hall,  while  the  ll 
-AAGP’s  Congress  of  Delegates  will  meet  in  the  East  Ballroom  of  the  Fontainebleau  Hotel  beginning  i 
Saturday,  October  2. 

Information  about  the  program  may  be  obtained  by  writing  to  Mr.  Mac  F.  Cahal,  Executive  li 
Director,  American  Academy  of  General  Practice,  Volker  Boulevard  at  Brookside,  Kansas  City,  ) 
Mo.  64112. 


New  Appointment  to  Faculty  of  University  of  Florida 

S.  Leon  Israel,  M.D.,  internationally  known  obstetrician-gynecologist,  has  been  appointed  to  the  i 
faculty  of  the  University  of  Florida  College  of  Medicine  to  serve  as  Professor  of  Obstetrics  and  Gyne-  i 
cology.  ! 

Dr.  Israel  is  editor  of  the  Journal  of  Obstetrics  and  Gynecology  and  author  of  “Diagnosis  and  t 
Treatment  of  Menstrual  Disorders  and  Sterility,”  one  of  the  leading  texts  in  female  endocrinology,  jr 
He  also  is  President  of  the  American  Gynecological  Society.  ! 

For  the  past  16  years.  Dr.  Israel  has  been  a member  of  the  faculty  of  the  University  of  Penn- 
sylvania School  of  Medicine. 


Definition  of  Preventive  Medicine 

A definition  of  the  term  “preventive  medicine”  has  been  adopted  by  the  Board  of  Regents  of  ^ 
the  American  College  of  Preventive  Medicine.  ! 

The  official  definition  defines  preventive  medicine  as  “that  branch  of  medicine  which  has  primary  j 
interest  in  preventing  physical,  mental  and  emotional  disease  and  injury  in  contrast  to  treating  the 
sick  and  injured.  Secondarily,  it  is  concerned  with  slowing  the  progress  of  disease  and  conserving  j 
maximal  function.” 

William  P.  Richardson,  M.D.,  President  of  the  College,  explained  that  a clear  definition  was  I 
needed  because  preventive  medicine  is  being  given  increased  emphasis  by  the  medical  profession  and  f 
the  government. 
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American  Board  of  Family  Practice  Examinations 

The  American  Board  of  Family  Practice  has  announced  that  it  will  conduct  its  next  examina- 
tions for  certification  April  29-30,  1972,  at  various  centers  throughout  the  country. 

The  Board  must  have  applications  by  February  1,  1972.  Additional  information  may  be  ob- 
tained by  writing:  Nicholas  J.  Pisacano,  M.D.,  Secretary,  American  Board  of  Family  Practice,  Inc., 
University  of  Kentucky  Medical  Center,  Annex  #2,  Room  229,  Lexington,  Ky.  40506. 


American  Physicians  and  Surgeons  Guest  Speaker 

J.  Enoch  Powell,  as  Minister  of  Health  in  Great  Britain,  presiding  over  that  country’s  national 
health  plan  for  three  years,  will  speak  in  the  United  States  in  October. 

Mr.  Powell,  now  a member  of  Parliament,  will  address  the  Association  of  American  Physicians 
and  Surgeons  during  the  Association’s  annual  meeting  at  Clayton,  Mo.,  on  October  8. 

Mr.  Powell  served  as  Minister  of  Health  from  1960  to  1963  and  according  to  an  AAPS  news 
release,  he  is  considered  “the  world’s  leading  authority  on  politically-controlled  medicine.” 


Delegate  to  United  States-Japan  Cooperative  Medical  Science  Program 

The  State  Department  has  appointed  Leighton  E.  Cluff,  M.D.,  of  Gainesville,  as  one  of  10 
United  States  delegates  to  the  United  States-Japan  Cooperative  Medical  Science  Program. 

The  program  is  a joint  research  effort  in  the  biomedical  sciences,  concentrating  on  health  problems 
of  Asia. 

Dr.  Cluff,  Professor  and  Chairman  of  the  Department  of  Medicine  at  the  University  of  Florida 
College  of  Medicine,  is  an  international  authority  on  infectious  diseases  and  drug  reactions. 


Research  Center  for  Atherosclerosis 

A Specialized  Center  of  Research  in  Atherosclerosis  is  being  established  at  the  University  of  Mi- 
ami School  of  Medicine  under  a grant  from  the  National  Heart  and  Lung  Institute. 

The  program’s  objective  will  be  to  prevent  heart  attacks  in  adulthood  by  identifying  children 
prone  to  heart  disease  and  initiating  preventive  measures.  Principal  and  co-principal  investigators  are 
Dr.  Sidney  Blumenthal,  Professor  of  Pediatrics  and  Associate  Dean  for  Continuing  Education;  and 
Dr.  Mary  Jane  Jesse,  Associate  Professor  of  Pediatric  Surgery. 

The  total  grant  is  $2.6  million,  of  which  $533,691  has  been  dispensed.  The  grant  period  started 
June  1 and  will  extend  to  May  31,  1975. 

The  center  is  one  of  13  such  facilities  sponsored  by  the  Heart  and  Lung  Institute.  It  is  the  only 
one  in  which  studies  are  focused  on  infants  and  children. 


American  Society  of  Cytology  Meeting 

The  19th  Annual  Scientific  Meeting  of  the  American  Society  of  Cytology  will  be  held  in  Wash- 
ington, D.C.,  November  3-6,  1971. 

Additional  information  may  be  obtained  from  Warren  R.  Lang,  M.D.,  Secretary-Treasurer,  7112 
Lincoln  Drive,  Philadelphia,  Pa.  19119. 


Elected  to  Membership  in  AGP 

Gerald  H.  Stein,  M.D.,  Clinical  Instructor  in  Medicine  at  the  University  of  Florida  College  of 
Medicine  in  Gainesville,  has  been  elected  to  membership  in  the  American  College  of  Physicians. 
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Elected  to  National  Academy  of  Sciences 

Max  Michael  Jr.,  M.D.,  of  Jacksonville,  has  been  elected  a member  of  the  new  Institute  of  Medi- 
cine in  the  National  .\cademy  of  Sciences. 

The  Institute  brings  together  persons  in  the  health  professions,  behavioral  and  basic  sciences,  ad- 
ministration, law  and  engineering,  to  study  and  comment  on  national  issues  concerning  health  care 
and  related  topics. 

Dr.  Michael  is  executive  director  of  the  Jacksonville  Hospitals  Education  Program,  Inc. 


Postgraduate  Course  in  Cardiology 

A three-day  postgraduate  course  in  cardiology  will  be  conducted  in  iMiami,  Oct.  7-9,  under  the 
sponsorship  of  the  American  Heart  Association’s  Council  on  Clinical  Cardiology  and  the  University 
of  Miami  School  of  Medicine. 

Fees  are  $60  for  Fellows  and  Members  of  the  Council  and  $100  for  others.  Information  may  bel 
obtained  from  the  Department  of  Medical  Education,  .American  Heart  Association,  44  East  23rd  St.,i 
New  York  City,  N.Y.  10010. 


Twenty-Third  Annual  Convention  A AFP 

Thousands  of  family  doctors  will  converge  on  Miami  Beach  this  fall.  The  occasion  will  be  thej 
23rd  Annual  Convention  of  the  .American  Academy  of  Famih^  Physicians  which  is  set  for  Oct.  4-7. 
Convention  headquarters  will  be  the  Hotel  Fontainebleau,  while  scientific  sessions  will  be  held  at  the 
Convention  Hall  beginning  Alonday,  October  4. 

.A.AFP’s  Congress  of  Delegates  will  have  its  first  session  Saturday  morning,  October  2. 


i 

FMA  Meetings 


September  12 
22 
25-26 
October  6-10 


22 


31 


December  7 


■11-12 


Committee  on  Government  Programs — 10:00  a.m.  • 

Tallahassee  (Downtown  Holiday  Inn)  * 

Ad  Hoc  Committee  on  Drug  Abuse — 10:00  a.m.  j 

Tampa  (Causeway  Inn)  I 

Judicial  Council 

Jacksonville  (FM.A  Board  Room) 

I 

Fall  Board  of  Governors 
Freeport  Grand  Bahama  Island 

(Xanadu  Club — Yacht  & Tennis  Club) 

Florida  Committee  on  Smoking  and  Health — 9:00  a.m. 

Jacksonville  (FMA  Board  Room) 

School  Health  Aledical  Advisory  Committee — 10:00  a.m. 

Committee  on  Child  Health 
Jacksonville  (FMA  Board  Room) 

Florida  Joint  Council  on  Health  of  .Aging — 10:00  a.m. 

Jacksonville  (FM.A  Board  Room) 

Judicial  Council 
Miami 
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AMA  Unveils  Program  of  Liability  Insurance 

A cooperative  program  aimed  at  easing  the  cost  and  increasing  the  availability  of  professional 
liability  insurance  was  unveiled  the  last  week  of  July.  The  program  will  be  offered  to  physicians 
through  state  and  county  societies,  and  ties  liability  insurance  to  peer  review  as  part  of  a major 
effort  to  eliminate  the  cause  of  claims.  It  provides  for  active  involvement  of  the  medical  profession 
and  offers  protection  to  individual  physicians  against  unexpected  cancellation  of  coverage.  Risk  con- 
trol rather  than  the  traditional  transfer  of  risk  means  a joint  effort  to  pinpoint  the  causes  of  claims  and 
reduce  their  chance  of  recurring. 

Each  program  will  operate  at  state  or  county  level  under  an  administrator  selected  by  the  local 
medical  society.  The  peer  review  concept  will  permit  members  of  a medical  society  to  screen  all 
physicians  applying  for  the  plan  and  to  evaluate  the  medical  evidence  when  claims  are  made. 

Principal  objectives  of  the  new  program  are  to:  Reduce  the  frequency  of  claims.  Alert  physicians 
to  ways  of  eliminating  the  causes  of  claims.  Resist  unfounded  claims.  Resolve  legitimate  claims 
promptly  and  fairly.  Provide  physicians  with  long-term  financial  protection  at  fair  and  realistic  rates. 
(No  physician  can  be  dropped  from  the  program  without  the  consent  of  his  medical  society).  Research 
alternate  methods  of  reparation  for  medical  injuries. 


Reorganization  of  SSA  Bureau  of  Health  Insurance 

The  Social  Security  Administration’s  Bureau  of  Health  Insurance,  which  administers  Medicare, 
is  undergoing  extensive  reorganization. 

An  announcement  from  the  Bureau  said  that  many  of  the  functions  centralized  in  Baltimore 
will  be  assigned  to  health  insurance  regional  offices,  including  the  one  in  Atlanta.  These  offices  will 
establish  most  program  relations  with  intermediaries,  state  health  agencies,  providers  and  other  health 
care  organizations. 

Expanded  authority  will  be  given  to  regional  offices  to  conduct  periodic  reviews  of  providers,  to 
approve  intermediary,  carrier,  and  state  agency  budgets  and  to  administer  Medicare  fraud  detection 
and  prevention  programs. 

The  changes,  according  to  the  Bureau,  should  make  the  Medicare  program  “more  responsive  to 
local  problems  and  needs.” 


Cultural  Patterns  of  Ethnic  Groups 

The  University  of  Miami  School  of  Medicine  has  been  commissioned  to  compile  information  on 
the  cultural  patterns  of  ethnic  groups  in  South  Florida.  The  work  will  be  carried  out  with  the  assis- 
tance of  a $180,000  grant  from  the  Commonwealth  Fund  of  New  York. 

Included  in  the  studies  will  be  groups  who  tend  to  be  reluctant  to  accept  scientific  health  care. 
An  announcement  from  the  University  noted  that  some  of  these  groups  often  seek  out  faith  healers, 
cultists  and  the  like. 

One  premise  of  the  investigation  is  that  physicians  and  allied  health  personnel,  by  acquiring  a 
knowledge  and  understanding  of  the  subcultures  under  study,  may  be  in  a position  to  relate  to  them 
better. 
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For  my  patients  who  need  a laxative,  I recommend 
EVAC-U-GEN . . . because  it  relieves  constipation 
gently . . . particularly  important  in  cardiac  and 
post  surgical  patients 


EVAC 


GEN 


CHEW  ABLE 
VERY  PALATABLE 
ECONOMICAL 


A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
m special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 


PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash  ' 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP.  & CO.,  INC.  Syracuse,  New  York  13200  i 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . , . 

Hill  Crest  Hospital  was  estab 
lished  in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner 
vous  mental  disorders.  In 
dividual  patient  care  har 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa 


tients  are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

Jomes  K.  Ward.  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . , 
. . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  Is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and 
IS  also  approved  for  Medicare  patients. 


C/test 

HOSPITAL 


BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — BD  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  879-4411 
2655  Swann,  P.  O.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO.  FLORIDA 
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This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by 
Joe  Namath 


NORGESIC' 

(orphenadrine  citrate.  25  mg  ; aspirin,  225  mg.: 
phenacetin,  160  mg.;  caffeine,  30  mg.) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief— 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine. Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
CDarvon*) 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established:  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed.  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
tionship has  been  established 

Dosage  and  Administration:  Adults  - 1 to  2 tablets  3 to  4 times  daily. 

A SU»S«0>AAY  Of 

Riker  Laboratories,  Inc.  9[Y] 

NORTHRIDGE.  CALIFORNIA  91384  ftHCOniPMIY 


Morgesic...the  versatile  analgesic 
provides  effective  analgesia  and  relief 
bf  associated  muscle  spasm 


I 

I 

Medical  Licenses  Granted 


The  Florida  State  Board  of  Medical  Examiners 
report  that  of  the  1,142  applicants  who  took  the 
examination  of  the  Board  held  January  17-19, 
1971,  at  Jacksonville,  877  passed  and  have  been 
issued  licenses  to  practice  medicine  in  Florida. 
The  names,  towns,  medical  school  and  year  of 
graduation  of  the  successful  applicants  follow; 


•\bney,  Howard  T.,  Gainesville  (Medical  College  of 
Georgia,  1968) 

.■\costa,  Roberto  E.,  Orlando  (U.  of  Salamanca,  1937) 
-4cra,  Wadi  D.,  Norfolk,  Va.  (Santo  Domingo  U.,  1956) 
•Agha,  Abdul  S.,  Miami  (Baghdad  Medical  School,  1963) 
Agliano,  Dennis  S.,  Metairie,  La.  (U.  of  Miami,  1968) 
.4gre,  Rodger  S.,  Bryan  Mawr,  Pa.  (Jefferson  Medical 
College,  1963) 

.\guilar,  Carlos  J.,  Miami  (Havana  U.,  1948) 

.\guilar,  Ephraim  G.,  Hazard,  Kv.  (U.  of  Philippines, 
1958) 

.\lena,  Gordon  R,,  Orange  Pa“k  (New  Yo"k  Medical 
College,  1964) 

.\lfonso,  Emilio,  New  York,  N.Y.  (U.  of  Salamanca,  1963) 
.Mitowski,  Leon,  Scarsdale,  N.Y.  (National  U.  of  Colom- 
bia, 1954) 

.\lonso,  Miguel  R.,  San  .\ntonio,  Texas  (Yale  U.,  1963) 
.\lvarez,  Domingo  G.,  Orlando  (Havana  U.,  1941) 
.Alvarez,  Victor  M.,  San  Diego,  Calif.  (U.  Nacional  De 
Colombia,  1966) 

.\lzola,  Jose  M.,  Hazelwood,  Mo.  (Havana  U.,  1938) 
.■\mikam,  Benjamin,  Miami  Beach  (Hebrew  U.  of  Jeru- 
salem, 1955) 

.\nderson,  Charles  B.,  St.  Louis,  Mo.  (Yale  U.  1962) 
■Anderson,  Douglas  J.,  New  York,  N.Y.  (Northwestern  U., 
1969) 

.Anderson,  Eric  G.,  Derr>',  N.H.  (Edinbu-gh  U.,  1958) 
.Anderson,  Ernest  T.,  Rochester,  N.  Y.  (.Albany  Medical 
College,  1945) 

.Andrews,  William  J.,  Park  Ridge,  111.  (U.  of  Illinois, 
1947) 

.Annicchiarico,  .Alfonso  E.,  Fort  Lee,  Va.  (Cartagena  U., 
1963) 

.Aportela,  Gladys  H.,  Gainesville  (Havana  U.,  1953) 
.Arango,  Carlos,  Brooklyn,  N.Y.  (U.  of  .Autioguia,  1965) 
■Arbesu,  Mario  .A.,  Miami  Beach  (U.  of  Mad-id,  1967) 
.Arey,  Donald  L.,  Orlando  (U.  of  Virginia,  1966) 
.Ascencios,  .Aquiles,  Hornell,  N.Y.  (San  Fernando  Medical 
School,  1962) 

.Ashcom,  Richard  C.,  Dayton,  Ohio  (Wayne  Medical 
School,  1947) 

.Ashkar,  Fuad  S.,  Miami  (.American  U.,  1962) 

.Ason,  Rafael,  Jacksonville  (U.  of  Santiago,  1968) 
.Auchenbach,  Ralph  C.,  Winter  Park  (Johns  Hopkins  U., 
1968) 

.Aycoth,  Edwa’-d  D.,  Charleston,  S.C.  (U.  of  North  Car- 
olina, 1969) 

-Azan,  Luis  M.,  Tampa  (Havana  U.,  1953) 

.Azar,  Maurice  M.,  Camillus,  N.Y.  (Tehran  Medical  School, 
1957)  . 

Baer,  George,  Bala  Cynwvd,  Pa.  (George  Washington  U., 
1935) 

Balaban,  Selma  .A.,  Merion,  Pa.  (Woman’s  Medical  Col- 
lege, 1957) 

-Baldwin,  Benjamin  C.,  Decatur,  Ga.  (Medical  College  of 
Georgia,  1965) 

Baldwin,  (Charles  J.,  Bossier  City,  La.  (Loyola  Stritch 
Medical  School,  1964) 

Bamberger,  Charles,  Glen  Oaks,  N.AC  (U.  of  Chile,  1969) 
Bane,  Don  B.,  Charleston,  S.C.  (Tulane  U.,  1964) 


Baney,  Richard  N.,  Pittsburgh,  Pa.  (U.  of  Pittsburgh, 

1963) 

Barlis,  .Arthur  .A.,  Stoneham,  Mass.  (New  York  Medical  >. 
College,  1964) 

Barlow,  Mahlon  H.  Jr.,  Baltimore,  Md.  (Emory  U.,  1962) 
Baroco,  Paul  T.,  Hurlbun  Field  (U.  of  Tennessee,  1969) 
Barold,  Samuel  S.,  Rochester,  N.Y.  (Sydney  .Australia 
Medical  School,  1960) 

Barr,  Richard  I.,  Fort  Benning,  Ga.  (U.  of  Louisville, 
1967) 

Barreau,  Jose  G.,  Chicago,  111.  (U.  of  Salamanca,  1964)  , 

Barreras,  Luis,  Memphis,  Tenn.  (Havana  U.,  1943) 
Barrison,  William  J.  Jr.,  Lewisburg,  Pa.  (George  Washing- 
ton U.,  1951) 

Barrocas,  Marcos,  Fort  O d,  Calif.  (U.  of  Madrid,  1963) 
Barry,  William  S.,  Pensacola  (.Albany  Medical  College,  I 
1969) 

Bass,  Harold  M.,  Mineola,  N.Y.  (.Albany  Medical  College, ' 
1966)  I 

Baver,  .Allen,  Fort  Myers  (Chicago  Medical  School,  1944)  j 
Baylus,  Meyer  M.,  Pikesville,  Md.  (U.  of  Maryland,  1930)  I 
Beer,  Daniel  T.,  VVoodmere,  N.Y.  (State  U.  of  New  York,  I 

1956) 

Beirne,  Daniel  K.,  Upper  Montclair,  N.J.  (National  U.  of 
Ireland,  1958) 

Bell,  Michael  C.,  Homestead  (U.  of  Pittsburgh,  1964) 

Beilis,  John  .A.,  Kennett  Square,  Pa.  (U.  of  Pennsylvania, 
1941) 

Benito,  Jose,  Houston,  Texas  (Havana  U.,  1945) 

Bennett,  George  M.,  Miami  (U.  of  Utah,  1968) 

Bennett,  Grant  M.,  Fort  Lee,  N.J.  (State  U.  of  New  York,  , 
Downstate,  1966) 

Benyunes,  .Abraham,  Odando  (Georgetown  U.,  1963)  . 

Berger,  .Alberto  J.,  Darby,  Pa.  (U.  of  Buenos  .Aires,  1962)  ' 
Berkowitz,  Martin,  Wilmette,  111.  (State  U.  of  New  York,  j 
Syracuse,  1959) 

Berkowitz,  Marvin  .A.,  Ocean,  N.J.  (U.  of  Leiden,  Hoi-  I 
land,  1962)  | 

Berkowitz,  Morton  L,  Pittsburgh,  Pa.  (U.  of  Pittsburgh,  (i 

1957)  j 

Bernabei,  Armand  L.  Jr.,  Drexel  Hill,  Pa.  (Temple  U.,  L 

1969)  |; 

Bernstein,  Leonard  H.,  Hampton,  Va.  (Western  Reserve  | 

U.,  1963) 

Bertematti,  Joaquin,  Miami  (Havana  U.,  1949) 

Bertman,  Martin  L,  Bethesda,  Md.  (New  York  Medical 
College,  1965) 

Bettenhausen,  Richard  L.,  Miami  (Northwestern  U.,  1966) 
Biasi,  V’incent  J.,  Rockville,  Md.  (Georgetown  U.,  1952) 
Bidstrup,  Richard  J.,  Fort  Walton  Beach  (Louisiana  State  i 
U.,  1962)  i 

Bilodeau,  Richard  G.,  Indianapolis,  Ind.  (Georgetown  U.,  ! 

1964) 

Binder,  Perry  S.,  Los  .Angeles,  Calif.  (Northwestern  U.,  ! 
1969) 

Birndorf,  Lawrence  .A.,  Gainesville  (U.  of  Michigan,  1967)  I 
Blake,  Wendell  O.,  Nashville,  Tenn.  (Meharry  Medical 
College,  1967)  j 

Bloch,  Edward  J.,  Belle  Harbor,  N.Y.  (New  York  Medical  ] 
College,  1969) 

Block,  Alan  J.,  Gainesville  (Johns  Hopkins  U.,  1962)  ! 

Block,  Melvin  .A.,  Grosse  Pointe  Farms,  Mich.  (Indiana  1 
U.,  1944) 

Bloodwell,  Robert  D.,  Metairie,  La.  (Baylor  U.,  1957)  [ 

Bockman,  .Albert  .A.,  Philadelphia,  Pa.  (Temple  U.,  1935) 
Boleman,  .Austin  P.  Jr.,  Largo  (Cornell  U.,  1938)  i 

Bonzon,  Teotimo  D.,  Syracuse,  N.Y.  (Far  Eastern  U.,  j 
1961) 

Borer,  Michael  J.,  New  Orleans,  La.  (Marquette  U.,  1965)  | 
Boudet,  Lino  E.,  Miami  (Havana  U.,  1949)  ! 

Bourguignon,  Roger  L.,  Orlando  (U.  of  Brussels,  1954)  j 
Bowman,  John  R.,  Plantation  (Vanderbilt  U.,  1951)  | 

Boyd,  Hugh  L.,  Ocean  Springs,  Miss.  (Tulane  U.,  1944)  ' 
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Boyer,  Andrew  G.,  Rocliester,  Minn.  (U.  of  Iowa,  1969) 
Boys,  Fay  F.,  Munster,  Ind.  (Kansas  U.  Medical  School, 
1927) 

Boysen,  Bette  Marie  E.,  Gulf  Breeze  (Stritch  Medical 
School,  Loyola  U.,  1968) 

Brandus,  Victor,  New  York,  N.Y.  (Bucharest  Medical 
School,  1935) 

Braukman,  Ernest  H.,  Pueblo,  Colo.  (U.  of  Colorado, 
1957) 

Bre,  Jacinto  L.,  Emporia,  Va.  (U.  of  Buenos  Aires,  1959) 
Brennan,  Frances  E.,  Pensacola  (Medical  College  of  Ala- 
bama, 1968) 

Bretz,  Gedeon  W.,  Baltimore,  Md.  (Medical  College 
Budapest,  1960) 

Bridges,  Clifton  L.,  Miami  (Emory  U.,  1969) 

Brodsky,  Jorge,  St.  Petersburg  (U.  of  Buenos  Aires,  1961) 
Brown,  David  L.,  Lexington,  Ky.  (New  York  Medical 
College,  1959) 

Brownell,  Thomas  S.,  Lighthouse  Point  (U.  of  Kansas, 
1940) 

Bruckner,  Howard  L.,  .\ugusta,  Ga.  (New  York  Medical 
College,  1966) 

Brumbelow,  Concepcion  C.,  Gainesville  (U.  of  Santo 
Tomas,  1963) 

Brumer,  Marshall  J.,  Brooklyn,  N.Y.  (Chicago  Medical 
School,  1967) 

Bryant,  David  L.,  Jacksonville  (U.  of  Florida,  1967) 
Bryant,  James  VV.,  Memphis,  Tenn.  (U.  of  Tennessee, 
1956) 

Buchanan,  Wallace  D.,  South  Bend,  Ind.  (Indiana  U., 

1933) 

Bueno,  Herman,  Cincinnati,  Ohio  (Colombia’s  National 
U.,  1947) 

Bukantz,  Samuel  C.,  New  York,  N.Y.  (New  York  U., 

1934) 

Bunn,  Jack  C.,  Gainesville  (Harvard  Medical  School, 
1966) 

Burkhard,  Robert  J.,  Cuyahoga  Falls,  Ohio  (St.  Louis  U., 
1946) 

Burns,  David  R.,  Eglin  AFB  (Hahnemann  Medical  Col- 
lege, 1966) 

Burns,  Winton  H.,  Fort  Rucker,  Ala.  (Indiana  U.,  1963) 
Burnsed,  David  W.,  Gainesville  (U.  of  Florida,  1967) 

Byer,  Barry,  Washington,  D.C.  (U.  of  Miami,  1969) 

Calderin,  Alberto  E.,  Miami  Beach  (Havana  U.,  1943) 
Call,  William  H.,  Golden,  Colo.  (Indiana  U.,  1956) 
Calodney,  Leonard,  Miami  (Washington  U.,  1969) 

Canaan,  Charles  J.,  Warren,  R.I.  (Cairo  U.,  1957) 
Canizares,  Frederico,  Miami  (Havana  U.,  1927) 

Cantwell,  Ronald  J.,  Miami  (Otago  U.,  1961) 

Capriotti,  Robert,  Altoona,  Pa.  (Hahnemann  Medical 
College,  1963) 

Caral,  Oreste  F.,  Hardwick,  Ga.  (Havana  U.,  1934) 
Cardinale,  Robert,  Newark,  N.J.  (U.  of  Padova,  Italy, 
1965) 

Carmona,  Agustin,  Orlando  (Havana  U.,  1960) 

Carmona,  Francisco,  Chicago,  111.  (Cartagena  Medical 
School,  1947) 

Carney,  Francis  E.,  Gainesville  (U.  of  Florida,  1969) 
Carreno,  Jose  A.,  Wadsworth,  Kansas  (Havana  U.,  1934) 
Carrillo,  Luis  E.  Maracaino,  Venezuela  (U.  of  Brazil, 
1958) 

Carrodeguas,  Luis,  Milledgeville,  Ga.  (U.  of  Havana, 
1938) 

Carter,  Edward  W.,  Eglin  AFB  (Baylor  U.,  1964) 

Carver,  Richard  F.,  Fern  Park  (State  U.  of  New  York — 
Upstate,  1963) 

Casademont,  .\ngel  C.,  Hialeah  (Granada  Medical  School, 
1969) 

Casas,  Osvaldo,  Milledgeville,  Ga.  (Havana  U.,  1949) 
Casey,  James  T.,  Gainesville  (Albany  Medical  College, 
1965) 

Cassan,  Stanley  M.,  Rochester,  Minn.  (McGill  U.,  1962) 
Castellanos,  Carlos  F.,  Hialeah  (Havana  U.,  1940) 

Castillo,  Boris  D.,  Jersey  City,  N.J.  (U.  of  Guavaquil, 
1965) 

Castle,  James  R.,  Gainesville  (West  Virginia  U.,  1969) 
Chang,  Jose  L.,  Huntington,  W.  Va.  (Far  Eastern  U., 
1964) 


Chapman,  William  L.,  Pittsburgh,  Pa.  (Temple  U.,  1945) 
Charytan,  Chaim,  Bronxville,  N.Y.  (Albert  Einstein  Medi- 
cal College,  1964) 

Chastanet,  David  A.,  Yonkers,  N.Y.  (Freiburg  U.,  1963) 
Choi,  Hanseek,  Tampa  (Seoul  National  U.,  1964) 
Chudnovsky,  Natalio,  Queens  Village,  N.Y.  (U.  of  Buenos 
Aires,  1963) 

Church,  Thomas  C.,  Metairie,  La.  (Wayne  State  U.,  1965) 
Clark,  Orlo  H.,  Chattahoochee  (U.  of  Rochester,  1936) 
Clark,  Ross  N.,  New  York,  N.Y.  (U.  of  California,  1967) 
Clarke,  John  S.,  Fort  Benning,  Ga.  (Albany  Medical 
School,  1963) 

Clarkson,  David  R.,  Pittsburgh,  Pa.  (U.  of  Florida,  1969) 
Clontz,  Luther  H.,  Morganton,  N.C.  (U.  of  North  Car- 
olina, 1957) 

Cochran,  Thomas  R.,  Satellite  Beach  (U.  of  Alabama, 
1969) 

Cofer,  Hershel  F.,  Canal  Zone  (Medical  College  of  Geor- 
gia, 1962) 

Cohen,  Harold  H.,  Mansfield,  Ohio  (Geneva  Medical 
School,  1956) 

Coleman,  John  W.,  New  York,  N.Y.  (Georgetown  U., 

1964) 

Coleman,  William  P.,  New  Orleans,  La.  (U.  of  Virginia, 
1953) 

Comas,  Mario  E.,  Baltimore,  Md.  (Havana  U.,  1943) 
Condron,  Colin  J.,  Key  Biscayne  (Trinity  College,  1961) 
Conn,  Ross  S.,  Greensburg,  Pa.  (Chicago  Medical  School, 
1969) 

Connor,  Joseph  A.  Jr.,  Tampa  (George  Washington  U., 
1943) 

Conrad,  Stanley  W.,  Philadelphia,  Pa.  (U.  of  Penn- 
sylvania, 1943) 

Cooke,  Alfred  J.,  Garden  City,  N.Y.  (Jefferson  Medical 
College,  1964) 

Cooper,  Joel  J.,  Searingtown,  N.Y.  (U.  of  Michigan,  1963) 
Cooper,  William  L.,  St.  Petersburg  (Wayne  U.,  1945) 
Cordero,  Renato  L.,  Chattanooga,  Tenn.  (Havana  U., 
1948) 

Corin,  Morton  S.,  San  Antonio,  Texas  (State  U.  of  New 
York-Downstate,  1965) 

Correa,  Mario,  Chicago,  111.  (Havana  U.,  1962) 

Corriero,  William  P.,  Fort  Lauderdale  ((George  Washing- 
ton U.,  1926) 

Corvese,  Louis  A.,  Jacksonville  (Yale  U.,  1956) 

Counts,  George  W.,  Miami  (U.  of  Iowa,  1965) 
Courington,  Frederick  W.,  Gainesville  (U.  of  Florida, 

1965) 

Cox,  William  S.,  Orlando  (U.  of  Tennessee,  1967) 

Cox,  William  W.,  Ormond  Beach  (U.  of  Tennessee,  1944) 
Craig,  David  M.,  St.  Paul,  Minn.  (U.  of  Minnesota, 
1939) 

Craig,  Walter  P.  Jr.,  Fort  Walton  Beach  (Tulane  U., 
1969) 

Cross,  Alfred  C.,  Shreveport,  La.  (U.  of  Arkansas,  1953) 
Crystal,  Franklin  A.,  Brooklyn,  N.Y.  (U.  of  Pennsylvania, 
1969) 

Cubarrubia,  Rodolfo  C.,  Strongsville,  Ohio  (Far  Eastern 
U.,  1963) 

Cullen,  Robert  F.,  Natick,  Mass.  (Seton  Hall  U.,  1963) 
Cunningham,  James  B.,  Miami  (Durham  U.,  England, 
1960) 

Cura,  Angela,  Miami  (Havana  U.,  1952) 

Curry,  Rupert  C.,  Gainesville  (U.  of  Florida,  1969) 

Curtin,  Jerome  E.,  Greensburg,  Pa.  (Georgetown  U., 
1942) 

Dabney,  James  C.,  Scott  AFB,  111.  (U.  of  Mississippi, 

1966) 

Da  Costa,  Henrique  G.,  Daytona  Beach  (Brazil  U.,  1957) 
D’Alessandro,  Arthur  J.,  South  Orange,  N.J.  (Columbia 
U.,  1935) 

Daly,  James  K.,  Jacksonville  (Medical  College  of  Virginia, 
1965) 

Danielson,  Carl  L.,  Butler,  Pa.  (U.  of  Pittsburgh,  1959) 
Davis,  Dale  G.,  Miami  (U.  of  Illinois,  1964) 

Davis,  Eschol  E.,  Charleston,  S.C.  (Tulane  U.,  1953) 
Davis,  Richard  M.,  Casselberry  (New  York  Medical  Col- 
lege, 1969) 

Davis,  William  B.,  Hillsdale,  Mich.  (U.  of  Michigan,  1954) 
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Deal,  Pamela  C.,  Gainesville  (U.  of  Florida,  1969) 

Deal,  Thomas  E.,  Gainesville  (U.  of  Florida,  1969) 
Deardourff,  Stephen  L.,  Miami  (Ohio  State  U.,  1968) 
de  Armas,  Raul,  Ithaca,  N.Y.  (Havana  U.,  1940) 

Debs,  Edmond  A.,  Miami  (Havana  U.,  1951) 

Deen,  Floyd,  Mor\-en,  N.C.  (Medical  College  of  Georgia, 

1963) 

Dehgan,  Robert  B.,  Orange  Park  (Pahlavi  U.,  1961) 
DeKr>-ger,  Lewis  L.,  Orlando  (U.  of  Michigan,  1967) 

De  La  Perriere,  Armand  A.,  Savannah,  Ga.  (Medical  Col- 
lege of  Georgia,  1963) 

de  la  Presilla,  Jacinto  F.,  Chattahoochee  (Havana  U., 

1946) 

de  la  Torre  Ugarte,  Luis  F.,  Miami  (San  Marcos  U.,  1956) 
de  Lerma,  Carlota,  Seminole  (U.  Chile,  1946) 

Delgado,  Ignacio  U.,  Miami  Beach  (Hav'ana  U.,  1961) 

Del  Rio,  Gabriel  G.,  Savannah,  Ga.  (Havana  U.,  1927) 
DeMatteis,  Albert  A.,  St.  Petersburg  (Hahnemann  Medi- 
cal College,  1942) 

DeMenezes,  Jose  E.,  Fort  Bragg,  N.C.  (U.  of  Minas 
Gerais,  1964) 

DeMeo,  Raphael  R.,  Hollis,  N.Y.  (Long  Island  Medical 
College,  1939) 

DePadua,  Constante  V.,  Gainesville  (U.  of  the  Philippines, 
1957) 

DeSouza,  William  C-,  Miami  (National  U.  of  Ireland, 
1965) 

Dewar,  William  D.,  Kenton,  Ohio  (Ohio  State  U.,  1944) 
Diaz,  Esteban’  V.,  Bel-Air,  Md.  (Havana  U.,  1946) 

Diaz,  Julio  M.,  Miami  (Havana  U.,  1941) 

Diaz-Torres,  Pedro  M.,  Guaynabe,  Puerto  Rico  (U.  of 
Puerto  Rico,  1960) 

Dieguez,  Adolfo,  Orlando  (Havana  U.,  1950) 

Diehl,  Earl  H.,  Birmingham,  Ala.  (U.  of  Florida,  1969) 
Diez,  Hugo,  Miami  (Havana  U.,  1955) 

Di  Ciiorgi,  Salvatore,  Miami  (U.  of  Catania,  1956) 

Dix,  John  H.,  Cuyahoga  Falls,  Ohio  (Western  Reserve, 
1945) 

Dix,  Robert  C.,  Milton,  Pa.  (Jefferson  Medical  College, 
1944) 

Dixon,  Sammie  D.,  Greenville,  S.C.  (Medical  College  of 
Georgia,  1969) 

Dobes,  VVilliam  L.,  Rochester,  Minn.  (Emory  U.,  1969) 
Dobson,  Dean  M.,  Gainesville  (Bowman  Graj'  School  of 
Medicine,  1968) 

Dourron,  Maria  L.,  Milledgeville,  Ga.  (Buenos  Aires  U., 
1956) 

Downs,  John  B.,  Gainesville  (U.  of  Florida,  1969) 
Dreifus,  Leonard  S.,  Narberth,  Pa.  (Hahnemann  Medical 
College,  1951) 

Druce,  Sidney,  New  York,  N.Y.  (Royal  College,  Edin- 
burgh, 1940) 

Drury,  Wiley  L.,  Winter  Park  (Medical  College  of  Geor- 
gia, 1968) 

Dunn,  Cedric  E.,  Beaver  Falls,  Pa.  (Hahnemann  Medical 
College,  1936) 

Dunn,  Jack,  Uniontown,  Pa.  (U.  of  Illinois,  1942) 
Duranco,  Luis  A.,  Chicago,  111.  (Antioquia  Medical  School, 
1956) 

Eckelberg,  Merlyn  E.,  Balboa  Heights,  Canal  Zone  (U.  of 
Wisconsin,  1964) 

Eich,  Wilbur  F.,  Jacksonville  (Tulane  U.,  1964) 
Eisenberg,  Harry  V.,  Brooklyn,  N.Y.  (Boston  U.,  1968) 
El-Tobgui,  Mahmoud  A.,  Bronx,  N.Y.  (Cairo  U.,  1963) 

• Encarnacion,  Efren  A.,  (Chicago,  111.  (U.  of  Santo  Tomas, 
1959) 

Enderle,  Frank  J.,  Atlantic  Beach  (Indiana  U.,  1963) 
Engelbaugh,  Harold  E.,  Cleveland,  Ohio  (Marquette  U., 
1959) 

Eppes,  Williford,  Newark,  Delaware  (U.  of  Maryland, 

1947) 

Epstein,  Barry  M.,  Hallandale  (State  U.  of  New  York- 
- Buffalo,  1967) 

Epstein,  Samuel,  Brooklyn,  N.Y.  (New  York  U.,  1934) 
Eschelman,  Lawrence  T.,  Portland,  Ore.  (Stanford  U., 

1964) 

Esteban,  David  P.,  Des  Plaines,  111.  (U.  of  Santo  Tomas, 
1953) 


Estes,  Ben  N.,  Charleston,  S.C.  (Medical  College  of  Soutlj 
Carolina,  1964) 

Estrada,  Carolina,  Torrance,  Pa.  (Havana  U.,  1945)  I 
Evans,  Oliver  N.,  Winter  Park  (Medical  College  of  Soutl 
Carolina,  1959) 

Farrell,  William  J.,  Evergreen  Park,  111.  (U.  of  St.  Louis 
1947) 

Fausel,  Robert  W.,  Orlando  (U.  of  Maryland,  1968) 

Faust,  Kenneth  J.,  Pensacola  (Columbia  U.,  1959) 

Feely,  Robert  E.,  New’port  News,  Va.  (U.  of  Florida 

1968) 

Fernandez,  Jose  M.,  Jacksonville  (Madrid  U.,  1969) 
Fernandez,  Luis  E.,  Orlando  (Havana  U.,  1953) 

Fernandez,  Rigoberto,  Jacksonville  (Havana  U.,  1954) 
Fernandez-Leal,  Luis  G.  L,  Lake  City  (Havana  U.,  1950) 
Fernandez,  Sosa,  Adalberto  J.,  Hazard,  Ky.  (Havana  U.,i 
1943) 

Ferro,  Fermin,  Miami  (Havana  U.,  1939)  ' 

Ferro,  Jose  A.,  Blacksburg,  Va.  (U.  of  Paris,  1936) 

Feuer,  Martin  M.,  New  York,  N.Y.  (New  York  U.,  1959)| 
Filberbaum,  Milton  B.,  Patchogue,  N.Y.  (Columbia  U.,i 
1928) 

Finkelstein,  Leon,  Rego  Park,  N.Y.  (U.  of  Bologna,  1969) 
Finlayson,  Gordon  C.,  Gainesville  (U.  of  Florida,  1969) 
Fleischer,  Renee  A.,  Beechhurst,  N.Y.  (New  York  U., 
1961) 

Fleming,  Arthur  R.,  Gainesville  (Temple  U.,  1946)  | 

Fleshman,  Earl  K.,  Jacksonville  (U.  of  Oregon,  1957) 

Flint,  John  S.,  Eglin  AFB  (Tufts  U.,  1947) 

Flor,  Remigio  J.,  Miami  (Central  U.  of  Madrid,  1963) 
Florman,  Larry  D.,  Rego  Park,  N.Y.  (U.  of  Louvain, 

1969) 

Font,  Ramon  L.,  Silver  Spring,  Md.  (Havana  U.,  1957) 
Fontanelli,  Enio,  Jacksonville  (U.  of  Pisa,  Italy,  1952) 
Forbes,  Thomas  W.,  Orange  Park  (Ohio  State  U.,  1968) 
Fornos,  Pedro  G.,  Dallas,  Texas  (Havana  U.,  1947) 

Fout,  Larry  R.,  Pensacola  (Ohio  State  U.,  1959) 

Fox,  James  E.,  Winter  Park  (U.  of  Michigan,  1965) 

Fox,  James  M.,  New  Rochelle,  N.Y.  (U.  of  Wisconsin,! 

1968)  j 
Frailey,  George  H.,  Mio,  Mich.  (State  U.  of  New  York- 

Downstate,  1964)  j 

France,  Frank  L.,  Cleveland  Heights,  Ohio  (Temple  U.,  ; 

1965)  1 

Fraser,  Lewis  K.,  Gainesville  (Johns  Hopkins  U.,  1967)  \ 
Freiberg,  Paul  H.,  Brooklyn,  N.Y.  (U.  of  Lovain,  1967)  I 

Freyre,  Serafina,  Coral  Gables  (Havana  U.,  1951)  ! 

Friedman,  Mitchell,  Miami  (U.  of  Miami,  1967) 

Frumovitz,  William  A.,  New  York,  N.Y.  (Chicago  Medi-  i 
cal  School,  1966)  j 

Fuentes,  Amaury  V.,  Miami  (Havana  U.,  1953)  ; 

Fulton,  Harold  E.,  Port  Huron,  Mich.  (U.  of  Pennsyl-  \ 
vania,  1948) 

Gagnon,  Raymond  Beaufort,  S.C.  (New  York  Medical  , 
College,  1966) 

Gale,  Tristan  M.,  Morgantown,  W.  Va.  (Far  Eastern  U.,  ' 

1969) 

Gallardo,  .\nnie  S.,  Gainesville  (U.  of  Philippines,  1964)  i 
Gallati,  George  C.,  Harvey,  111.  (U.  of  Illinois,  1961) 
Gamez,  Carlos  Miami  (Madrid  U.,  1965) 

Gandara,  Roberto  C.  C.,  Chattahoochee  (Havana  U., 
1943) 

Gandarillas,  Manuel  P.,  Cleveland,  Texas  (Havana  U.,  ' 
1951) 

Garay,  Lincoln  Jacksonville  (Central  U.  of  Madrid, 
1967) 

Garcia,  Julio  M.,  Miami  (Havana  C.,  1963) 

Gares,  Gustavo,  St.  Petersburg  (C’uito,  Ecuador  Central 
U.,  1953) 

Gartner,  Samuel,  Bronx,  N.Y.  'Long  Island  Medical  j 
College,  1925) 

Gassner,  VValter  F.,  Glen  Oak',  N.Y.  (State  U.  of  New 
York-Downstate,  19671  i 

Geissinger,  James  D.,  _;.i  ago.  111.  (Northwestern  U.,  i 
1963) 

Gelb,  Alvin  M.,  Tenafly,  N.J.  (New  York  U.,  1954)  | 

Geller,  Stephanie,  Rockville,  Md.  (State  U.  of  New  York- 
Downstate,  1968)  I 
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Genoe,  Gordon  A.,  Chicago,  III.  (Northwestern  U.,  1964) 
Gilbert,  Richard  M.,  New  York,  N.Y.  (New  York  U., 
1968) 

Gilibert,  Jose  E.,  Newtonville,  Mass.  (National  U.  of 
Mexico  City,  1965) 

Ginnis,  Malcolm  H.,  Roslyn,  N.Y.  (U.  of  Geneva,  1959) 
Giral,  -\ngel  L.,  Bartow  (Havana  U.,  1938) 

Giusti,  Yincent  F.,  Charlottesville,  Va.  (U.  of  Pennsyl- 
vania, 1964) 

Glass,  Joseph  L.,  New  York,  N.Y.  (Columbia  U.  1961) 
Glickfield,  Herbert  \V.,  Fort  Lauderdale  (Georgetown  U., 
1949) 

Gohil,  Jivanlal  P.,  Columbia,  S.C.  (Topiwala  National 
Medical  School,  1963) 

Gold,  Marvin  E.,  Tenafly,  N.J.  (Boston  U.,  1957) 
Goldman,  Richard  H.,  Miami  Beach  (Tufts  U.,  1961) 
Goldston,  William  R.,  Tampa  (Duke  U.,  1963) 

Gomez,  Francisco  D.,  Milledgeville,  Ga.  (Havana  U., 
1940) 

Gonzales,  Pedro  I.,  Fort  Eustis,  Va.  (Sto.  Tomas  U., 
1957) 

Gonzalez,  Giomar,  Overland  Park,  Kansas  (Javeriana  U., 
1961) 

Gonzalez,  Luis  E.,  Newport  News,  Va.  (Havana  U.,  1957) 
Gonzalez,  Pedro,  Chicago,  III.  (Havana  U.,  1954) 
Goodfriend,  Joseph,  Jamaica,  N.Y.  (U.  of  Toronto,  1937) 
Goodman,  .\lan  N.,  New  York,  N.Y.  (Boston  U.,  1960) 
Gould,  Philip  R.,  Cleveland  Heights,  Ohio  (Ohio  State 
U.,  1964) 

Graham,  Paul  A.,  Fort  Meade,  Md.  (Columbia  U.,  1961) 
Gray,  Rel  L.,  Jacksonville  (Louisiana  State  U.,  1966) 
Graybeal,  Robert  T.,  Gainesville  (Harvard  U.,  1969) 
Green,  Robert  Miami  Springs  (U.  of  Michigan,  1968) 
Greene,  Andrew  F.,  Charleston  Heights,  S.C.  (Harvard 
U.,  1967) 

Greenfield,  Herbert  Z.,  East  Orange,  N.J.  (New  York  U., 
1937) 

Greenlees,  Thomas  W.,  Cobleskill,  N.Y.  (New  York  Medi- 
cal College,  1949) 

Griffiths,  Edward  K.,  Sterling,  111.  (U.  of  Pittsburgh,  1953) 
Griggs,  Thomas  M.,  Gainesville  (U.  of  Virginia,  1968) 
Grinberg,  Marc  A.,  Gainesville  (Cornell  U.,  1969) 

Gripon,  Edward  B.,  San  Antonio,  Texas  (U.  of  Texas, 

1968) 

Griswold,  James  F.,  Fort  Walton  Beach  (U.  of  Ottawa, 

1966) 

Groover,  Ray,  San  .\ntonio,  Texas  (Medical  College  of 
Georgia,  1965) 

Gros,  Gerard,  .Ann  .\rbor,  Mich.  (U.  of  Haiti,  1947) 

Gros,  Jose  C.,  Memphis,  Tenn.  (Havana  U.,  1923) 

Gross,  Howard  E.,  Iowa  City,  Iowa  (U.  of  Nebraska, 

1966) 

Grundy,  Laurence,  Tampa  (Otago  Medical  School,  1962) 
Gstalder,  Roger  J.,  .Ann  .Arbor,  Mich.  (Johns  Hopkins  U., 
1966) 

Guerrero,  Juan  .A.,  Miami  (U.  of  Santiago,  1962) 
Gugliuzza,  Peter  V.,  Hollis,  N.Y.  (Long  Island  Medical 
College,  1938) 

Gunderman,  John  R.,  Indianapolis,  Ind.  (State  U.  of  New 
York-Buffalo,  1965) 

Gutierrez,  .Alberto  M.,  Cockeysville,  Md.  (Havana  U., 

1949) 

Hacker,  Louis  C.,  Oak  Park,  111.  (.Albany  Medical  College, 

1969) 

Haher,  Jane  N.,  East  Williston,  L.I.  (New  York  Medical 
College,  1967) 

Hale,  William  H.,  .Appleton,  Wise.  (Northwestern  U., 

1950) 

Hall,  David  L.,  Columbia,  Mo.  (U.  of  Tennessee,  1964) 
Hall,  James  H.,  Atlanta,  Ga.  (Emory  U.,  1966) 

Hall,  Robert  M.,  Gainesville  (U.  of  Michigan,  1967) 

Halle,  Michael  .A.,  Mineral  Wells,  Texas  (Howard  U., 
1965) 

Halpern,  Norman  B.,  Jacksonville  (Emory  U.,  1968) 
Hammersberg,  Jon  R.,  Virginia  Beach,  Va.  (U.  of  Florida, 
1968) 

Hanft,  Vida,  Brooklyn,  N.Y.  (Nagpur  Medical  College, 
1956) 

Harper,  Eugene  J.,  Silver  Spring,  Md.  (Duke  U.,  1967) 


Harrison,  Ludwika,  Miami  (U.  of  .Adelaide,  1967) 
Harvey,  William  D.,  Philipsburg,  Pa.  (Temple  U.,  I960) 
Hausman,  Marvin  S.,  Rockville,  Md.  (New  York  U., 

1967) 

Hawkins,  Henry  M.,  Gainesville  (U.  of  .Arkansas,  1964) 
Hayashi,  Nilda,  Cleveland,  Ohio  (U.  Buenos  .Aires,  1966) 
Hefelfinger,  David  C.,  .APO  New  York,  N.Y.  (U.  of  North 
Carolina,  1965) 

Helmus,  Wilbur  F.  Jr.,  Tacoma,  Wash.  (U.  of  Louisville, 

1961) 

Henderson,  Robert  R.,  Nashville,  Tenn.  (U.  of  Tennessee, 

1962) 

Hernandez,  George  .A.,  Miami  (Havana  U.,  1948) 
Hernandez,  Carlos,  Miami  (Havana  U.,  1960) 

Hernandez,  Julio  J.,  Houston,  Texas  (Havana  U.,  1941) 
Hernandez-De-.Armas,  Carlos  M.,  Newark,  N.J.  (Havana 
U.,  1952) 

Herold,  Frederick  S.,  Rantoul,  111.  (U.  of  Maryland,  1965) 
Herques,  .Anthony  J.,  Langley  .AFB,  Va.  (State  U.  of  New 
A'ork-Downstate,  1964) 

Hicks,  David  V.,  Jacksonville  (U.  of  Liv'erpool,  1960) 
Hill,  Joseph  .A.,  Miami  (U.  of  Miami,  1967) 

Hills,  Edward  R.,  MacDill  .AFB  (Meharry  Medical  Col- 
lege, 1966) 

Hneleski,  Ignatius  S.  Jr.,  Drexel  Hill,  Pa.  (Jefferson  Medi- 
cal School,  1964) 

Hodor,  Kenneth  R.,  Great  Neck,  N.Y.  (New  York  Medi- 
cal College,  1969) 

Holbert,  Robert  D.,  Jacksonville  (Tulane  Medical  School, 

1967) 

Holley,  Byron  E.,  Jonesboro,  Ga.  (U.  of  Miami,  1967) 
Holmes,  Finley  C.,  Pensacola  (U.  of  Tennessee,  1969) 
Hoover,  Ralph  S.,  Freeport,  111.  (Iowa  U.,  1957) 
Horowitz,  Harvey  A.,  Camp  Lejeune,  N.C.  (Temple  U., 

1968) 

Horowitz,  Marshall,  Jacksonville  (U.  of  Basel,  1966) 
Horwitz,  David  L.,  Rockville,  Md.  (U.  of  Chicago,  1967) 
Hunter,  Robert  C.,  Tallahassee  (U.  of  Chicago,  1939) 
Hutchinson,  Robert  C.,  Tampa  (U.  of  Louisville,  1969) 
Hutman,  Burton  S.,  Miami  (U.  of  Pittsburgh,  1960) 
Hyman,  George  F.,  Staten  Island,  N.Y.  (U.  of  Maryland, 

1968) 

Iglesias,  Tomas  J.,  Miami  (Madrid  U.,  1965) 

Inglis,  Ervine  P.,  Marietta,  Ga.  (Washington  U.,  1946) 
Innocent,  George  G.,  Loma  Linda,  Calif.  (Loma  Linda  U., 
1937) 

Irby,  Benjamin  F.,  Fort  McPherson,  Ga.  (Emory  U., 
1964) 

Isaza,  Jaime,  Gainesville  (U.  of  .Antioquia,  1950) 

Isch,  John  H.,  Miami  (Indiana  U.,  1967) 

Iturralde,  Ignacio,  Miami  (Havana  U.,  1943) 

Jackson,  Ernest  O.  Jr.,  Richmond,  Va.  (Vanderbilt  Medi- 
cal School,  1966) 

Jackson,  Gitta  W.,  Durham,  N.C.  (Duke  U.,  1968) 
Jacobo,  Miguel  E.,  Miami  (U.  of  Madrid,  1967) 

Jameson,  Simon,  Cleveland  Heights,  Ohio  (Buenos  .Aires 
Medical  School,  1961) 

Jassir,  Carlos,  Bronx,  N.Y.  (Javeriana  U.,  1962) 

Jilek,  Jaroslay  J.,  Jacksonville  (Charles  U.,  1953) 
Johnson,  David  .A.,  Metairie,  La.  (Tulane  Medical  School, 

1969) 

Johnson,  David  B.,  Batavia,  N.Y.  (Harvard  U.,  1938) 
Johnson,  John  .A.  Jr.,  Eglin  .AFB  (George  Washington 
U.,  1958) 

Johnson,  Gareth  R.  P.,  Fort  Rucker,  .Ala.  (U.  of  Kansas, 
1964) 

Jones,  .Archbold  M.  Jr.,  Marietta,  Ohio  (Jefferson  Medical 
College,  1959) 

Jones,  Dewey  H.  HI,  Satellite  Beach  (U.  of  .Alabama, 

1969) 

Jones,  Robert  D.,  St.  Petersburg  (Columbia  U.,  1967) 
Jovanovic,  Dusan,  Chicago,  111.  (U.  of  Belgrade,  1952) 
Juarez,  Jocelyn  T.,  Miami  (Cebu  Institute  of  Technologv, 
1964) 

Juarez,  Lyn,  Miami  (Havana  U.,  1946) 

Juels,  Charles  W.,  Gainesville  (U.  of  Cincinnati,  1969) 
Jukofsky,  Isidore,  Hollywood  (Long  Island  Medical  Col- 
lege, 1923) 
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Juncos,  Luis  I.,  Rochester,  Minn.  (National  U.  of  Cor- 
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Kahaner,  Harvey  A.,  APO  New  York,  X.Y.  (Tufts  U., 
1963) 
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Kerr,  John  E.  Jr.,  Michigan  City,  Ind.  (U.  of  Illinois, 
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Khalil,  Tawfik  A.  K.,  New  York,  N.Y.  (Cairo  U.,  1964) 
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1963) 
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Texas,  1959) 
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Larsen,  Eric,  Fort  Benning,  Ga.  (Case  Western  Reserve 
U.,  1965) 

Lawrence,  Richard,  Pensacola  (Columbia  U.,  1940) 
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Machado,  Gerardo,  Flushing,  N.Y.  (Havana  U.,  1955)  < 
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1934) 
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York  U.,  1965)  ' 
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Mann,  Charles  T.,  Niagara  Falls,  N.Y.  (U.  of  Rochester, 
1941)  I 
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gan, 1965) 

Ma'golin,  Jerry  A.,  University  Heights,  Ohio  (U.  of 
' Nebraska,  1963) 
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1 Markus,  Norman  J.,  Minot  AFB,  N.D.  (Northwestern 
I U.,  1969) 
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} McKinney,  Reginald  R.,  Hollywood  (Meharry  Medical 

’ College,  1969) 

McLaurin,  Lambert  P.,  Tampa  (U.  of  Florida,  1967) 

! Meia,  Harley  B.  A.,  Bronx,  N.Y.  (National  U.  of  Cordoba, 
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. Mercer,  Lloyd  F.  M.,  Dalton,  Ga.  (Yale  U.,  1969) 
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cal College,  1945) 
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1969) 
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Minsal,  Victor  A.,  Macclenny  (Havana  U.,  1929) 
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Moinuddin,  Mahmood,  Cleveland,  Ohio  (Osmania  U., 
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Nichols,  Richard  D.,  Ann  Arbor,  Mich.  (U.  of  Michigan, 

1961) 

Nickse,  Jose  C.,  Miami  (Havana  U.,  1943) 

Niesen,  Stephen  M,,  Lewisburg,  Pa.  (Medical  College  of 
Virginia,  1968) 

Nitzkin,  Joel  L.,  Miami  (Wayne  State  U.,  1966) 

Noble,  James  P.,  Arlington,  Va.  (U.  of  Miami,  1968) 
Northrop,  Mead  F.,  Gainesville  (State  U.  of  New  York- 
Syracuse,  1962) 

Northup,  Harry  M.,  Jacksonville  (U.  of  .\rkansas,  1968) 
Norton,  Frank  B.,  Mineola,  N.Y.  (U.  of  Bologna,  Italy, 
1969) 

Oakley,  Richard  S.,  Richmond,  Va.  (Medical  College  of 
Vi.ginia,  1966) 

Ocejo,  Julian,  Perry  Point,  Md.  (Havana  U.,  1927) 

Ogura,  George  L,  Denver,  Colo.  (U.  of  Colorado,  1942) 
Olson,  Kenneth  B.,  Loudonville,  N.Y.  (Harvard  Medical 
School,  1933) 

Orizondo,  Herminio  C.,  Orlando  (Havana  U.,  1962) 
Ornstein,  Henry  M.,  Richmond,  Va.  (U.  of  Geneva,  1966) 
Ortiz-Carrillo,  Salvador,  Killeen,  Texas  (Granada  Medical 
School,  1959) 

Osterling,  Dale  L.,  Orange  Park  (U.  of  Illinois,  1966) 
Otchin,  Neil  S.,  Rockville,  Md.  (Duke  U.,  1967) 

Otero,  Carlos  A.,  Columbia,  S.  C.  (Havana  U.,  1946) 
Otero,  Carlos  A.,  Chicago,  111.  (U.  of  Cartagena,  1963) 
Oxman,  Robin  N.,  Los  Alamitos,  Calif.  (New  York  U. 

1962) 

Palatinus,  Joseph,  Tampa  (U.  of  Florida,  1969) 

Panish,  Richard  M.,  Milwaukee,  Wise.  (U.  of  Illinois, 

1966) 

Paolillo,  Richard  D.,  Gulf  Breeze  (George  Washington 
U.,  1965) 

Parker,  Arthur  E.,  Warrington  (U.  of  Miss'ssippi,  1965) 
Parkhurst,  Leonard  W.,  Gladwyne,  Pa.  (Jefferson  Medical 
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Parsons,  Robert  G.,  Gainesville  (Lh  of  Flo  ida,  1969) 
Pasarin,  .\ntonio,  Miami  (Havana  U.,  1960) 

Patuleia,  Maria  C.,  New  York,  N.Y.  (U.  of  Lisbon,  1944) 
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Pehlivanian,  Zachary,  Washington,  D.  C.  (Faculty  Medi- 
cine of  Beirut,  1959) 

Pellizzari,  Rinaldo  G.,  E ie.  Pa.  (Modena  U.,  1954) 

Pena,  Constantino,  Miami  Beach  (U.  of  Santiago  de  Com- 
postela, 1967) 

Pena,  Ovidio,  Miami  (Havana  U.,  1960) 

Pendergrass,  John  L.,  Hurlburt  Fid.  (U.  of  Mississippi, 
1969) 

Penha,  Pedro  D.,  New  York,  N.Y.  (Sao  Paulo  U.,  1961) 
Pennington,  Edward  E.,  Tampa  (Tulane  U.,  1963) 

Perez,  Osvaldo,  DesPlaines,  111.  (Havana  U.,  1945) 
Perez-Sainz,  Andres  R.,  Miami  (Havana  U.,  1945) 

Perry,  Roger  B.,  Columbia,  S.C.  (State  U.  of  New  York- 
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Medical  School,  1966) 
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Phillips,  Elliot  S.,  Houston,  Texas  (Tulane  Medical  School, 
1934) 
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Pike,  Benjamin  F.,  Tampa  (U.  of  Tennessee,  1965) 
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School,  1969) 
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Aires,  1947) 

Pohlman,  Glenn  L.,  St.  Paul,  Minn.  (U.  of  Minnesota, 

1967) 

Pollack,  Michael  A.,  Key  West  (Albert  Einstein  Medical 
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Porter,  Robert  Westport,  Ind.  (Indiana  U.,  1952) 
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Ravin,  Mark  B.,  Gainesville  (New  York  U.,  1959) 

Reed,  James  W.,  San  Francisco,  Calif.  (Howard  U.,  1963) 
Regoli,  Robert  L.,  Shaw  AFB,  S.C.  (U.  of  Ottawa,  1966) 
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Rice,  W'illiam  C.,  Gainesville  (U.  of  Florida,  1969) 
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Ritz,  Norton  D.,  Brooklyn,  N.Y.  (U.  of  Minnesota,  1941) 
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Rojas,  Mario  G.,  Augusta,  Ga.  (U.  Nacional,  1958) 

Rojas,  Miguel  C.,  Tampa  (Havana  U.,  1961) 

Rollie,  Orris  0.,  New  Brighton,  Minn.  (U.  of  Illinois, 
1946) 

Rooney,  Sharon  M.,  New  York,  N.Y.  (New  York  Medical 
College,  1968) 

Rosenbaum,  Stephen  D.,  Fort  Rucker,  .\la.  (U.  of  Mary- 
land, 1968) 

Rosenthal,  Norman  S.,  Jamaica  Estates,  N.Y.  (New  York 
Medical  College,  1967) 

Rosewater,  Stanley  E.,  Myrtle  Beach  AFB.,  S.  C.  (Ohio 
State  U.,  1965) 

-Ross,  Milton  S.,  Mt.  Kisco,  N.Y.  (Johns  Hopkins  U., 
1940) 

Ross,  Robert  W.,  Fort  Walton  Beach  (U.  of  Arkansas, 
1967) 

Roth,  Joshua  S.,  Floral  Park,  N.Y.  (State  U.  of  New 
York-Downstate,  1967) 

Roth,  Robert  A.,  Gainesville  (Case  W'estern  Reserve,  1968) 


Roth,  Sally  S.,  Gainesville  (Case  W^estern  Reserve,  1968 
Rottner,  Mark  H.,  Waco,  Texas  (New  York  Medica 
College,  1941) 

Ruano,  Vicente  M.,  Baltimore,  Md.  (Havana  U.,  1941) 
Ruas,  Ernesto,  Orlando  (Havana  U.,  1952) 

Ruas,  Sarah  B.,  Orlando  (Havana  U.,  1952) 

Rubenberg,  Martin,  Brooklyn,  N.Y.  (Washington  U. 
1960) 

Rubin,  Arthur  S.,  Panama  City  (State  U.  of  New  York 
Downstate,  1965) 

Rubin,  Peter  E.,  Gainesville  (U.  of  Rochester,  1967) 
Rudnick,  Jeffrey  P.,  Watertown,  Mass,  (.\lbany  Medical 
College,  1966) 

Rush,  Martin  R.,  New  York,  N.Y.  (Hahnemann  Medica 
College,  1941)  ; 

Russell,  Lloyd  W.,  Mobile,  Ala.  (U.  of  Tennessee,  1955/ 
Rust,  Garry  F.,  New  Orleans,  La.  (Creighton  U.,  1964) 


Saad,  Maher  Y^.,  Brookville,  L.I.,  N.Y.  (Cairo  U.,  1961) 
Sable,  Richard  S.,  Newton,  Mass.  (Tufts  U.,  1966) 

Sablosky,  Lester,  Norristown,  Pa.  (Hahnemann  Medica 
College,  1950) 

Saenz,  Pedro  E.,  Bridgeville,  Pa.  (Havana  U.,  1953)  | 

St.  Petery,  Julia  C.  R.,  Gainesville  (U.  of  Florida,  1969) 

St.  Peter>',  Louis  B.  Jr.,  Gainesville  (U.  of  Florida,  1969)1  . 

Salazar,  Jorge,  Miami  (Havana  U.,  1949)  j • 

Salazar,  Jose  L,  Plant  City  (U.  of  Javeriana,  1954)  1 

Salinas,  Orlando  F.,  Virginia  Beach,  Va.  (U.  of  St.  Simon!  » 

1957) 

San  Pedro,  Jorge  J.,  Man,  W.  Va.  (Havana  U.,  1954)  | 

Santiago,  Ramon,  Tampa  (Havana  U.,  1960)  j 

Santiesteban,  Hector  D.,  Miami  (Havana  U.,  1951)  I 
Santoni,  Ernesto,  Fort  Benning,  Ga.  (U.  of  Santc) 
Domingo,  1959)  i 

Sapoznikoff,  John  B.,  Fort  Knox,  Ky.  (Hahnemann  Medi-i  \ 
cal  College,  1965)  I .■ 

Sariol,  Oscar,  Lauderhill  (Havana  U.,  1951)  ' 

Sauls,  Larry  J.,  Albany,  Ga.  (U.  of  Mississippi,  1967)  ' 

Schaff,  Hartzell  V.,  Mc.-Mester,  Okla.  (U.  of  Oklahoma,;  ( 
1942)  I 

Scharf,  Victor,  University  Heights,  Ohio  (Western  Re-i  • 
serve  U.,  1954)  | 

Schechter,  Lawrence  S.,  New  York,  N.Y.  (New  Yorki 
Medical  College,  1966) 

Scheer,  Henry  M.,  West  Palm  Beach  (New  York  U.,  1915)'  I 
Schlessel,  Theodore  E.,  Hamden,  Conn.  (Rochester  U.,i ) 
1955)  1, 

Schneider,  Allan,  Brooklyn,  N.Y.  (Bologna  Medical]  <■ 
School,  1966)  ' 

Schneider,  Thomas  J.,  Cleveland  Heights,  Ohio  (Jefferson;^ 
Medical  College,  1965)  | 

Schreiber,  Maurice  M.,  Brooklyn,  N.Y.  (George  Washing-1 1 
ton  U.,  1931) 

Schulman,  Lawrence,  Riverdale,  N.Y.  (State  U.  of  New  ■ 
York-Downstate,  1963)  i 

Schultz,  Robert  B.,  Baltimore,  Md.  (New  York  U.,  1962)]  ' 
Schuster,  Samuel  R.,  Wellesley,  Mass.  (Western  Reserve!  * 
U.,  1950)  < 

Schutz,  James  S.,  New  York,  N.Y.  (Harvard  U.,  1969) 
Schuyler,  Robert  M.,  Milwaukee,  Wise.  (U.  of  VVisconsin,| 
1946) 

Scialli,  Vincent  A.,  Passaic,  N.J.  (Hahnemann  Medical'' 
College,  1939) 

Scott,  C.  Paul,  Baltimore,  Md.  (Case  Western  Reserve:* 
U.,  1968)  ■ 

Scruggs,  Thomas  M.,  Birmingham,  .\la.  (Johns  Hopkins ' I 
U.,  1957)  ; 

Seager,  Orin  A.,  Ventura,  Calif.  (U.  of  Pennsylvania,  1 1 

1968) 

Seder,  Harold  B.,  Columbia,  S.C.  (U.  of  Pittsburgh,  1965)  ’ » 
Seeley,  Ronald  L.,  Key  Biscayne  (U.  of  Nebraska,  1966)  < 
Segel,  Nathan,  Miami  Beach  (Witwatersrand  U.,  1951)  ‘ 

Seidenberg,  Bernard,  Bronx,  N.Y.  (New  York  U.,  1947) 
Seife,  Irwin,  Binghamton,  N.Y.  (Bowman  Gray  Medical 
School,  1951) 

Seligman,  Fred,  Miami  (McGill  Medical  School,  1963)  i 
Seltzer,  Murray  H.,  Philadelphia,  Pa.  (U.  of  Pennsylvania,  i 
1965) 

Serrano-Milanes,  Luis  F.,  Hato  Rey,  Puerto  Rico  (Havana  I 
U.,  1952) 
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jt'Serrao,  Carlos,  Coral  Gables  (National  U.  of  Cordoba, 
«(l  1961) 

,v  'Shaw,  Maurice  H.,  Tampa  (Witwatersrand  U.,  1959) 

IlShear,  Robert  H.,  Birmingham,  Ala.  (Medical  College  of 
I Georgia,  1964) 

Sheffield,  William  E.  Jr.,  Orlando  (U.  of  Tennessee,  1966) 
jSheridan,  Howard  M.,  Orlando  (Tulane  Medical  School, 
1969) 

Sherman,  Fred  P.,  Leonia,  N.J.  (Jefferson  Medical  College, 
1969) 

Sherman,  Michael  L.,  Baltimore,  Md.  (U.  of  Maryland, 
, 1967) 

:Shirkey,  Harry  C.,  Honolulu,  Hawaii  (U.  of  Cincinnati, 
1945) 

Shulman,  Howard,  Newlett,  N.Y.  (Chicago  Medical 
School,  1960) 

.Shulman,  Julius,  El  Reno,  Okla.  (State  U.  of  New  York- 
Downstate,  1969) 

(Shulman,  Stanford  T.,  Gainesville  (U.  of  Chicago,  1967) 
:Siano,  Juan  C.,  Jacksonville  (U.  of  Buenos  .\ires,  1952) 
Siegler,  Howard  M.,  Houston,  Texas  (New  York  Medical 
College,  1965) 

Sievert,  Rodrigo  R.,  Jacksonville  (U.  of  Philippines,  1964) 

I Silverman,  Frederick  W.,  Great  Neck,  N.Y.  (New  York 
I Medical  College,  1969) 

I Simon,  Lawrence  F.,  Tyndall  .^FB  (State  U.  of  New 
' York-Upstate,  1965) 

( Simon,  Sylvan  VV.,  Miami  Beach  (Rush  Medical  College, 
1929) 

( Singerman,  Leonard  J.,  Miami  (Chicago  Medical  School, 
1950) 

1 Singletary,  Robert  W.,  Nashville,  Tenn.  (Meharry  Medical 
i College,  1967) 

: Sippe,  Joseph  L.,  Rochester,  Minn.  (Medical  College  of 
Virginia,  1968) 

Sison,  .\rturo  T.,  Daytona  Beach  (U.  of  Santo  Tomas, 

1961) 

Sisson,  John  M.,  Thomasville,  Ga.  (Wayne  State  U., 
1937) 

Slabey,  John  L.,  Jupiter  Inlet  Colony  (New  York  U., 
1934) 

Slepian,  Jacob  Z.,  Wheaton,  Md.  (U.  of  Bologna,  1968) 
Smith,  Curran  J.,  Gainesville  (U.  of  Missouri,  1966) 
Smith,  Don  N.,  Redlands,  Calif.  (Tulane  U.,  1959) 

Smith,  Earl  A.,  Milton  (Temple  U.,  1967) 

Smith,  James  A.,  Pensacola  (U.  of  California,  1968) 
Smith,  Robert  B.,  Yonkers,  N.Y.  (State  U.  of  New  York- 
Downstate,  1965) 

Smyth,  Joseph  P.,  Winter  Park  (Creighton  U.,  1964) 
Snelling,  John  M.  Jr.,  Charlotte,  N.C.  (Medical  College  of 
Georgia,  1943) 

So,  Antero  G.,  Miami  (U.  of  Sto  Tomas,  1956) 

Sohn,  Yung  J.,  Miami  (State  U.  of  New  York-Downstate, 
1958) 

Sokmensuer,  .Adil,  Lantana  (U.  of  Istanbul,  1951) 

Solar,  .\ngel  O.,  St.  Petersburg  (Havana  U.,  1943) 

Solik,  .<\lex  E.,  Flint,  Mich.  (U.  of  Illinois,  1959) 

Sollee,  Arthur  N.,  Memphis,  Tenn.  (U.  of  Tennessee,  1968) 

' Sonkin,  Eli  D.,  North  Miami  Beach  (U.  of  Kentucky, 

I 1969) 

' Soskis,  David  A.,  Rochester,  N.Y.  (Yale  U.,  1968) 

( Soss,  Sheldon  B.,  Biloxi,  Miss.  (Jefferson  Medical  College, 
i 1964) 

I Spector,  Steven  D.,  Orlando  (U.  of  Louvain,  1970) 

I Spillert,  Leonard  J.,  Jacksonville  (U.  of  Louvain,  1970) 

I Springer,  Philip  K.,  Gainesville  (U.  of  Mississippi,  1960) 
Spunt,  Edward  T.,  Delray  Beach  (New  York  U.,  1930) 

I Stebbins,  George  G.,  Madison,  Wise.  (U.  of  Wisconsin, 
1955) 

Stern,  James  M.,  Miami  (Jefferson  Medical  College,  1958) 
Stewart,  James  G.  Jr.,  Miami  (U.  of  Pennsylvania,  1965) 
Stith,  James  L.,  Gautier,  Miss.  (George  Washington  U., 
1956) 

Stoker,  William  A.,  Columbus,  Ga.  (Georgetown  U., 
1968) 

Stone,  Donald  L.,  Mobile,  Ala.  (U.  of  Arkansas,  1961) 
Stracner,  Bobby  D.,  Clearwater  (U.  of  .\rkansas,  1966) 
Strickland,  Hilliard  A.,  Mt.  Pleasant,  S.C.  (Medical  U. 
of  South  Carolina,  1968) 


Stringfield,  James  T.  Ill,  Pensacola  (U.  of  Alabama, 
1969) 

Sturich,  Jose  R.,  Long  Beach,  Calif.  (U.  of  Nacional  de 
Cordoba,  1953) 

Suarez,  Juan  B.,  Elmhurst,  N.Y.  (U.  of  Madrid,  1963) 
Sulkin,  Michael  D.,  Richmond,  Va.  (Boston  U.,  1966) 
Sullivan,  James  S.,  Winter  Park  (U.  of  Alabama,  1968) 
Sullivan,  Thomas  D.,  Riverside,  111.  (Loyola  LL,  1969) 
Sussman,  Howard  M.,  New  York,  N.Y.  (State  U.  of  New 
York-Downstate,  1959) 

Sutton,  Diane  J.,  San  Francisco,  Calif.  (U.  of  Florida, 
1969) 

Swarr,  James  H.,  Burlington,  Mass.  (Harvard  U.,  1964) 
Swaye,  Paul  S.,  North  Miami  (Queen’s  U.,  1965) 

Taft,  Steven  D.,  Flushing,  N.Y.  (.Albert  Einstein  Medical 
College,  1968) 

Tamer,  Mohammad  A.,  Coral  Gables  (Damascus  U., 

1962) 

Tara,  Charles  S.,  Winston-Salem,  N.C.  (U.  of  Vermont, 
1969) 

Tarnoff,  Stephen  J.,  Bronx,  N.Y.  (Chicago  Medical 
School,  1966) 

Taslimi,  Kamal  A.,  Wyncote,  Pa.  (Baghdad  U.,  1966) 
Tasoff,  .-Man  E.,  Fort  Walton  Beach  (U.  of  Chicago,  1968) 
Tate,  Cecil  E.,  Jackson,  Mich.  (U.  of  Illinois,  1932) 
Tavana,  Manoucher,  Erie,  Pa.  (U.  of  Geneva,  1957) 
Taylor,  Hoyt  C.,  Meriden,  Conn.  (Cornell  U.,  1938) 
Tchertkoff,  Victor,  Tenafly,  N.J.  (New  York  Medical 
College,  1943) 

Teachey,  William  S.,  Gainesville  (U.  of  North  Carolina, 

1968) 

Teegen,  John  T.,  Indian  Harbour  Beach  (U.  of  Iowa, 
1960) 

Tehrani,  Massoud  B.,  Malyern,  Pa.  (U.  of  Tehran,  1956) 
Temes,  Gerald  D.,  Glainesville  (State  U.  of  New  York- 
Upstate,  1963) 

Ten  Have,  Ralph,  Panama  City  (U.  of  Michigan,  1955) 
Tennant,  Harry  R.,  Columbus,  Ga.  (U.  of  Virginia,  1965) 
Tennant,  Maurice  M.,  Palos  Heights,  111.  (U.  of  Illinois, 
1943) 

Thinnes,  John  L.  Jr.,  Cincinnati,  Ohio  (U.  of  Cincinnati, 
1953) 

Thomas,  Daniel  J.,  Pensacola  (Jefferson  Medical  College, 

1963) 

Thomas,  Henry  F.  Jr.,  Gainesville  (U.  of  North  Carolina, 
1966) 

Thomas,  Wallace  A.,  Sumter,  S.C.  (U.  of  Arkansas,  1968) 
Thomason,  Henry  C.  Jr.,  Jacksonville  (U.  of  North  Caro- 
lina, 1967) 

Thorn,  John  E.,  .\lbuquerque,  N.  Mexico  (Medical  College 
of  Virginia,  1968) 

Tipping,  James  S.,  Pittsburgh,  Pa.  (U.  of  Pittsburgh, 
1941) 

Toranto,  I.  Richard,  Miami  Beach  (Northwestern  U., 

1969) 

Trettel,  Raymond  J.,  Key  West  (Loyola  U.,  1953) 

Triana,  Manuel,  Oak  Park,  111.  (Havana  U.,  1945) 

Trodella,  George  P.,  Medford,  Mass.  (Tufts  U.,  1943) 
Troost,  Bradley  T.,  Miami  Shores  (Harvard  Medical 
School,  1963) 

Tuazon,  Jaime  G.,  Gainesville  (U.  of  Santo  Tomas,  1964) 
Tullis,  Charles  S.  Jr.,  Dunnellon  (U.  of  Florida,  1969) 

Urrutia,  Ruben  O.,  Rio  Piedras,  Puerto  Rico  (U.  of 
Salamanca,  1967) 

Vaccaro,  Michael,  Malvern,  Pa.  (Jefferson  Medical  Col- 
lege, 1934) 

Vaclavek,  Caridad  L.,  Miami  (Cebu  Institute  of  Tech- 
nology, 1962) 

Valdes,  Carlos,  Hollywood  (Havana  U.,  1957) 

Valdes,  .\mauri,  Roseville,  Mich.  (Madrid  U.,  1965) 

Valle,  Manuel,  Fort  Lauderdale  (Havana  U.,  1955) 

Vallejo,  Jorge  A.,  Hialeah  (Havana  U.,  1960) 

Vanderwerf,  Ben  A.,  Miami  Beach  (U.  of  Nijmegen, 
Netherlands,  1959) 

Vazouez,  .Antonio,  Hollywood  (U.  of  Madrid,  1966) 
Vazouez,  Heriberto,  Williamsburg,  Va.  (Havana  U.,  1953) 
Velasquez,  .Augusto  C.,  Jacksonville  (U.  of  Sto  Tomas, 
1958) 
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\'elez-\'elasquez,  Margarita,  Jacksonville  (U.  of  Sto 
Tomas,  1964) 

Verzosa,  Vicente  S.,  Beckley,  \V.  Va.  (Far  Eastern  U., 

1961) 

\'esser,  Hubert  H.,  Rochester,  Minn.  (U.  of  Tennessee, 
19S5) 

Vidal,  Alberto,  Chicago,  111.  (Montevideo  Medical  School, 

1962) 

X'ieira,  Euripedes  T.,  Lakeland  (Triangulo  Mineiro  Medi- 
cal School,  1960) 

\ illaflor,  Rady  I.,  Bloomfield  Hills,  Mich.  (U.  of  Philip- 
pines, 1959) 

\'illalobos,  Carlos  E.,  Chicago,  111.  (U.  of  San  Marcos, 

1963) 

Villalon,  Ivan  O.,  Yonkers,  X.Y.  (Havana  U.,  1948) 
Vilmos,  Paul,  Yonkers,  X.Y.  (Budapest  Medical  School, 
1954) 

Violin,  George  Boston,  Mass.  (Columbia  U.,  1967) 
Vitas,  Ovidio  E.,  Rochester,  Minn.  (Xational  U.  of  Cor- 
doba, 1963) 

Machos,  George,  Fort  Lee,  X.J.  (Lausanne  Medical 
School,  1962) 

Wald,  Harlan  L,  Xevv  York,  X.Y.  (Duke  U.,  1968) 

Wallar,  Durrand  E.,  Green\'ille,  S.C.  (Queen’s  U.,  1951) 
Warner,  Roger  S.,  .\PO  Xevv  York  (Emory  U.,  1967) 
Waskovv,  Walter  H.,  Yardley,  Pa.  (Hahnemann  Medical 
School,  1956) 

Watson,  Robert  T.,  Gainesville  (U.  of  Florida,  1969) 
Weaver,  Roy  Chapel  Hill,  X.C.  (U.  of  Xorth  Carolina, 
1963) 

Wechsler,  Michael  H.,  Eastchester,  X.Y.  (St.  Louis  U., 
1965) 

Weeks,  John  W.  Sr.,  Gainesville  (Duke  U.,  1965) 
Weinshelbaum,  .\rlene,  Gainesville  (U.  of  Chicago,  1968) 
Weinshelbaum,  Edward,  Gainesville  (U.  of  Chicago,  I960) 
Weinstein,  Leonard  S.,  Mobile,  .Ma.  (U.  of  Pennsylvania, 
1969) 

Weintraub,  Harold  P.,  Boston,  Mass.  (McGill  U.,  1969) 
Weissman,  Bruce  W.,  San  .\ntonio,  Texas  (Jefferson  Medi- 
cal College,  1965) 

Wenzel,  Margaret  S.,  Stamford,  Conn.  (Yale  U.,  1958) 
Wershba,  Martin  S.,  Willingboro,  X.J.  (Georgetown  U., 
1969) 


West,  Charles  S.  Jr.,  Orlando  (Emory  U.,  1969) 

Westland,  Margaret  M.  H.,  Gulf  Breeze  (U.  of  Kentuck 
1969) 

Whalev,  Morgan  X'.,  Orlando  (Medical  College  of  Georg' 
196'9) 

White,  Lowell  C.  Jr.,  Gainesville  (U.  of  Washingtc 
1953) 

Weiner,  Hariy-  J.,  Revere,  Mass.  (U.  of  Michigan,  193' 
Wigoda,  Luis,  Xorth  Miami  Beach  (U.  Autonoma 
Mexico,  1965) 

Wilcox,  Clyde  W.  Jr.,  Tampa  (U.  of  Xebraska,  1968) 
Wilson,  Ralph  S.,  Charlotte,  X.C.  (Indiana  U.,  1968)  ■ 

Wind,  Chiel  Gainesville  (Hadassah  U. -Israel,  1962)  ^ 
Wine,  Harvey  G.,  Miami  (U.  of  Toronto,  1964) 

Winokur,  Solomon,  Xew  Orleans,  La.  (Tulane  U.,  1933)  ! 
Wolf,  David  J.,  Xew  York,  X.Y.  (U.  of  Saskatchewal— 
1962)  ■ 

Wolstein,  David  G.,  Howard  Beach,  X.Y.  (Chicago  Mec  f 
cal  School,  1963)  1 

Wright,  Joseph  W.  HI,  Tampa  (U.  of  Michigan,  1969)  • 
Wriglev,  Benham  R.,  Peoria,  111.  (Albanv  Medical  Collegly 
1947)  ' j] 

Wundedich,  Howard  O.,  Port  Jefferson,  X.Y.  (Long  Islarj 
College  of  Medicine,  1943) 

Wyatt,  Betty  S.,  Chicago,  111.  (Medical  College  of  Virginij 
1966) 

Wynne,  James  W.,  Gainesville  (Cornell  U.,  1969) 

Yager,  Alfred,  Englewood  Cliffs,  X.J.  (U.  of  Virgin! i 
1947) 

Yager,  Robert  L.,  West  Xew  York,  X.J.  (Xew  York  L| 
1956)  I 

Yankow,  Sanford  L.,  Miami  (U.  of  Miami,  1969)  ^ 

Yeh,  Billy  K.,  Miami  Beach  (Xational  Taiwan  U.,  196l' 

Zavelson,  Thomas  M.,  Gainesville  (Duke  U.,  1969)  |l 
Zellner,  Jason  M.,  Xew  York,  X.Y.  (Chicago  Medic|* 
School,  1969) 

Ziefert,  William  C.*  Maplewood,  X'.J.  (State  U.  of  Xe  i 
York-Downstate,  1962) 

Zighelboim,  Abraham,  Miami  Shores,  (U.  of  Del  Zulii 
1956) 

Zomorodian,  Ali  A.,  Lake  City  (U.  of  Teheran,  1956)  ■ I 
Zornosa,  Rafael,  Hialeah  (Colombian  Xational  U.,  19S;| 
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MEETINGS 


Approved  by  FMA 

Committee  on  Continuing  Education 

SEPTEMBER 

20-25  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion; Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

. OCTOBER 

8-  9 Otolaryngology  for  the  Family  Physician, 
Sheraton-Four  Ambassadors  Hotel,  Miami. 
For  information:  Fredric  W.  Pullen,  M.D., 
P.O.  Box  875,  Biscayne  Annex,  Miami 
33152. 

f 11-15  Diagnosis  of  Cardiac  Arrhythmias,  Wolfson 
Auditorium,  Mt.  Sinai  Hospital,  Miami 
Beach.  For  information:  Philip  Samet, 

M.D.,  4300  Alton  Road,  Miami  Beach 
33140. 

: NOVEMBER 

• 19-20  Tenth  Annual  Physicians’  Seminar  on  Re- 

( spiratory  Diseases  and  Workshop  for  Allied 
Health,  Perdido  Bay  Inn  & Golf  Club,  Pen- 
sacola. For  information:  Jay  D.  Williams 
Jr.,  M.D.,  Box  8127,  Jacksonville  32211. 

29-Dec.  4 Courses  of  Instruction  in  Coronary 
Care  for  the  Practicing  Physician,  Jack- 
son  Memorial  Hospital,  Miami.  For  infor- 
mation: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

' DECEMBER 

' 7-10  Clinical  Nephrology  and  Heart  Disease 
Seminar,  Eden  Roc  Hotel,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Mt. 
Sinai  Hospital,  4300  Alton  Rd.,  Miami 
Beach  33140. 

13-18  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 


Florida  State  Board  of  Medical  Examiners: 
January  16-18,  1972,  Tampa 

For  information:  Mrs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 


National  and  Regional 
Meetings  Held  in  Florida 

OCTOBER 

4-  7 .'Xmerican  Academy  of  Family  Physicians, 
Miami  Beach.  Exec.  Dir.:  Mr.  Mac  F. 
Cahal,  JD,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112. 

12-16  Congress  of  Neurological  Surgeons,  Ameri- 
cana Hotel,  Bal  Harbour.  Sec.:  Bernard  S. 
Patrick,  M.D.,  University  Medical  Center, 
2500  N.  State  St.,  Jackson,  Miss.  39216. 

31 -Nov.  3 Academy  of  Psychosomatic  Medicine, 
18th  Annual  Meeting,  Colony  Beach  Club, 
Sarasota.  Exec.  Dir.:  Adam  J.  Krakowski, 
M.D.,  202A  Cornelia  St.,  Plattsburgh,  New 
York  12901. 

NOVEMBER 

1-  4 Southern  Medical  Association,  Miami 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts, 
2601  Highland  Ave.,  Birmingham,  Ala. 
35205. 

2 George  Papanicolaou  Memorial  Seminar  in 
Gynecologic  Pathology,  Fontainebleau 
Hotel,  Miami  Beach.  Dir.:  George  loan- 
nides,  M.D.,  1830  S.W.  99th  Ave.,  Miami 
33165. 

3-  7 Florida  Chapter  of  American  Academy  of 

Pediatrics  and  Florida  Pediatric  Society 
Annual  Meeting,  Curacao  Hilton,  Curacao, 
Netherlands,  W.I.  John  C.  Moore,  M.D., 
82  Lake  Morton  Dr.,  Lakeland  33801. 

4-  6 Southern  Thoracic  Surgical  Association, 

Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  Va. 
23219. 

JANUARY 

17- 19  American  College  of  Surgeons,  Sectional 

Meeting.  Sheraton-Four  Ambassadors 
Hotel,  Miami.  Info.  Communications  Divi- 
sion, 55  E.  Erie  St.,  Chicago  60611. 

APRIL 

18- 20  American  Academy  of  Facial  Plastic  and 

Reconstructive  Surgery,  Hollywood  Beach 
Hotel,  Hollywood  Beach.  Sec.:  Carl  N. 
Patterson,  M.D.,  1110  W.  Main  St.,  Dur- 
ham, North  Carolina  27701. 

18-19  American  Broncho-Esophagological  Asso- 
ciation, Hollywood  Beach  Hotel,  Holly- 
wood. Walter  H.  Maloney,  M.D.,  2065 
Adelbert  Rd.,  Cleveland  44106. 
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Classified 


physicians  wanted 


General  Practitioners 

EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 

gressive GP  associate.  Central  Florida  near  Disney 
World.  Excellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


GENERAL  PRACTITIONER  WANTED:  For 

private  practice  netting  at  least  $25,000  yearly.  Pleas- 
ant surroundings,  Jacksonville  area.  Seventy-five  bed 
county  hospital  adjacent  to  modern  office  buildings 
with  two  colleagues.  Write  C-501,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


GP  WANTED  for  group  practice  in  Central  Florida. 
Florida  license  required.  Immediate  opening.  Write 
C-S06,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


PHYSICL\N  W.ANTED:  To  associate  with  estab- 

lished young  family  phj'sician.  Primarily  general  medi- 
cine and  pediatrics.  No  obstetrics.  Lovely  waterfront 
residential  community.  Has  excellent  professional 
climate.  Can  easily  absorb  three  new  doctors.  Local 
general  hospital  doubling  in  size.  Contact  Fred  O. 
Smith,  M.D.,  1015  Bartelt  Road,  Tarpon  Springs, 
Florida  33589.  Phone  (813)  937-5104. 


Specialists 

PSYCHIATRIST  as  associate  to  well  established 
psychiatrist,  Broward  County.  Handsome  new  medical 
building  adjacent  major  area  hospital.  Excellent  oppor- 
tunity. Contact  M.  M.  Sylvan,  M.D.  (305)  525-6044. 


INTERNIST,  UROLOGIST,  GP’s.:  Outstanding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perry,  Florida  32347. 


INTERNIST:  Board  certified  or  qualified,  inter- 

nal medicine,  to  join  four  other  internists.  Salary  first 
year — percentage  and  partnership  to  follow.  Write  or 
call:  Pompano  Medical  Group,  2480  N.E.  23rd  St., 
Pompano  Beach,  Florida  33062.  Phone:  (305)  942- 
0100. 


RADIOLOGIST  WANTED:  Must  be  board  cer-  » 
tified,  for  55-bed  accredited  community  hospital,  ir  ^ 
expansion  to  100  beds,  Brooksville,  Florida.  Please!  ^ 
contact  Dr.  J.  C.  Ajac,  Radiologist  at  (904)  796-3507 
or  (904)  796-9636. 


OPPORTUNITY  FOR  LNTERNIST:  Board  cer- 
tified  or  eligible,  interested  in  cardiology.  Town  11,000,  ' 
service  area  40,000  in  south  Alabama.  Modern  86-bed  • 
(JCAH)  general  hospital  with  8-bed  combination 
intensive  and  coronary  care  unit  under  construction.! 
Seven  G.P.s,  certified  surgeon,  radiologist,  excellentj  ■ 
school  system.  Contact  B.  J.  Griffin,  Adm.,  D.  W.  Mc-i 
Millan  Memorial  Hospital,  Brewton,  Ala.  36426. 


PSYCHIATRIST  W.\NTED  as  associate.  Florida 
license.  Board  certified  or  eligible.  General  psychiatrj'l 
and  psychotherapy.  Emphasis  on  professional  compe- 
tence and  service  to  medical  colleagues.  This  is  a! 
family-oriented  practice  (yours  and  the  patients),! 
eclectic,  conservative.  Write:  Norbert  W.  Skaja,  M.D.,1 
4800  Northeast  20th  Terrace,  Fort  Lauderdale,  Florida*  » 
33308.  I 


GENERAL  SURGEON  WANTED:  For  private 
practice.  Salary  open.  Pleasant  surroundings,  Jack-i 
sonville  area.  Seventy-five  bed  county  hospital  adja-i 
cent  to  modern  office  building  with  two  colleagues.. 
Write  C-500,  P.O.  Box  2411,  Jacksonville,  Florida' 
32203.  I 


INTERNIST  WANTED:  For  private  practice 

netting  at  least  $25,000  yearly.  Pleasant  surroundings,. 
Jacksonville  area.  Seventy-five  bed  county  hospital! 
adjacent  to  modern  office  buildings  with  two  col-J 
leagues.  Write  C-502,  P.O.  Box  2411,  Jacksonville,! 
Florida  32203. 

I 


INTERNIST:  Clinical  cardiology  subspecialty ; 

preferred  for  association  in  new  office.  Outstanding  ’ 
opportunity  for  eager  indi\'idual.  Terms  op>en.  Excel-  1 
lent  hospital  facilities.  Irwin  Leider,  M.D.,  1012  ' 
Volusia  .4venue,  Daytona  Beach,  Florida  32014. 


OB-GYN  ASSOCIATE  WANTED:  Located  in. 
Titusville  near  Cape  Kennedy  area.  Excellent  living 
and  working  opportunities  for  board  certified  or  eligi- 
ble Ob-Gyn.  Write  Samuel  Barr,  M.D.,  500  N.  Wash-  . 
ington  .\ve.,  Titusville,  Florida  32780.  Phone  (305)  ' 
267-5928. 


W.\NTED:  General  surgeon,  thoracic  and  vascular 

to  associate  with  another  surgeon  doing  the  same  prac- 
tice in  Orlando,  Florida.  Write  C-997,  P.O.  Box  2411, ' 
Jacksonville,  Florida  32203.  ' 
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GENERAL  SURGEON,  UROLOGIST,  INTER- 
NIST wanted  to  join  a multi-specialist  group,  special- 
ist-oriented. Excellent  facilities,  fee  for  service  basis. 
Financial  arrangements  open.  All  the  above  specialties 
are  represented.  Contact  Dr.  Tim  N.  Howell,  Gessler 
Clinic,  Winter  Haven,  Florida  33880. 


I INTERNIST  WANTED:  Board  eligible  or  cer- 

t tified,  preferably  with  subspecialty,  interest  in  hematol- 
ogy and/or  gastroenterology  to  join  flourishing  practice 
in  Fort  Lauderdale  area.  Excellent  salary  and  fringe 
benefits  first  year,  leading  to  association.  Must  have 
Florida  license.  Please  phone  (305)  565-6434. 


j Miscellaneous 

I WANTED  IMMEDIATELY:  Private  emergency 

> room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
1 Florida  license  required.  Contact  Bruce  S.  Webster, 
j M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 

■ 422-0159. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  Coun- 
ty, Northwest.  General  practitioners,  internists  and 
pediatricians  in  particular.  Inquiries  regarding  practice 
in  this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


30  PHYSICIAN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


ADDITIONAL  PHYSICIANS  URGENTLY 
NEEDED:  GP,  internal  medicine,  obstetrics,  pediat- 

rics, and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819,  Quincy,  Florida  32351. 


WANTED:  Associate  to  share  office  space  in  cen- 

tral Florida  city.  Can  be  any  specialty  or  general 
practitioner.  Write  C-996,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


ST.\FF  PHYSICIAN:  State  facility  for  mentally 

retarded.  Beginning  salary  depending  on  qualifications. 
Reply  to  include  brief  summary  of  professional  experi- 
ence. Send  to  W.  B.  Barrow,  M.D.,  Medical  Director, 
P.O.  Box  2369,  Ft.  Myers,  Florida  33902. 


SURGICAL  RESIDENCY:  One  immediate  open- 

ing; two  openings  1-1-72;  in  approved  program  pro- 
viding one  year  of  general  surgery  in  preparation  for 
continued  training  in  several  of  the  surgical  subspecial- 
ties. 700-bed  modern  general  hospital  located  Fort 
Lauderdale,  Forida.  Annual  admissions  to  surgical 
service  8,300,  daily  census  167.  Stipend  $8,403,  uni- 
forms and  laundry,  meals,  hospitalization,  life  insur- 
ance and  paid  vacation.  For  additional  information 
write:  Director  of  Medical  Education,  Broward  Gen- 
eral Medical  Center,  Fort  Lauderdale,  Florida  33316. 


URGENT — Partner  to  share  expanding  practice 
(GP  & OB).  Excellent  opportunity  to  right  young  man 
with  Florida  license.  Salary  first  6-12  months,  then 
partnership.  Lovely  small  Central  Florida  community 
close  to  Orlando  and  new  Disney  World.  GP  area  with 
155  bed  hospital  nearby  and  ability  to  advance  su.gical 
privileges.  Phone:  (904)  383-3767  or  (904)  383-3143. 
Contact  Randall  B.  Whitney,  M.D.,  408  Highway  19- 
Alt.,  Mount  Dora,  Florida  32757. 


PART  TIME  PHYSICI.\N  NEEDED:  For  non- 

profit organization  in  Dade  County.  Opportunity  for 
young  physician  to  supplement  his  income.  Position 
requires  approximately  five  hours  work  per  week. 
Write  C-508,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


EMERGENCY  ROOM  PHYSICIANS  for  24-hour 
coverage.  Part  time  acceptable.  Florida  license  and 
malpractice  required.  Contact  J.  Allen  Baker,  M.D., 
Chief  of  Staff  or  Ben  Clarke,  Adm.,  Glades  General 
Hospital,  Belle  Glade,  Florida  33430.  (305)  996-6571. 


situations  wanted 


SITUATION  WANTED:  40  year  old  General 
Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  group  association.  Write 
C-983,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


practices  available 

FOR  SALE:  Five  room,  red  brick,  medical  office 

building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 
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real  estate 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
ihe  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville.  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  35S-S1SO. 


FOR  S-ALE:  Medical  office  and  practice.  Central- 

ly located,  fully  equipped.  Suitable  for  almost  ant- 
type  of  practice.  Modern  5 room  building  with  ade- 
quate parking.  Write  E.  Waite,  M.D.,  587  Ballough 
Rd.,  Daytona  Beach,  Florida  32022.  Phone  253-3234. 


FOR  RENT:  New  building,  occupancy  about  Oc- 

tober 1,  7200  block  on  Taft  Street,  Hollywood,  Flo.-ida 
Excellent  location  for  doctor’s  office.  S.  Solloway,  9111 
E.  Bay  Ha-bor  Dr.,  Miami  Beach,  Florida  33154. 
Phone  866-5988. 


PROFESSIONAL  OFFICES  .AVAILABLE.  Medi- 
cal Arts  Building,  1012  A'olusia  .Avenue,  Daytona 
Beach,  Florida.  Ideal  central  location,  can  remodel  to 
suit.  -All  utilities  and  services.  Contact  J.  Wescott, 
M.D.  or  call  (904)  252-4621. 


FOR  RENT;  Sarasota,  Gulf  Gate,  growing  hi 
income  residential  area.  Deluxe,  new,  air-condition 
building.  Four  treatment  rooms,  two  laboratori. 
carpeted  reception  area,  ample  parking.  Will  rent 
or  part.  Mitchell  (813)  922-9511.  Evenings  922-32l| 


MEDICAL  OFFICE  FOR  S.ALE:  FuUy  equipp 
for  general  practitioner.  Same  location  for  20  yea 
Good  parking.  Central  Florida.  Excellent  hospital  l| 
cilities.  Excellent  income.  Write  C-505,  P.O.  Box  24 
Jacksonville,  Florida  32203. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P 0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations 
as  well  as  physicians  seeking  associates,  and  is  with-' 
out  charge. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Floyd  K.  Hurt,  M.D.,  Jacksonville,  President 
William  J.  Dean,  M.D.,  St.  Petersburg,  President-Elect 
Ray  E.  Murphy  Jr.,  M.D.,  Pompano  Beach,  Vice  President 
Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 
James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 
James  T.  Cook,  M.D.,  Marianna,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Allied  Professions  and  Vocations 

Vincent  P.  Corso,  M.D.,  Miami,  Judicial  Council 

Philip  B.  Phillips,  M.D.,  Pensacola,  Legislation  and  Public  Agencies 

Vernon  B.  Astler,  M.D.,  Boynton  Beach,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

O.  William  Davenport,  M.D.,  Miami,  Scientific  Activities 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Special  Activities 

Edward  J.  Sullivan  Jr.,  M.D.,  Jacksonville,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  3-7,  1972,  HoU\-\sood 


106 


VOLUME  58  NUMBER 


Advertisers 


Anderson  Surgical  Supply  Co 91 

^ Arch  Laboratories 

Dicarbosil  13 

BBC  Health  Care  Industries,  Inc. 

Medical  Facility  Specialists  43 

Bio-Dynamics,  Inc. 

Unitest  System  55 

Bristol  Laboratories 

Versapen  66,  68 

IBurroughs-Wellcome  Co. 

Empirin  Compound  with  Codeine  10a 

Neosporin  63 

! Campbell  Soup  Company  54a 

i Convention  Press 102 

( Eaton  Laboratories 

Furacin  Otic  81 

FKnt  Laboratories 

Ferrolip  6 

Geigy  Pharmaceuticals 

Hygroton  4 

Geriatric  Pharmaceutical  Corp. 

Cevi-Bid  56 

Guild  of  Prescription  Opticians  72 

Hill  Crest  Hospital  91 

Lakeland  Manor  . 17 

Lederle  Laboratories 

Achrostatin  V ..  42 

Eli  Lilly  & Co. 

V-Cillin  K,  Pediatric  . 18 

Darvon  62a 

McNeil  L'  ■ oratories,  Inc. 

Butisui  60 

Mead  Johnson  Laboratories 

Vasodilan 8-1,  85 

Meirk  Sharp  & Dohme 

Mmtezol  . 14,  15 

Elavil  . 64,  65 


Medical  Supply  Company 13 

Medicenter  of  America  59 

National  Drug  Company 

Tepanil/Quinamm  46a 

PM  Florida  102 

Wm.  P.  Poythress  Co. 

Mudrane/Synirin  78a 

Riker  Laboratories,  Inc. 

Norgesic  92,  03 

RECOM  Company 

Medical  Management  44,  45 

A.  H.  Robins  Company 

Donnatal/Allbee  C 6a 

Robinul  . 62a 

Roche  Laboratories 

Librium  Back  Cover 

Dalmane  2.  3 

Gantanol  8,  9 

J.  B.  Roerig  Division 

Tetracyn  500  10 

G.  D.  Searle  Company 

Ovulen/Demulen  54a 

Southern  Medical  Association  Meeting  46 

E.  R.  Squibb  & Sons 

Theragran  62a 

Stuart  Company 

Mylanta  54a 

Surgical  Supply  Company  9 ' 

Tucker  Hospital,  Inc 4.2 

The  Upjohn  Company 

Lincocin  . 76,  78 

Halotestin  16,  17 

USV  Pharmaceutical  Corporation 

DBI  . 10a,  11 

Walker  Corp.  & Co. 

Evac-U-Gen  , 90 

Wamer-Chilcott  Laboratories 

Peritrate  12,  13 

Willingway  Hospital  73 


•T.  FLORIDA  M.A./SEPTEMBER,  1971 


107 


I 


anxiety; 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  ove 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronidlnej 
• I L excessive  anxiety  may  provoke  or  aggravate  symptoms’nd  V 

a time  bomb 


interfere  with  recovery. 


I A antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used  adju^iv 

L_lc5r<ARYr  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  me' 


practice  where  anxiety  complicates  the  patient's  condition. 
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antianxiety 


Librium 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 
25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possibly  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,'  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  ■"’'^'^irpcl.r^nal  pr^he- 


ing depression;  suicidal  fendencielmoyfl 
be  present  and  protective  measur^nec-  “ 
essary.  Variable  effects  on  blood  co^IIb- 
tion  have  been  reported  very  rai'y  in  ^ 
patients  receiving  the  drug  and  orcanti  ' 
coagulants;  causal  relationship  h'  noi 
been  established  clinically.  i 

Adverse  Reactions:  Drow:iess  ' 

ataxia  and  confusion  may  occur,  spe  ■ 
cially  in  the  elderly  and  debilitated. ^es«t 
are  reversible  in  most  instances  by  |3peij 
dosage  adjustment,  but  are  also  occUon 
ally  observed  at  the  lower  dosage  r'  ges 
In  a few  instances,  syncope  has  bn  r« 
ported.  Also  encountered  are  isola)J  ini 
stances  of  skin  eruptions,  edema,  (inoi 
menstrual  irregularities,  nausea  an.con 
stipation,  extrapyramidal  symptori  ii 
creased  and  decreased  libido— alljifre 
quent  and  generally  controlled  wit  dos' 
age  reduction;  changes  in  EEG  pcernf]/ 
(low-voltage  fast  activity)  may  cpeai.'i 
during  and  after  treatment;  blood  dcra-i/ 
sias  (including  agranulocytosis),  jai'dicet 
and  hepatic  dysfunction  have  be>  ra^ 
ported  occasionally,  making  peJjdic  ' 
blood  counts  and  live-  fuoction  J<»'iadi,-^ 
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Patients  fell  asleep  quick 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomniaJ’2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  failing  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  iightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost.  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep.”  Scientific  Exhibit  presented  at  Clinical  Convention. 
A.M.A.,  Boston,  Nov,  29-Dec.  2, 1970.  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971, 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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lalmane 

jrazepam  HCD 


Before  prescribing  Dalmane  (flurazepam 
HCi),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  .Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea;  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


0-mg  capsule  h.s.— usual  adult  dosage. 
5-mg  capsule  h.s.— initial  dosage  for 
y or  debilitated  patients. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

btsacodyl 

GElCV  PHARMACEUTICALS.  DIVISION  OF  GEIGV  CHEMICAL  CORPORAItON.  ARDSLEV,  NEWVORK  10502  UNDER  LICENSE  FROM  BOEHRINGER  INGELMEIM  C-  M B M. 
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The  Law  and  the  ”Sick  Doctor” 

Because  there  apparently  is  considerable  misunderstanding  of  the  Florida  “Sick  Doctor  Stat-I 
ute”  which  was  passed  by  the  1969  Florida  Legislature,  I am  devoting  this  month’s  page  to  a brieij 
discussion  of  this  new  legal  tool.  When  the  Florida  Legislature  overhauled  the  Medical  Practice  Actf 
it  passed  a law  which  was  intended  to  protect  the  public  against  the  incompetent  or  unqualifieclj 
practice  of  medicine.  We  could  call  it  “The  Incompetent  Doctor  Statute,”  but  from  experience,  througl 
the  State  Board  of  Medical  Examiners,  we  know  that  most  physicians  become  incompetent  or  un- 
qualified through  illness  or  drug  abuse  or  addiction. 

Under  this  statute,  the  inability  of  a physician  to  practice  medicine  with  reasonable  skill  andl 
safety  to  his  patients  gives  the  Board  grounds  for  jurisdiction.  Florida  has  no  greater  or  lesser  pro-1 
portion  of  physicians  who  are  unfit  to  practice  than  other  states,  but  our  older  laws  offered  the  pub-| 
lie  little  protection  against  that  small  fraction  of  physicians  who  are  in  the  “unfit”  category.  The  new  I 
law  establishes  an  entirely  new  standard  and  method  for  disciplinary  action.  It  is  the  inability  of  a I 
physician  to  practice  medicine  with  reasonable  skill  and  safety  rather  than  the  commission  of  some 
act  based  upon  “fault”  which  forms  the  basis  of  protecting  the  public.  This  inability  by  definition 
can  arise  through  organic  illness,  mental  or  emotional  disorders,  deterioration  through  the  aging  pro- 
cess or  loss  of  motor  skills.  The  inability  can  also  arise  from  excessive  use  or  abuse  of  drugs,  nar- 1 
cotics,  chemicals  or  similar  types  of  materials. 

Under  the  “Sick  Doctor  Statute,”  every  physician  who  uses  his  license  to  practice  or  who  reg- 
isters with  the  Board  in  effect  consents  to  subject  himself  to  such  mental  or  physical  examination, 
provided  a probable  cause  is  shown.  If  this  be  the  case,  the  physician  is  required  to  submit  to  a 
diagnostic  mental  and  physical  examination.  The  results  of  this  examination,  as  well  as  the  testimony 
of  the  examining  physician,  can  be  introduced  at  the  administrative  trial  of  the  “sick  doctor.” 

Thus,  the  legal  responsibility  for  controlling  the  ranks  of  the  profession  is  placed  squarely  on 
the  shoulders  of  the  Board  rather  than  on  the  courts.  The  competence  of  the  doctor  to  practice 
medicine  is  tried  before  a panel  of  physicians,  and  the  determination  of  his  right  to  continue  to  prac- 
tice medicine  rests  largely  upon  the  testimony  of  Board-appointed  physicians. 

As  assurance  that  the  doctor  under  investigation  will  submit  to  the  diagnostic  examinations, 
provision  is  made  for  entering  a default  judgment  against  him  if  necessary.  Of  course,  allowance  is 
made  in  the  case  of  physicians  who  fail,  through  circumstances  beyond  their  control,  to  present 
themselves  for  evaluation.  This  points  out  that  the  practice  of  medicine  is  a privilege,  not  a right. 

After  the  hearing,  the  Board  can  determine  if  the  physician  can  continue  to  practice  medicine,  or 
if  his  judgment  is  impaired  to  the  extent  that  further  treatment,  care  or  counselling  may  be  required. 
For  example,  the  Board  might  restrict  the  physician’s  practice  to  an  institutional  environment  for  the 
time  being. 

The  Board  may  not  permanently  revoke  a license  under  the  “Sick  Doctor  Law.”  Licenses  are 
suspended  or  restricted  only  for  the  duration  of  the  incompetency.  The  doctor  is  guaranteed  the  op- 
portunity to  demonstrate  that  his  license  should  be  reinstated.  Another  protection  afforded  the  doctor 
is  that  neither  the  unfavorable  order  against  him  nor  the  record  of  the  proceedings  may  be  used 
against  him  in  any  other  legal  proceeding. 

The  provisions  of  this  law  are  remedial,  and  Florida  was  the  first  to  enact  such  a statute.  It  is 
a firm  but  flexible  law  that  can  meet  the  demands  of  the  complicated  and  sophisticated  society  in 
which  we  live.  Both  the  public  and  the  physicians  who  might  find  themselves  the  subjects  of  “Sick 
Doctor”  proceedings  are  protected. 

This  statute  is  one  of  the  most  compelling  reasons  for  the  physicians  of  Florida  to  exert  every 
possible  Influence  to  assure  that  the  men  appointed  to  our  Board  of  Medical  Examiners  continue  to 
be  men  of  honor. 
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The  concert  was  Just  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
H combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
H;  GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8'/t. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 
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X({P  THtS  AND  ALl  HtXBHS 

OUT  Of  RiACK  or  ChiIDROI 


Quioh  Cal’ 


ifeaa*  the  tract 
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Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu” 

Robitussin 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers™ 

Each  Cough  Calmer  contains; 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin” 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

m 

ROBITUSSIN  A-C@  ^ 

ROBITUSSIN-DM® 

ROBITUSSIN-PE^ 

m m 

COUGH  CALMERS™  f 

1 1 

1 o 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Because  Imcterial  pwliferatkvi  in  the 
urine  is  a function  of  time  and  retention,'  - ' 
dawn  can  be... 

the  darkest  hour. 


oiding  frequency  and  bacterial  build-up* 

raph  shows  the  theoretical  effect  of  various 
oiding  frequencies  on  bacterial  proliferation  in 
le  urine. 


maximum  growth  rate  during  the  overnight  period 
voiding  every  SVz  hours 
voiding  every  ZVz  hours 
, voiding  every  hour ; the  "washout"  effect 


t-Og,o 
Number 
of  organisms 


) 4 8 12  16  20  24  28 

Time  in  hours 

For  through-the^night  coverage 


•orce  fluids.  Frequent  micturition.  It's  hard  to  fault 
his  regimen  for  dealing  effectively  with  an  acute 
iladder  infection.  Another  fundamental  adjunct  to 
reatment  is  drug  therapy  for  round-the-clock 
intibacterial  coverage.  Coverage  that  may  be  especially 
lesirable  during  the  night  hours  of  sleep  when  urinary 
etention  favors  bacterial  build-up  in  the  bladder, 
rhis  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
J.i.d.  can  provide. 

Controls  susceptible  gram-negative 
ind  gram-positive  bacteria 

/Vithin  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
jffective  antibacterial  levels  in  blood  and  urine  begin 
working  to  control  the  most  common  urinary  tract 
nvaders.  Subsequent  1-Gm  b.i.d.  doses  maintain 
roverage  your  patient  needs  to  fight  E.  coli  and  other 
msceptible  gram-negative  and  gram-positive 
pathogens. 

Your  options:  tablets  or  suspension 

Prescribe  Gantanol  Tablets  or  the  pleasant-tasting 
Suspension.  Either  dosage  form  provides  your  patient 
»vith  the  all-day,  all-night  coverage  she  needs  to  fight 
iff  nonobstructed  cystitis. 

kferences:  1.  O'Grady,  F.,  and  Cattell,  W.  R.:  Brit.  J.  Urol., 
W:156, 1966. 2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol.,  96:491, 
1966.  3.  Lapides,  J.,  et  al. : J.  Urol,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions; 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  I 
Due  to  certain  chemical  similarities  with  some  goitrogens,  diu-  I 
reties  (acetazolamide  and  thiazides)  and  oral  hypoglycemic  | 

agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist.  | 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows : ^ 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/ 20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/kg/24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 

In  nonobstructed  urinary  tract  infections 

Gantanol  b.i.d. 

^ulfamethoxazol^ 

12  hours  of  therapy  with  every  dose 

/ \ Roche  Laboratories 

\ nOuHE  / Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  N.J.  07110 
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You’ll  rely  on  MINTEZOL  (Thiabendazo| 
MSD)  often  for  pinworm  disease.  Not  juj 
because  that’s  a very  common  helm' 
thic  infestation,  but  because  MINTEZI 
has  such  a high  degree  of  efficacy.  i 
MINTEZOL  also  provides  an  unusual' 
wide  range  of  action-against  threa 
worm,  hookworm,  whipworm,  and  lari, 
roundworm  disease.  This  broad  spectrui 
of  activity  makes  it  particularly  effe 
tive  in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  he. 
complaints  about  stained  teeth,  clot 
ing,  or  bed  linen.  The  most  frequent 
occurring  side  effects  have  been  an 
rexia,  nausea,  vomiting,  and  dizziness. 


Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress. 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SCOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme.  Division  of  Merck  & Co.,  fnc.. 
West  Point.  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 
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for  the  stable  adult  diabetic  who  needs 
higher  doses  of  a reliable  oral  hypoglycemic... 


new 


DBr-TDiooiiiM. 

(phenformin  HCI) 

^ I timed-disintegration  capsules 


• a higher  dosage  Strength  for  use  in  the 
overweight,  maturity-onset  diabetic 

if  diet  alone  fails 

• a biguanlde...  not  a sulfonylurea 

• new  dosage  flexibility 

• low  patient  cost 


I)UI-II) 

(phenformin  HCI) 

^ I timed-disintegration  capsules  ^ 


1-disintegration  capsules 

lowers  elevated 
blood  sugar 

Secondary  to  its  blood  sugar  lowering  effect, 
DBI-TD  probably  decreases  insulin 
oversecretion  and  thus  may  help  reduce 
lipogenesis  and  facilitate  lipolysis.  This  may 
accountforthe  clinically  reported  reduction 
in  weight  and  lowering  of  serum  cholesterol 
levels  in  the  overweight  and  hypercholes- 
teremic  diabetic  patient. 


usually 
well  tolerated 

Mainly  gastrointestinal  side  effects  may 
occur.  However,  as  with  many  drugs,  you 
should  keep  in  mind  that  higher  dosages  may 
increase  the  incidence.  Hypoglycemic 
reactions  are  rare  when  DBI-TD  is  used  alone 


to  prescribe 

DBI"TD  (phenformin  HCI) 

If  diet  alone  falls 
specify 

DBI-TD  50  mg.  for  the  newly  diagnosed 
overweight,  stable  adult  diabetic 
DBI-TD  100  mg.  for  the  overweight, 
adult-onset  diabetic  who  needs  higher  doses 
of  a reliable  oral  hypoglycemic 

Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  failures,  primary  and  secondary.  Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile  diabetes  that  is  uncomplicated  and  well  regulated  on  insulin;  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  infection,  gangrene);  surgery;  severe  hepatic  disease;  renal  disease  with  uremia;  cardiovascular  collapse, 
after  disease  states  associated  with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided.  Until  adequate  data  on  the  effects 
of  DBI  on  the  human  fetus  are  available,  such  use  can  be  considered  experimental.  Precautions:  Starvation  Ketosis,  which  must  be 
differentiated  from  “insulin  lack”  ketosis,  and  is  characterized  by  ketonuria  in  spite  of  relatively  normal  blood  and  urine  sugar,  may 
result  from  excessive  DBI  therapy,  excessive  insulin  reduction  or  insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or  insulin 
dosage,  or  supplying  carbohydrates,  alleviates  this  state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING  BLOOD  AND  URINE 
SUGARS.  Lactic  Acidosis:  DBI  is  not  recommended  in  the  presence  of  azotemia  or  in  any  clinical  situation  that  predisposes  to  sus- 
tained hypotension  that  could  lead  to  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacidosis,  it  is  recommended  that 
periodic  determinations  of  ketones  in  the  blood  and  urine  be  made  in  diabetics  previously  stabilized  on  DBI,  or  DBI  and  insulin,  who 
have  become  unstable.  If  electrolyte  imbalance  is  suspected,  periodic  determinations  should  also  be  made  of  electrolytes,  pH  and 
the  lactate-pyruvate  ratio.  DBI  should  be  withdrawn  and  insulin,  when  required,  and  other  corrective  measures  instituted 
immediately  upon  the  appearance  of  any  metabolic  acidosis.  Hypoglycemia:  Although  hypoglycemic  reactions  are  rare  when 
DBI  is  used  alone,  every  precaution  should  be  observed  during  the  dosage  adjustment  period,  particularly  when  insulin  or 
a sulfonylurea  has  been  given  in  combination  with  DBI.  Adverse  Reactions:  Principally  gastrointestinal,  occurring  more 
often  at  higher  dosage  levels;  unpleasant  metallio  taste,  continuing  to  anorexia,  nausea  and,  less  frequently,  vomiting 
and  diarrhea.  Reduce  dosage  at  first  sign  of  these  symptoms.  In  case  of  vomiting,  DBI  should  be  immediately  with- 
drawn. Although  rare,  urticaria  and  gastrointestinal  symptoms  following  excessive  alcohol  intake  have  been  re- 
ported. Dosage:  25  mg. -300  mg.  daily.  How  Supplied:  50  mg.  timed-disintegration  capsules,  bottles  of  100  and 
1000;  100  mg.  timed-disintegration  capsules,  bottles  of  100  and  500.  Also  Available:  DBI  tablets  25  mg., 
bottles  of  100  and  1000. 

USV  PHARMACEUTICAL  CORP.,Tuckahoe,  New  York  10707 


when  manhood  ebbs 

r\ir  io  due  to  testicular 

^^1  IO  vJ\7ldy\7wl  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin^ 

(fluoxymesterone 
Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


lalotestin® 

iuoxymesterone,  Upjohn) 


Q 

l^^ally  active  androgen  about  5 times  as  potent 
wBanabolic  and  androgenic  activity  as  methyltes- 
^iterone.  Halotestin  (fluoxymesterone)  induces 
jnificant  retention  of  calcium  and  potassium, 
t retention  of  sodium  not  marked.  Doses  below 
mg.  daily  have  little  effect  in  producing 
pw  jatlnuria. 

vj  dications  Male:  Replacement  therapy  in  tes- 
ular  hormone  deficiency  states.  Prevents  atro- 
y of  the  accessory  male  sex  organs  following 
stration  for  as  long  as  therapy  is  continued, 
potence  and  male  climacteric  symptoms  when 
e to  androgen  deficiency.  Primary  eunuchoid- 
Ti  and  eunuchism.  Delayed  puberty  when  es- 
oiished  as  not  a simple  familial  trait.  Indicated 
- those  symptoms  of  panhypopituitarism  re- 
ed to  hypogonadism,  however,  appropriate 
irenal  cortical  and  thyroid  hormone  replace- 
nt  therapy  remain  of  primary  importance. 
male:  Palliation  of  androgen-responsive,  ad- 
nced,  inoperable  breast  cancer  in  women  be- 
een  1 and  5 years  postmenopausal  or  women 
whom  castration  has  shown  the  tumor  to  be 
rmone  dependent.  Prevention  of  postpartum 
east  manifestations  of  pain  and  engorgement: 
lere  is  no  satisfactory  evidence  that  this  drug 
[events  or  suppresses  lactation  per  se.  In  os- 
porosis  androgens  may  be  of  adjunctive 
lue  to  adequate  considerations  of  diet,  cal- 
jum  balance,  physiotherapy  and  general  health 
omoting  measures.  Males  and  Females:  In  the 
atment  of  protein  depletion  states  which  oc- 
|tr  in  geriatric  patients,  in  debilitation  states,  in 
ronic  corticoid  therapy,  resistant  fractures; 
ptorchidism;  creating  a positive  nitrogen  bal- 
ce,  tissue  repair  and  other  anabolic  effects, 
hdrogenic  steroids  may  produce  a response  in 
jiastic  anemias,  myelofibrosis,  myelosclerosis, 
jnogenic  myeloid  metaplasia  and  hypoplastic 
lemias  due  to  malignancy  or  myelotoxic  drugs, 
idrogens  are  not  of  value  in  other  anemias, 
ontraindications  Pregnancy  (may  virilize  fe- 
ale  fetus),  mammary  carcinoma  in  the  male, 
ostatic  carcinoma,  severe  liver  disease,  severe 
irdiorenal  disease  and  severe  persistent  hy- 
jrcalcemia. 

recautions  Employ  with  caution  in  young  boys 
avoid  precocious  sexual  development  and 
'emature  epiphyseal  closure.  Androgens  tend 
'promote  retention  of  sodium  and  water,  there- 
re,  watch  for  edema— particularly  in  the  elderly, 
icidence  and  severity  of  edema  have  been 
inimal  and  have  been  associated  only  with 
gh  doses  used  for  palliation  of  breast  cancer, 
ypercalcemia  may  occur,  particularly  in  patients 
ith  metastatic  breast  carcinoma;  if  this  occurs 
le  drug  should  be  discontinued.  Changes  In 
^er  function  tests,  such  as  increased  BSP  re- 
ntion  and  SCOT  levels,  can  occur  during  ther- 
py.  Jaundice  has  been  rarely  reported.  If  liver 
inction  tests  are  altered,  discontinue  medica- 
on  or  reduce  dose.  Priapism  is  indicative  of 
xcessive  dosage  and  is  indication  for  tempo- 
try  withdrawal  of  drug.  When  treating  protein 
epietion  states  or  osteoporosis,  an  adequate 
let  should  be  provided  and  prolonged  immobili- 
ation  avoided  whenever  possible.  When  treating 
plastic  or  hypoplastic  anemias,  androgen  ther- 
py  should  not  replace  other  measure  such  as 
I'ansfuslon,  correction  of  iron  deficiency,  anti- 
acterial  therapy,  and  the  use  of  corticosteroids, 
adverse  reactions  Nausea,  dyspepsia,  men- 
trual  irregularities,  hepatic  dysfunction,  pria- 
ism,  edema,  precocious  sexual  development, 
nd  premature  epiphyseal  closure  in  young 
atients  have  been  reported.  Ma/e  — Prolonged 
dministration  or  excessive  dose  may  cause 
ihibition  of  testicular  function  with  oligospermia 
nd  decreased  ejaculation  volume.  Female  — 
arge  doses  or  prolonged  administration  may 
reduce  masculinization  with  signs  such  as  hir- 
utism,  deepening  of  the  voice,  enlargement  of 
he  clitoris,  acne,  and  sometimes,  increased 
bido. 

applied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
■ mg.,  scored -bottles  of  50.110  mg.,  scored 
-bottles  of  50. 

or  additional  product  information,  see  your 
Jpiohn  representative  or  consult  the  package 
ircular. 

he  Upjohn  Company,  Kalamazoo,  Michigan 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


If 


II  ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


TAX-FREE  INCOME 

When  you  earn  7%  on  a municipal,  you  keep 
7% — there’s  no  sharing  with  the  tax  collector. 
Now  small  investors  have  discovered  what  big 
investors  have  known  about  municipal  bonds  for 
years. 

There  are  many  reasons  why  you  should  dis- 
cover municipals.  Municipal  bonds  are  exempt 
from  all  federal  income  taxes.  Their  safety  ranks 
second  only  to  U.  S.  Government  bonds — which 
aren’t  tax  exempt.  They  provide  a steady,  sound 
income,  and  if  the  need  arises,  they  are  easy  to 
sell. 

For  these  reasons,  banks  and  other  financial 
institutions  invest  in  municipal  bonds,  and  you 
should  consider  investing  in  municipal  bonds,  too. 

At  First  U.  S.  Corporation,  we  can  answer  all 
your  questions  about  municipal  bonds  and  help 
you  personally  decide  on  the  best  investment  for 
your  individual  goals. 

For  a safe,  tax-free  investment,  put  your 
money  in  municipal  bonds,  and  for  the  best  ser- 
vice in  municipals,  put  your  trust  in  First  U.  S. 
Corporation. 

Write  or  call  collect;  Bert  L.  Smith  or  C.  D.  Benge 
First  U.  S.  Corporation 
147  Jefferson  Avenue 
Memphis,  Tennessee  38103 
Tel;  901-525-6692 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin^Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chlaride  dissolved  in  woter-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treotment  of  bacterial  otitis  externo,  bocterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preporotion  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN(nitrofurozone)ond  Micofur  (nifuroxime)  are  octive  against 
a voriety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  ogoinst  Candido  (Monilia)  olbicans. 


Precautions:  Sensitization  moy  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reoctions  (a)  limit  opplication  to  o week  or  less,  ond  (b)  ovoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preporotion  is  not  indicoted  for  use  in  treatment  of 
cholesteatoma,  where  surgicol  intervention  is  necessory. 

Supplied:  Bottle  of  15  cc,  with  dropper. 


*Originotors  ond  Developers  of  The  Nitrofurons 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmocal  Company 
NORWICH,  NEW  YORK  13815 
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Still  prescribing  oral  iron  in  salt  form- 

(with  a stool  softener)? 


FERROUP’ 

(ferrocholinate) 


—the  chelated  iron— gentler  and 
safer  for  the  iron-sensitive  patient 
who  cannot  tolerate  other  forms 
■of  oral  iron. 


FERROLIP  is  ferrocholinate.  The  iron  is 
held  as  a chelate  complex,  similar  to  the 
way  in  which  iron  is  breld  in  the  hemo- 
globin molecule.  As  a result,  unlike  freely 
dissociated  iron  salts  (such  as  ferrous  sul- 
fate and  ferrous  gluconate),  FERROLIP 


does  not  release  high-  concentrations  of 
free  ionic  iron,  which  have  been  reported 
to  cause  G.I.  distress. 

FERROLIP  provides  iron  supplement 
for  anemia.  It  stays  in  solution  through- 
out the  entire  pH  range  of  the  gastro- 
intestinal tract.  And  FERROLIP  pos- 
sesses a higher  factor  of  safety,  in  terms  of 
prevention  of  accidental  poisoning,  than 
iron  salts  do. 

FERROLIP  is  available  in  several  forms 
to  suit  your  patients’  needs:  as  tablets  or 
syrup,  and  in  combinations  with  vita- 
mins. Get  full  information  from  your 
Flint  man,  or  send  the  coupon  today. 


FERROLIP  PLUS  • FERROLIP 
FERROLIP  T LfQUID 

FUNT  LABORATORIES 

DIVISION  Of  TRAVENOL  LA80RAT0RIES.  INC. 
Morton  Grove,  Illinois  60053 


r T 

I Please  send  me  free  samples  and  literature  on  [ 
j the  FERROLIP  (fenocholinate)  line  of  iron  j 
I supplements.  I 


Name 


Address 


I City  State  , Zip  I 

L J . 


THIS  PUSH  BUTTON  CAN . . . 


BREAKS  THE 
EXERCISE/PAIN  CYCLE 


...by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER^O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  and  4 oz.  cans.  Approximately  125  applica- 

tions in  each  4 oz.  can. 

1.  Gordon,  E.  E,  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada;  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


Developed  i Oistrilw’*^ 
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You  can't  fell  a ledwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 


A low  potency  vitamin  formula  may  be 
'a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patientswith : arthritis,  diabetes,  pancreatitis, 
infectious  disease;  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M, 


Theragran 


High  Potency  Vitamin  Formula 


Theragrau’-M 


High  Potency  Vitamin  Formula  with  Minerals 


V' 


f 


V 


S- 


SQUIBB 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


E.R.  Squibb  & Sons,  Inc.  1970 
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Bacteriology 
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IFOR  LAB  USE  ONLri 


I.  PYOCENS 

□ SMEAR  OR  MICRO 
D^LTURE 


$9«c  FPi*rs  • (Sew'ca) 
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II . ACID  FAST  BACILLI 
□ SMEAR  □.CULTURE 


III.  FUHU 

□ SMEAR  □ CULTURE 


the 
choice  is 
dear: 


Pyopen 

(sterile  disodium  carbenidlin) 


A serious  infection . . . Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis, 
there  are  no  reports  of  nephrotoxicity  or  • 
ototoxicity  with  Pyopen  therapy.  Its  effectiveness 
against  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
has  been  amply  confirmed  by  clinical  experience 
■ and  microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the  com- 
' pany  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof  of 
our  dedication  to  the  concept  of  Total  Service. 


. THE  TOTAL  SERVICE  CONCEPT : 

Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
; Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
f multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist . . . 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  ( phone : 201-778-9000  ) . . . 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


[ 

- 

BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms; 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis):  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa.  Proteus  mirabilis,  Pr.  morganii,  Pr.  rettgeri,  Pr.  vul- 
garis,  E.  coli.  Enterobacter  species.  Salmonella  species,  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing),  Staph,  albus,  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus taecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  In  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly.  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  cohcerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superintection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions-Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  — Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia, leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies -SCOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  beeh  demonstrated.  Central  Nerv- 
ous System  — Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis  — particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 
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For  new  medical  facilities 
designed  to  work  best  for  you 


\ single  source  best  meets  your  needs.., 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  ''single  responsibility"  source  for: 


• ECONOMIC  FEASIBILITY 

• SITE  ANALYSIS 

• SITE  ACQUISITION 
•PLANNING  AND  FINANCING 

• DESIGN  AND  ENGINEERING 
•CONSTRUCTION  MANAGEMENT 
•EQUIPPING  AND  FURNISHING 
•GUARANTEED  COST 


■MASTER  AND  LONG  RANGE 
PLANNING 

■ HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

' GROUP  PRACTICE  STUDIES 

■ OPERATIONS  ANALYSIS 

■ FEASIBILITY  STUDIES 
-SYSTEMS  ANALYSIS 


. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 


BBC  Health  Care 
Industries,  Inc. 


, Mr.  G.  L.  Brown, 
Vice  President 
BBC  Health  Care 
Industries,  Inc. 
1130  Hampton  Avenue 
St.  Louis,  Mo.  63139 


Please  have  a representative  call  □ 


Please  send  additional  information  □ 


1130  Hampton  Avenue,  St.  Louis,  Missouri  63139 

(314)  647-3800 


A Health  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced 
firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions. 


♦ 

City 


Address 


Name. 


. State . 


Zip 


Telephone  (Include  Area  Code) . 


Same  price  as 
150 -ml.  size* 


Now  in  a 
200- ml. 

nbreakable 

Plastic 

Bottle 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK;Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Clinical  Indications  for  Coronary  Arteriography 

Frank  J.  Hildner,  M.D.,  Roger  P.  Javier,  M.D.,  Lawrence  S.  Cohen,  M.D., 

Nathan  Segel,  M.D.  and  Philip  Samet,  M.D. 


Coronary  arteriography  is  a radiographic  pro- 
cedure used  in  defining  the  anatomy  of  the  coro- 
nary arteries  in  detail.  Initially,  it  was  employed 
to  determine  the  extent  of  disease  in  patients  with 
clinical  coronary  artery  disease  (CAD),  particu- 
larly those  for  whom  surgical  therapy  was  con- 
templated. At  present,  however,  coronary  arteriog- 
raphy serves  an  expanded  role  since  it  helps  the 
physician  to  determine  the  etiology  of  myocardial 
disease,  evaluate  patient  operability  and  re-eval- 
uate surgical  results.  To  emphasize  the  present 
role  of  this  procedure,  we  have  reviewed  the  indi- 
cations for  coronary  arteriography  in  the  last  200 
cases  undergoing  this  procedure  in  Mount  Sinai 
Hospital. 

Materials  and  Methods 

Selective  coronary  arteriography  was  perform- 
ed in  a total  of  200  patients  for  the  reasons  listed 
in  Table  1.  Both  the  Sones  and  the  percutaneous 
femoral  arterial  puncture  techniques  were  used.^ 
The  method  for  performing  coronary  arteriography 
was  determined  as  part  of  the  overall  technical 
approach  for  studying  the  patient.  In  all  cases, 
left  ventriculography  was  performed  to  evaluate 
left  ventricular  (LV)  contractility  prior  to  coro- 
nary artery  visualization. 2 Renografin-76  served  as 
the  contrast  agent.  During  the  study,  all  patients 
lay  supine  in  a rotating  cradle  which  allowed  rapid 
change  of  position  for  angiographic  viewing.  Con- 


From  the  Cardiac  Catheterization  Laboratory.  Division  of 
Cardiology,  Department  of  Medicine,  Mount  Sinai  Hospital, 
Miami  Beach,  and  the  University  of  Miami  School  of  Medicine^ 
Miami. 


stant  electrocardiographic  (ECG)  monitoring  was 
used  to  detect  arrhythmias  or  aberrations  in  ECG 
morphology.  Aortic  pressure  was  monitored 
through  the  angiographic  catheter. 

Indications  for  Study 
Coronary  Artery  Disease 

Forty-four  patients  were  clinically  thought  to 
have  significant  CAD.  Through  coronary  arteriog- 
raphy 38  (87%)  patients  were  shown  to  have 
significant  (at  least  one  vessel  greater  than  75% 
occluded)  obstructive  coronary  artery  disease  and 
6 (13%)  were  found  to  have  minimal  nonobstruc- 
tive CAD  or  no  disease  at  all. 

Most  of  the  patients  with  significant  coronary 
artery  disease  had  two  or  three  vessels  seriously 
affected.  Medical  treatment  of  a number  of  these 
patients  was  aided  by  accurate  knowledge  of 
coronary  artery  anatomy  and  myocardial  function 
obtained  from  the  study  (Fig.  1).  Surgical  revas- 
cularization was  guided  by  the  map  of  the  coro- 
nary tree  developed  during  angiography.  Bypass 
vein  grafting  of  either  the  right  or  left  coronary 

Table  1. — Clinical  Indications  for  Coronary 
Arteriogr.-\phy. 

Indications  Patient  Number 

Chest  Pain 

A — Probable  coronary  artery  disease 
B — Atypical  chest  pain 
Congestive  heart  failure 
Valvular  heart  disease 
Heart  disease  of  obscure  cause 

Total  200 


44 

16 

25 

105 

10 


J.  FLORIDA  M.A./OCTOBER,  1971 
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arteries  requires  peripheral  patency  of  these  ves- 
sels. Peripheral  occlusion  in  the  right  coronary 
artery,  however,  may  still  be  successfully  treated 
through  the  use  of  gas  endarterectomy.^  In  those 
patients  found  to  have  minimal  or  no  coronary 
disease  (Fig.  2),  noncardiac  causes  of  chest  pain 
such  as  costochondritis,  cervical  arthritis,  and 
myofasciitis  were  eventually  diagnosed.  Sixteen 
additional  patients  (Table  1)  had  atypical  chest 
pain  and  were  found  to  have  normal  coronary 
arteries. 

Congestive  Heart  Failure 

Twenty-five  patients  with  congestive  heart  fail- 
ure (CHF)  were  thought  to  have  either  left  ven- 
tricular aneurysm  or  primary  myocardial  disease. 


•Although  severe  L\'  myocardial  disease  was  ii 
demonstrated  in  each  patient,  definition  of  the  t 
specific  abnormality  was  possible  by  catheteriza-  . 
tion.  When  LV  aneurysm  was  present,  all  patients  j 
were  found  to  have  obstructive  C.AD  (Fig.  3).  |i 
•Any  decision  concerning  surgical  correction  of  the 
aneurysm,  therefore,  also  included  consideration  l 
of  repair  of  the  coronary  arterial  lesions.  In  those  ► 
patients  found  to  have  myocardial  dysfunction  ■, 
without  an  LV  aneurysm,  an  arteriosclerotic 
etiology  was  easily  distinguished  from  idiopathic 
myocardiopathy.  Prognosis  and  plans  for  treat- 
ment in  these  patients  were  based  on  physiologic 
and  anatomic  evidence  obtained  from  the  diag- 
nostic study. 


Fig.  1. — Coronary  arteriogram  in  a 42-year-old  male  with  clinical  angina,  three  vessel  oDstruciive  disease,  but 
normal  ventricular  function. 


A. — RAO  view  of  left  ventricle  in  full  systole.  Very  small  end-systolic  volume  and  uniform  motion  of  entire 
chamber  indicates  good  myocardial  function. 

* B. — Left  coronary  artery.  Complete  occlusion  of  main  circumflex  artery  (C).  M — marginal  branch. 

C.  — RAO  view  of  LCA.  90%  obstruction  of  left  anterior  descending  (LAD)  artery  is  seen.  Complete  ob- 
struction of  circumflex  (C). 

D.  — LAO  view  of  right  coronary  artery  (RCA).  Complete  obstruction  of  major  RCA  at  bifurcation  of  lateral 
ventricular  branch. 
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\'ALVULAR  Disease 

One  hundred  and  five  patients  with  predomi- 
nantly valvular  heart  disease  underwent  coronary 
arteriography  in  addition  to  the  diagnostic  hemo- 
dynamic studies.  Six  patients  were  studied  post- 
operatively.  Accurate  knowledge  of  the  anatomy 
of  the  coronary  arterial  tree  materially  aids  the 
attending  physician  and  the  surgeon  in  planning 
optimum  care  (Fig.  4).  The  three  most  common 
causes  for  failure  of  clinical  improvement  after 
operative  correction  of  valve  disease  are:  CAD, 
residual  valvular  disease,  and  idiopathic  myocar- 
dial dysfunction.^ 

Definite  evidence  of  CAD  in  patients  causes 
the  surgeon  to  alter  his  approach  toward  operative 
repair.  To  leave  surgically  correctable  vascular 
lesions  untouched  after  valve  replacement  may 
ultimately  result  in  a poor  surgical  result.  In 
these  cases  it  is  possible  to  have  the  patient  re- 
lieved of  symptoms  of  congestive  failure  only  to 


have  angina  become  a major  problem. 

Similarly,  obstructive  vascular  disease  causes 
reduced  myocardial  contractility,  chamber  dilata- 
tion and  aneurysm.  In  rare  instances,  a dilated 
poorly  functioning  LV  may  contraindicate  valve 
surgery.  Resection  of  a nonviable  aneurysmal 
portion  of  the  left  ventricle  contributes  further 
to  the  mechanical  advantage  gained  by  valve  re- 
placement and  removes  a potential  source  of 
failure. 

Postoperative  Valve  Surgery 

Postoperative  restudy  of  patients  who  have 
undergone  valve  replacement  establishes  the  value 
of  the  operation  or  the  presence  of  residual  disease. 
Coronary  arteriography  may  be  performed  to 
evaluate  the  site  and  extent  of  coronary  artery 
disease  possibly  from  coronary  artery  embolus. 
Information  obtained  in  this  manner  aids  clinical 
management  of  symptoms  of  fatigue,  dyspnea  and 
chest  pain. 


Fig.  2. — 52-year-old  female  with  chest  pain  suggesting  angina  pectoris. 

A.  — Normal  left  ventricle  shown  in  full  diastole. 

B.  — Normal  right  coronary  artery  seen  in  the  LAO  view. 

C.  — Normal  left  coronary  artery  seen  in  the  RAO  view.  LAD — left  anterior  descending.  M — marginal  branch. 
C — circumflex. 

D.  — Normal  left  coronary  artery  seen  in  the  LAO  view.  LAD — left  anterior  descending.  M — marginal  branch. 
C — circumflex. 
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Fig.  3. — 57-year-old  male  with  congestive  heart  failure  but  no  angina. 

A.  — RAO  view  of  left  ventricle  with  huge  apical  aneurysm  (arrows).  Ventricle  shown  in  full  systole. 

B.  — LAO  view  of  left  coronary  artery  with  complete  obstruction  of  left  anterior  descending  (LAD)  at  its 

origin. 

C.  — RAO  view  of  LCA  showing  complete  obstruction  of  LAD.  Circumflex  is  normal  (C). 

D.  — LAO  view  of  right  coronary  artery  with  complete  obstruction  (RCA)  in  midportion.  Distal  vessel  fills 

through  collateral  branches. 


Myocardial  Revascularization 

-After  surgical  revascularization  of  the  myocar- 
dium, careful  study  is  needed  to  ascertain  the 
extent  to  which  blood  supply  has  been  increased. 
\dsualization  of  the  graft  or  operative  site  as  well 
as  the  coronary  arteries  is  needed  to  judge  the 
change  in  flow  patterns  which  may  occur  after 
surgery.  Such  information  is  of  great  value  to  the 
clinician  who  must  reconcile  the  patient’s  symp- 
toms with  an  estimate  of  the  vascular  supply. 
Longitudinal  studies  of  this  type  will  ultimately 
determine  whether  current  procedures  should  be 
continued  or  modified  to  obtain  optimum  results. 

Heart  Disease  of  Obscure  Cause 

Ten  patients  presented  problems  in  diagnosis 
despite  extensive  clinical  workup.  Cardiac  cathe- 
terization and  coronary  arteriography  were  used  to 
resolve  the  difficulties.  These  cases  may  be  divided 
into  three  categories  namely,  arrhythmias,  con- 
genital heart  disease  and  suspected  heart  disease. 


-Arrhythmias.  Four  patients  with  severe  re- 
current arrhythmias  but  without  other  historical, 
physical,  radiographic  or  ECG  evidence  of  heart 
disease  were  studied  for  occult  disease.  While 
many  patients  with  arteriosclerotic  and  valvular 
heart  disease  experience  arrhythmias,  many  pa- 
tients with  idiopathic  complete  heart  block  have 
primary  degenerative  disease  and  no  demonstrable 
CAD. 

Congenital  Heart  Disease.  Few  patients  with 
congenital  heart  disease  require  coronary  arteriog- 
raphy, but  the  procedure  is  beneficial  in  certain 
instances.  Some  patients  with  pulmonary  hyper- 
tension may  experience  pain  similar  to  angina. 
Others  with  systolic  or  even  continuous  murmurs 
may  have  a surgically  correctable  coronary  artery 
fistula.  ECG  findings  characteristic  of  ischemia 
or  even  infarction  may  result  from  an  anomalous 
origin  of  a coronary  artery  from  the  pulmonary 
artery  or  from  coronary  artery  fistula. 
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Fig.  4. — 71-year-old  female  with  severe  mitral  stenosis  and  coronary  artery  disease. 

A.  — RAO  view  of  left  ventricle  in  full  diastole.  Th  e mitral  valve  (arrows)  is  deformed. 

B.  — View  of  normal  ascending  aortic  arch  with  com  petent  aortic  valve. 

C.  — RAO  view  of  left  coronary  artery  with  90%  obstr  uctive  lesion  (arrows)  of  left  anterior  descending  (LAD). 

D.  — LAO  view  of  right  coronary  artery  which  is  totally  obstructed  near  its  origin  (RCA). 


Suspected  Heart  Disease.  In  many  patients, 
clinical  symptoms  such  as  atypical  anginal  or 
shoulder  pain  and  abnormal  ECG  findings  may 
cause  the  patient  or  physician  to  have  concern 
about  cardiac  disease.  The  reassurance  that  may 
be  given  to  selected  patients  shown  to  have  angiog- 
raphically  normal  coronary  arteries  may  not 
infrequently  result  in  return  of  the  patient  to  work 
or  usual  daily  activities.  The  economic  benefits  to 
the  patient  who  is  shown  to  have  no  significant 
disease  may  be  considerable  as  he  returns  to  work 
and  regains  insurability. 

It  is  not  infrequent  for  patients  with  idiopathic 
hypertrophic  subaortic  stenosis,  idiopathic  myo- 
cardiopathy  or  other  types  of  hereditary  and 
congenital  diseases  to  present  as  possible  coronary 
artery  disease.  Radiologic  and  ECG  findings  of 
these  diseases  may  mimic  CAD.  In  these  cases, 
an  established  diagnosis  benefits  not  only  the 
physician  in  his  ability  to  treat  the  patient,  but 
also  the  patient’s  family  members  who  are  also 
potentially  affected. 


Summary 

Coronary  arteriography  is  useful  in  evaluating 
many  types  of  heart  disease  other  than  CAD.  Be- 
sides aiding  in  the  differential  diagnosis  of  chest 
pain,  it  is  useful  in  determining  the  etiology  of 
myocardial  diseeise  or  heart  failure,  and  in  evaluat- 
ing the  results  of  surgical  procedures.  Treatment 
which  is  based  on  anatomic  and  physiologic  facts 
obtained  at  the  time  of  angiographic  study  is  often 
more  accurate  than  that  derived  from  purely 
clinical  evaluation. 
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Subcutaneous  Filarial  Worms 
in  Florida 

Leon  VV.  Powell  Jr.,  M.D.  and  James  W.  Grossnickle,  M.D. 


In  1965  Beaver  and  Orihel  collected  25  cases 
of  subcutaneous  infection  by  worms  of  the  genus 
Dirofilaria.  Twenty  of  these  were  from  Florida.^ 
Other  cases  have  been  recorded,  but  the  facts 
about  these  worms  are  not  widely  known.- Con- 
sequently, we  want  to  report  three  more  cases  and 
comment  on  their  significance. 

Report  of  Cases 

Case  1. — The  first  patient  was  a 3S-year-old  white 
female  resident  of  Stuart,  Florida,  who  noticed  a nodule 
on  the  flexor  surface  of  her  left  forearm.  It  had  been 
present  one  month  and  was  not  tender.  The  nodule  was 

1.5  cm.  in  diameter,  located  in  the  subcutaneous  tissue 
and  resembled  a lipoma.  The  lesion  was  surgically  re- 
moved and  pathological  examination  showed  a small, 
coiled  worm  surrounded  by  chronic  inflammation.  This 
worm  was  identified  as  Dirofilaria  tenuis,  a common  sub- 
cutaneous parasite  of  the  raccoon. 4 

Case  2. — The  second  patient  was  a S8-year-old  white 
female  resident  of  Stuart,  Florida,  who  complained  of  a 
lump  in  the  upper,  inner  canthus  area  that  itched.  The 
lump  had  been  present  three  weeks  and  measured 

2.5  X 1.2  X 1.2  cm.  The  lesion  was  removed  and  during 
surgery  the  worm  was  discovered.  It  looked  like  a white 
thread  about  9 cm.  long  but  it  was  slightly  elastic.  The 
surrounding  tissue  showed  fibrosis  and  chronic  inflamma- 
tion. This  worm  was  also  identified  as  Dirofilaria  tenuis. 

Case  3. — A third  case  was  found  in  a 31-year-old  white 
female  resident  of  Stuart,  Florida.  A subcutaneous  nodule, 
1J4  cm.,  formed  in  the  parotid  gland  region  that  was 
present  for  at  least  three  weeks  before  removal  by  Dr.  E. 
Stanton  Maxey.  The  nodule  simulated  a parotid  tumor. 
The  worm,  about  S cm.  long  and  thread-like,  was  found 
at  operation. 

Discussion 

Dirofilaria  tenuis  is  fairly  common  in  wild  rac- 
coons in  Florida.^  The  adult  worms  are  located 
in  the  subcutaneous  tissue  of  the  animal.  The  male 
and  female  worms  need  to  be  present  to  produce 
microfilariae  which  circulate  in  the  peripheral 
blood  and  are  transmitted  by  mosquito  to  other 
hosts.  The  infection  causes  the  raccoon  very  little 
inconvenience.  Pistey  studied  the  development  of 
Diroflaria  tenuis  on  Longboat  Key,  Florida,®  and 
found  the  mosquito  Aedes  taeniorhynchus  to  be 
the  natural  vector  there.  Since  Aedes  taeniorhyn- 
chus is  a common  saltwater  marsh  mosquito 
throughout  coastal  Florida,'^  it  is  probably  the 
natural  vector  of  Dirofilaria  tenuis  in  other  parts 
of  the  state  as  well. 

The  great  majority  of  human  cases  have  been 
single  worm  infections  and  microfilariae  were  not 
found;  however,  Pacheco  and  Schofield  studied  a 
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case  with  microfilariae.®  They  considered  man  a 
potential  suitable  host  for  the  worm.  Most  infec- 
tions caused  only  localized  nodules  in  the  subcu- 
taneous tissue;  however,  the  worm  has  been  found 
in  the  conjunctiva  and  the  eyelid.  Simple  removal 
effects  a cure. 

The  adult  female  worm  measures  9 cm.  x 0.3 
mm.,  the  male  4.5  cm.  x 0.2  mm.,  dimensions 
which  make  the  worm  appear  quite  thread-like.® 
The  nematode  takes  about  seven  months  to  reach 
maturity  in  the  raccoon  and  this  is  probably  true 
in  man. 

Two  interesting  facts  appear.  First,  the  infec- 
tions are  more  common  in  females  by  a ratio  of 
five  to  one.  This  is  difficult  to  explain.  Second, 
the  patients  usually  noticed  their  symptoms  for 
about  one  month  before  consulting  a physician. 
Beaver  and  Orihel  speculated  that  symptoms  were 
caused  by  tissue  reaction  to  the  dead  worm,  since 
two  thirds  of  the  worms  were  dead  when  re- 
moved. ^ 

Summar) 

In  summary,  we  can  say  that  at  least  23  cases 
of  Dirofilaria  tenuis  infections  have  occurred  in 
Florida.  No  doubt  many  more  cases  never  came 
to  light.  However,  we  predict  that  Dirofilaria 
tenuis  will  soon  follow  the  passenger  pigeon  into 
oblivion.  As  pavement  and  condominiums  replace 
the  natural  habitat  of  the  raccoon,  the  worm  must 
learn  to  adopt  man  as  host — or  perish  from  this 
earth. 
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Respiratory  Intensive  Care 

Thomas  E.  Daly,  M.D.  and  Ronald  Parker,  A.R.I.T. 


Over  the  past  two  decades  the  character  of 
pulmonary  care  has  been  changed  dramatically 
mainly  by  the  use  of  antibiotic  drugs.  Pneumonia, 
once  “Captain  of  the  Men  of  Death,”  and  tuber- 
culosis, called  “consumption”  for  hundreds  of 
years,  have  been  brought  under  control  to  a con- 
siderable degree.  Attention  has  turned  to  condi- 
tions in  the  lungs  which  maim  and  kill  by  inter- 
fering with  pulmonary  function  and  circulation. 

Terms  such  as  “respiratory  arrest”  and  “pul- 
monary insufficiency”  have  appeared  in  the  litera- 
ture and  in  hospital  conversation.  A new  climate 
has  been  created  conducive  to  more  widespread 
interest  in  pulmonary  physiology  and  its  applica- 
tion to  clinical  practice.  Almost  every  day  new 
ideas,  techniques,  medicines  and  mechanical  aids 
appear. 

The  respiratory  patient,  after  arrival  in  the 
intensive  care  facility,  is  the  center  of  this  discus- 
sion. Simple  management  guidelines  are  suggested 
and  recommendations  made  for  better  care,  safety 
and  cleanliness.  Some  of  these  are  ironclad,  per- 
mitting no  shortcuts;  others  are  open  for  debate. 

Admission  Screening 

The  idea  of  a single  breath  screening  test  to 
provide  a helpful  parameter  or  two  on  all  adult 
patients  upon  admission  to  the  hospital  is  becom- 
ing popular.  The  values  obtained  will  give  an 
elemental  knowledge  of  the  patient’s  respiratory 
condition  by  placing  a pulmonary  “fingerprint” 
into  his  record. 

Blood  Gas  Analyses 

An  arterial  blood  gas  determination  should  be 
made  upon  admission  or  as  soon  as  possible  on 
each  “respiratory  suspect”  and  on  the  patient  in 
respiratory  intensive  care.  These  parameters  af- 
ford insight  into  the  integrity  of  the  cardiopul- 
monary system  at  a given  time  and  serve  as  a 
baseline  for  future  reference. 

Interest  in  the  blood  gas  should  not  end  here. 
The  physician  following  in  his  mind  what  is  taking 
place  in  the  patient’s  lungs,  perfusion-wise,  should 
be  interested  in  frequent  arterial  blood  gas  anal- 

Dr.  Daly  is  chief  of  the  Department  of  Inhalation  Therapy 
and  Pulmonary  Function  and  Mr.  Parker  is  Chief  Inhalation 
Therapist,  St.  Mary’s  Hospital,  West  Palm  Beach. 


yses.  Before  and  after  reports  will  guide  him  in 
intelligently  managing  every  phase  of  respiratory 
care. 

Suctioning 

After  establishing  a functioning  airway  and 
providing  for  its  maintenance,  suctioning  is  the 
next  most  important  duty  of  personnel.  The 
acutely  or  chronically  ill  patient  may  be  in  danger 
of  “drowning”  in  his  own  secretions  and  must  be 
“brought  to  the  surface”  as  it  were.  Those  per- 
forming this  important  procedure  should  be  mind- 
ful of  the  possibility  of  fluid  accumulating  in  the 
air  spaces. 

They  must  also  be  mindful  of  the  danger  of 
hypoxia,  even  for  short  periods,  and  that  oxygen 
can  prevent  and  counteract  it.  We  instruct  our 
staff  to  “bag”  100%  oxygen  into  the  air  passages 
of  the  patient  before  and  after  suctioning.  This 
stream  may  dislodge  thick  secretions  and  stubborn 
encrustations  that  might  not  otherwise  come  loose 
from  the  walls  of  the  breathing  passages. 

The  necessity  for  repeated  suetioning  cannot 
be  overstressed.  Personnel  in  the  respiratory  in- 
tensive care  unit  should  be  warned  that  the  cath- 
eter, while  a life-saving  tool,  may  be  potentially 
lethal. 

This  long,  slender  semirigid  tube  should  be 
introduced  deliberately,  not  roughly  nor  forced, 
into  the  delicate  air  passages  as  deep  as  it  will  go 
without  too  much  delay.  As  the  tube  is  withdrawn 
it  should  be  spun  slowly  (360°)  between  the  fin- 
gers and  rotated  at  the  same  time,  describing 
circles  of  six  or  eight  inches  in  diameter.  This 
cleans  and  sucks  out  the  air  passages  and  the 
breathing  tube  in  very  thorough  fashion. 

While  doing  this  the  catheter  should  not  re- 
main overly  long  deep  down  among  the  branches 
of  the  bronchial  tree.  In  the  minor  ramifications 
(basal  bronchi)  or  even  against  still  smaller 
bronchial  orifices  (rami  of  basal  bronchi),  the 
catheter  may  empty  a representative  portion  of  a 
lobule,  or  segment,  of  vital  life-giving  gas  thereby 
causing  varying  degrees  of  hypoxia  and  atelectasis. 

This  procedure  should  be  completed  in  not 
more  than  15  seconds  and  the  bronchial  tree  not 
reentered  in  less  than  three  minutes  unless  secre- 
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lions  in  the  respiratory  tract  were  found  to  be  so 
voluminous  as  to  greatly  endanger  the  patient’s 
well-being.  Then  they  are  removed  immediately. 
Following  each  manipulation  the  catheter  is 
changed  and  the  patient  “bagged”  with  100% 
oxygen  which  can  open  up  alveoli,  clear  out  ac- 
cumulated carbon  dioxide  and  very  well  use  up  the 
previously  mentioned  three  minutes. 

Many  cardiac  arrests  undoubtedly  have  occur- 
red because  of  poor  suctioning  technique.  Trauma 
is  another  complication  that  must  be  mentioned. 
The  mucosal  lining  and  submucosa  of  the  tracheo- 
bronchial tree  have  been  denuded,  eroded  and 
ulcerated  on  occasions  too  numerous,  as  demon- 
strated in  the  autopsy  room.  Pathological  speci- 
mens have  shown  involvement  right  down  to 
muscle  and  cartilage  and  into  the  lung  as  far  as 
the  entrance  of  bronchial  branches  into  the  lower 
lobes. 

Preservation  of  the  integrity  of  the  lining  of 
the  air  passages  is  of  paramount  consideration. 
Our  technicians  are  instructed  to  use  this  equip- 
ment and  observe  these  safeguards: 

1.  A catheter  with  a vent  near  its  proximal 
end  (Vent-rol,  Tip-Trol,  etc.,)  or  an  unvented 
catheter  joined  to  the  suction  line  by  a “Y”  con- 
nector. These  devices  permit  immediate  fingertip 
control  of  negative  pressure  in  the  suction  tube. 
This  type  suctioning  is  called  “regulated  pressure 
technique.”! 

2.  Release  the  pressure  on  the  vent  immedi- 
ately if  you  feel  the  catheter  grabbing.  The  nega- 
tive pressure  in  the  suction  tube  may  be  pulling 
mucosa  into  the  opening  at  the  end  of  the  tube. 

3.  Never  attempt  to  control  the  suction 
stream  by  pinching  or  kinking  the  tube.  This  can 
cause  a buildup  of  additional  negative  pressure  in 
the  range  of  10-20  inches  of  Hg.  (25-50  cm.  of 
Hg.)  at  the  catheter  tip.  When  the  obstruction  is 
removed,  the  sudden  burst  of  pressure  may  cause 
the  catheter  tip  to  jerk  a section  of  mucosa  loose 
or  produce  varying  amounts  of  hemorrhage  in  this 
delicate  tissue. 

If  respiratory  intensive  care  can  offer  only  one 
service,  we  believe  the  logical  choice  would  be 
intelligently  performed  sterile  suctioning  of  the 
patient. 

Control  of  Infection 

Infection  is  the  grave  danger  tied  in  with  air- 
■way  maintenance.  All  personnel  must  fear  infec- 
tion and  anything  less  than  an  exacting  sterile 
gloved,  absolutely  clean  material,  technique  should 
not  be  tolerated. 


During  the  past  18  months  we  have  experi- 
mented with  chemical  disinfecting,  gas  sterilizing 
and  “disposables”  and  found  them  all  good.  We 
favor  gas  sterilizing,  especially  since  we  now  have 
access  to  more  rapid  aeration  technique  (8  hours 
vs  24  hours).  It  keeps  more  of  our  supplies  in 
service,  not  in  the  aeration  chamber.  Disposables 
have  a lot  in  their  favor  but  storage,  disposing  of 
them  and  expense  tipped  the  scales  in  favor  of  i 
gasing.  ^ 

Respirators  * 

These  highly  complex  machines  breathe  for  the  1; 
apneic  (control)  and  help  the  dyspneic  (assist),  j' 
They  save  countless  lives  and  can  kill  with  an  i. 
alarming  definiteness.  They  should  be  employed  |i 
only  with  proper  and  knowledgeable  supervision,  f’ 
Adjustment  of  controls  is  not  for  the  uninitiated.  iK 

Respirators  are  used  mainly  on  patients  with  {i: 
tracheotomy  and  endotracheal  tubes  in  place  who  » 
need  respiratory  support  (assisted  and  controlled). 

An  emergency  resuscitative  device  (Ambu  bag,  |ji 
Elder  valve,  etc.)  should  be  at  the  bedside  of  k 
each  patient,  particularly  those  being  “controlled,”  , 
as  a precautionary  measure.  These  should  be  ji 
available  so  that  a second  attendant  can  “bag”  1: 
the  patient  during  the  intervals  of  “disconnect”  j 
while  suctioning  is  in  progress. 

Oxygen  Toxicity 

Loran  Smith  first  suggested  in  1899  that  k 
breathing  pure  oxygen  over  a long  period  might  i 
be  injurious  to  man.  Three  quarters  of  a century  ^ 
later  we  are  still  unable  to  exactly  pinpoint  where 
the  pathology  is  that  makes  oxygen  toxicity  po-  jo 
tentially  so  lethal.  It  is  a conglomeration  of  side  d 
effects,  symptoms  and  pathological  findings.  | 

The  patient  suspected  of  undue  exposure  to  II 
oxygen  may  show  evidence  of  atelectasis,  pneu- 
monitis,  pulmonary  edema,  pulmonary  congestion  |( 
and  consolidation.  Parasthesias,  visual  distur-  jl 
bances,  convulsions  and  other  evidence  of  neuro-  ^ ' 
logical  involvement  may  be  encountered.  Subster-  d 
nal  pain,  various  parasthesias,  nausea,  vomiting  I./ 
and  general  malaise  are  outstanding  symptoms  as  || 
well  as  diminishing  ability  to  fill  the  lungs.  Any  of  j ( 
these  complaints  are  cause  for  immediate  concern. 

Caution  should  be  exercised  when  employing  ;; 
100%  oxygen.  In  most  instances,  it  can  be  toler-  j 
ated  for  approximately  50  hours  without  danger,  j 
If  physicians  and  personnel  will  keep  this  in 
mind,  it  will  allay  some  of  their  apprehension. 

A 56%  concentration  (actually  an  oxygen 
partial  pressure  of  425  mm.  Hg.)  at  one  atmos- 
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pheric  pressure  is  fairly  safe  to  stay  within.-  The 
respirator  setting  should  not  be  relied  upon  solely; 
the  gas  mixture  must  be  checked  frequently  with 
an  oximeter. 

.Another  reliable  test  is  arterial  blood  gas 
oxygen  tension  determination.  If  an  arterial  oxy- 
gen tension  (PaOo)  of  150  mm.  Hg.  is  not  exceed- 
ed, the  ground  is  quite  safe. 

Most  of  the  time  in  severe  lung  disease  and 
even  in  the  case  of  badly  traumatized  lungs,  an 
oxygen  tension  of  35  to  50  mm.  Hg.  is  difficult 
to  achieve  despite  the  use  of  high  concentrations 
of  this  gas.^  These  abnormal  lungs  seem  to  toler- 
ate 100%  o.xygen  remarkably  well  over  a lengthy 
period. 

Despite  the  inherent  danger  of  using  oxygen 
in  this  manner,  one  cannot  afford  to  gamble  on 
development  of  tissue  hypoxia. 

Sedation 

Fear  and  hesitancy  have  no  place  in  this  area 
of  treatment.  The  struggling,  restless  patient  can 
only  harm  himself  physically  and  in  the  event  he 
is  being  supported  by  a respirator  he  most  cer- 
tainly will  interfere  with  its  proper  functioning. 

Each  physician  has  a favorite  drug  or  drugs 
for  sedation  purposes  as  well  as  his  own  plan  of 
use.  We  prefer  three  plans;  two  involve  morphine, 
the  other  Talwin  and  Valium. 

Morphine  is  the  most  effective  pain  reliever 
and  one  of  the  best  tranquilizers  in  the  pharma- 
copoeia. Withholding  this  drug  from  respiratory 
patients  and  patients  in  severe  pain,  especially 
those  on  respirators,  simply  because  it  may  de- 
press the  breathing  center  is  hardly  justifiable. 

Plan  A. — Depending  upon  the  patient’s  size 
and  weight  and  degree  of  restlessness,  we  slowly 
administer  10  to  15  mg.  of  morphine  by  vein  ini- 
tially. Usually  this  is  followed  at  two  hour  inter- 
vals by  6 to  8 mg.  doses  also  intravenously  until 
the  patient  shows  a smooth  and  steady  quietude. 
The  time  interval  may  vary  to  every  three  hours 
or  more. 

Plan  B. — Morphine  2 mg.  is  given  every  five 
minutes  until  quietude  is  established.*  We  con- 
tinue on  a two  hour  schedule  using  one  half  to  one 
third  the  amount  required  to  arrive  at  the  initial 
state  of  tranquility. 

Plan  C. — For  patients  reacting  to  morphine 
with  nausea,  vomiting  or  hypotension,  we  give 
Talwin  30  mg.  initially  and  alternate  with  Valium 
10  mg.  every  two  hours,  both  intravenously. 

These  drugs  may  induce  quietude  and  relaxa- 
tion but  do  not  relieve  pain  and  might  very  well 


cause  it.  They  are  to  be  used  only  while  the 
patient  is  on  the  respirator.  He  may  be  unrespon- 
sive, conscious,  and  aware  of  the  surroundings  and 
any  conversation.  Complete  paralysis  is  not  nec- 
essary. If  the  decision  is  made  to  give  muscle 
relaxants,  the  skill  and  experience  of  the  physician 
in  charge  is  of  utmost  importance. 

When  the  relaxant  drugs  and  morphine  are 
given  in  repeated  doses,  constant  and  “arm’s 
length  away”  supervision  is  necessary.  The  danger 
of  “disconnect”  is  ever  present. 

Alarms 

One  of  the  prime  causes  of  death  in  patients 
on  respirator  care  is  to  be  found  in  the  “plumb- 
ing.”* Disconnect  or  obstruction  somewhere  in 
the  “patient-machine-pipe-linkage”  are  the  bogey- 
men. .An  alarm  warns  of  these  happenings;  how- 
ever, none  are  so  reliable  that  complete  depen- 
dence can  be  put  upon  them. 

In  sounding  off  it  creates  quite  a din  which 
is  usually  somewhat  disturbing  to  patients  and 
personnel.  To  stop  the  noise  attendants  may  turn 
it  off  and  then  fail  to  notify  anyone  or  record 
their  action  with  disastrous  results. 

“Arm’s  length  away”  supervision  is  best  and 
most  reliable. 

Weaning 

Weaning  from  a prolonged  assisted  or  con- 
trolled period  of  respirator  care  is  very  difficult 
and  calls  for  the  physician’s  and  therapist’s  pa- 
tience, tact  and  knowledge.  Considering  that  the 
respiratory  center  may  have  become  “reset”  at  a 
PaCOo  lower  than  the  patient  has  previously  been 
accustomed  to  and  that  chest  wall  receptors  may 
also  have  adjusted  to  deep  breathing  under  the 
influence  of  the  respirator  provides  a little  insight 
into  the  problem. 

The  intelligent  approach  calls  for  psychological 
readying  of  the  patient  for  the  coming  events. 
The  physician’s  intentions  should  be  made  known 
to  the  patient  in  detail;  however,  definite  dates 
must  be  avoided. 

Before  the  procedure  is  begun,  the  patient 
must  exhibit  a sufficient  reserve  of  ventilatory 
effort.  If  this  ability  is  lacking,  he  may  rather 
quickly  and  dramatically  lapse  into  shallow 
breathing  and  exhaust  himself  when  weaning  is 
attempted.  As  spontaneous  ventilation  diminishes, 
patchy  atelectasis  will  develop,  then  hypoxia,  fol- 
lowed by  respiratory  failure. 

Some  rules  for  weaning  the  patient  include: 

1.  Be  sure  of  a good  blood  gas  picture  while 
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the  patient  is  still  on  the  respirator  at  F102  0.4 
(40%  concentration). 

2.  Be  sure  he  can  breathe  entirely  on  his  own. 

3.  Be  sure  he  can  cough  and  swallow. 

4.  Be  sure  of  a vital  capacity  of  1000  cc.  in 
males  and  850  cc.  in  females. 

5.  Be  sure  that  the  pulse  is  monitored;  a ris- 
ing rate  spells  developing  hv^poxia. 

6.  If  possible,  be  sure  the  patient’s  blood 
gases  are  comparable  off  the  respirator  (15-20 
minutes)  to  previously  known  adequate  levels. 

Adequate  levels  may  not  necessarily  be  those 
regarded  as  normal  because  the  breathing  of  pa- 
tients with  emphysema  may  be  under  the  control 
of  what  is  referred  to  as  “hypoxic  drive” — low- 
blood  oxygen  chemoreceptor  stimulus  to  breathing 
where  chronic  hypercapnia  has  altered  normal  re- 
sponse to  CO2  in  the  respiratory  center.  Blood  gas 
studies  of  these  patients  may  show  daily  PCO2 
levels  that  are  quite  high  (70-90  mm.  Hg.). 

.\fter  the  patient  has  been  found  in  condition 
for  withdrawal  from  the  respirator,  we  proceed 
in  this  manner:  He  is  taken  off  the  machine  for 
three  to  five  minutes  every  half  hour  and  depend- 
ing upon  tolerance  the  length  of  “off  periods”  is 
increased  as  rapidly  as  possible.  Repeated  blood 
gas  determinations  guide  every  move  during  the 
procedure. 

The  physician  who  weans  his  patient  by  the 
trial  and  error  method,  neither  checking  the  ven- 
tilatory status  before,  during  or  after  the  proce- 
dure, is  like  the  diver  who  does  not  check  his 
recompression  tables.  He  will  get  away  with  it 
many  times,  but  watch  out! 

Removal  of  Tracheal  Breathing  Tubes 

Removing  endotracheal  tubes  presents  no  great 
problem.  Usually  these  are  left  in  place  no  more 
than  72  hours  and  protective  reflexes  seldom  are 
weakened  to  any  considerable  extent.  If  the  pa- 
tient is  to  be  maintained  on  a respirator  for  a 
longer  time,  a tracheotomy  should  be  performed 
which  makes  him  heir  to  the  problems  of  this 
device.  We  prefer  the  cuffed  “trach”  cannulae 
for  the  inflated  cuff  protects  against  aspiration 
difficulties.  ’ 

The  longer  these  devices  have  been  in  place 
the  more  tact,  patience  and  knowledge  is  required 
to  remove  them.  The  spectre  of  aspiration  of 
vofnitus  is  always  present  and  should  be  feared. 

Easy  stages  are  the  answer,  and  suggestions 
include: 

Step  1. — Considerably  in  advance  acquaint  the 


patient  fully  with  what  is  intended  and  start  him 
sucking  on  lollypops  to  stimulate  the  swallowing 
reflexes  if  they  are  absent  or  weak.  In  the  younger 
age  group  an  infant  feeder  filled  with  Coca-Cola 
or  orange  juice  may  be  used. 

Step  2. — Deflate  the  “trach”  tube  cuff  and 
partially  or  completely  obstruct  the  outer  opening 
with  the  fingertip  to  determine  if  the  patient  can 
breathe  past  the  deflated  cuff.  This  closing  off  is 
referred  to  as  “corking  the  tube.” 

At  this  point  w-e  usually  remove  the  conven- 
tional cuffed  tube  and  replace  it  with  a cuffed 
fenestrated  tube  which  affords  unobstructed  pas- 
sage of  the  breath  to  the  larynx  and  glottis. 

With  the  conventional  tube  cuff  deflated,  the 
airstream  is  directed  through  the  folds  of  wadded 
up,  crinkled  cuff  substance  thereby  encountering 
varying  degrees  of  obstruction  and  baffling.  For 
the  conscious  patient  talking  is  much  easier  with 
the  fenestrated  tube  in  place  and  cuff  blown  up 
than  with  the  older  type  with  cuff  deflated. 

Using  either  the  fenestrated  tube  with  cuff 
inflated  or  the  conventional  tube  with  cuff  de- 
flated, w'e  proceed  to  the  next  step. 

Step  3. — The  patient’s  ability  to  get  along 
without  the  cannula  is  tested.  He  has  been  de- 
pending upon  intravenous  solutions  and  gastric 
tube  feedings  and  the  swallow  reflex  has  been 
dormant.  The  loll3q)ops  help  this  function  to 
return. 

The  patient  takes  several  sips  of  water  which 
have  been  discolored  with  methylene  blue  dye, 
and  as  he  sw'allows  we  watch  his  neck  for  degluta- 
tory  movements.  The  trachea  is  suctioned  through 
the  tracheotomy  tube.  Clear  aspirate  in  the 
catheter  and  suction  bottle  indicates  that  the 
patient  is  able  to  swallow  without  aspiration.  The 
tube  is  removed.  When  the  aspirate  has  a bluish 
discoloration,  removal  of  the  tube  must  be  post- 
poned. It  is  taken  out  when  the  patient  is  able  to 
swallow  liquid  without  any  of  it  getting  into  his 
trachea. 

Conclusion 

Intensive  care  facilities  w-ith  particular  em- 
phasis upon  cardiac,  respiratory,  medical  and 
neonatal  conditions  are  appearing  every  day  with 
a myriad  of  problems  arising  from  their  proper 
and  intelligent  management.  These  adjuncts  to 
patient  care  are  springing  up  so  rapidly  that  the 
supply  of  trained  personnel  to  man  them  is  far 
behind.  Physicians  and  hospitals  are  finding  it 
difficult  to  supply  answers,  academic  and  adminis- 
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trative,  to  the  questions  being  asked  concerning 
the  problems. 

In  an  attempt  to  provide  answers  to  some  of 
the  more  academic  questions  we  have  gathered 
together  our  ideas  and  those  of  others  more 
experienced  into  this  presentation.  Some  argu- 
ment is  offered  for  more  frequent  use  of  blood 
gas  determinations;  a plea  is  made  for  everlasting 
attention  to  cleanliness,  and  caution  is  urged  con- 
cerning the  dangers  inherent  in  the  less  than  gentle 
use  of  the  seemingly  benign  suction  catheter. 
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The  Race  of  Life 


Nothing  strikes  one  more  in  the  race  of  life  than  to  see  how  many  give  out  in  the  first  half  of  the 
course.  ‘Commencement  day’  always  reminds  me  of  the  start  for  the  Derby,  when  the  beautiful  high- 
bred three  year-olds  of  the  season  are  brought  up  for  trial.  That  day  is  the  start,  and  life  is  the  race. 
Some  of  the  best  colts  are  pranced  around,  a few  minutes  each,  to  show  their  paces.  Here  we  are  at 
Cambridge  and  a class  is  first  ‘graduating.’  Poor  Harry!  he  was  to  have  been  there,  but  he  has  paid 
forfeit. 

Ten  years  gone.  First  turn  in  the  race.  A few  broken  down;  two  or  three  bolted.  ‘Cassock,’  a 
black  colt,  seems  to  be  ahead  of  the  rest.  ‘Meteor’  has  pulled  up. 

Twenty  years.  Second  corner  turned.  ‘Cassock’  has  dropped  from  the  front,  and  ‘Judex,’  an 
iron-grey,  has  the  lead.  But  look!  how  they  have  thinned  out!  Down  fiat — five,  six,  how  many? 
They  will  not  get  up  again  in  this  race,  be  very  sure! 

Thirty  years.  Third  corner  turned.  ‘Dives,’  bright  sorrel,  ridden  by  the  fellow  in  a yellow  jack- 
et, begins  to  make  play  fast — is  getting  to  be  the  favorite  with  many.  But  who  is  that  other  one  that 
now  shows  close  up  to  the  front?  Don’t  you  remember  the  quiet  brown  colt  ‘Asteroid,’  with  the  star 
in  his  forehead?  That  is  he;  he  is  one  of  the  sort  that  lasts.  ‘Cassock’  is  now  taking  it  easily  in  a 
gentle  trot. 

Forty  years.  More  dropping  off,  but  places  much  as  before. 

Fifty  years.  Race  over.  All  that  are  on  the  course  are  coming  in  at  a walk;  no  more  running. 
Who  is  ahead?  Ahead?  What!  and  the  winning-post  a slab  of  white  or  gray  stone  standing  out 
from  that  turf  where  there  is  no  more  jockeying,  or  straining  for  victory!  Well,  the  world  marks  their 
places  in  its  betting-book;  but  be  sure  that  these  matter  very  little,  if  they  have  run  as  well  as  they 
knew  how! 


Oliver  Wendell  Holmes  (1809-1894) 
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Chronic  Gastrointestinal  Bleeding 
Secondary  to  Hiatus  Hernia 

Surgical  Correction  Using  the  Belsey  Repair 

William  B.  Berry,  M.D. 


The  surgical  treatment  of  hiatus  hernia  has 
changed  dramatically  in  the  past  ten  years.  In 
years  past  a myriad  of  techniques,  both  trans- 
thoracic and  transabdominal,  have  been  employed. 
Unfortunately,  long  term  follow-up  studies  have 
shown  significant  recurrence  rates  following  most 
procedures. 

When  Mr.  Ronald  Belsey  of  Bristol,  England 
presented  his  results  of  hiatus  hernia  repair  in  a 
series  of  over  1,000  patients  followed  over  15 
years,  his  surgical  management  of  this  disease 
seemed  worthy  of  emulation.  A continuing  pil- 
grimage of  American  surgeons  to  the  Frenchay 
Hospital  in  Bristol  has  brought  the  Belsey  tech- 
nique to  the  United  States,  and  several  American 
centers  have  now  confirmed  the  efficacy  of  this 
operation.i-3 

Despite  the  availability  of  effective  surgical 
treatment  for  symptomatic  hiatus  hernia,  many 
internists  and  gastroenterologists  recalling  earlier 
disappointing  results  are  still  reluctant  to  advise 
operation  even  when  indicated.  The  one  clinical 
situation  where  physicians  and  surgeons  usually 
advise  operation  is  for  the  patient  with  anemia 
secondary  to  bleeding  either  from  severe  esopha- 
gitis or  from  an  ulcer  in  the  hiatal  hernia. 

The  patient  herein  described  is  presented  to 
demonstrate  the  effectiveness  of  the  Belsey  Mark 
I\'  repair  in  the  treatment  of  a patient  with  a 
bleeding  ulcer  within  a hiatus  hernia. 

Clinical  Summary 

\ 67-year-old  white  man  was  admitted  to  the  hospital 
with  tarrj'  stools.  A hemoglobin  determination  taken  in 
his  physician’s  office  was  7 grams  percent.  There  was 
a significant  gastroesophageal  reflux  symptom  complex 
dating  back  over  13  years  prior  to  admission  and  multiple 
barium  swallows  had  confirmed  the  presence  of  a sliding 
hiatus  hernia.  Ten  years  prior  to  admission  the  patient 
was  admitted  to  a New  York  hospital  with  severe  regurgi- 


From  the  Division  of  Thoracic  and  Cardiovascular  Surgery, 
Mount  Sinai  Hospital,  Miami  Beach. 


tation.  Esophagoscopy  was  performed  at  that  time  and 
a cervical  perforation  sustained.  The  neck  was  drained 
and  the  patient  subsequently  discharged  without  further 
treatment. 

Seven  years  prior  to  admission  the  patient  was  hospi- 
talized again  because  of  melena.  Barium  swallow  showed 
an  ulcer  in  the  hiatus  hernia.  Because  of  the  previous 
perforation,  no  endoscopy  was  carried  out;  the  patient 
was  treated  with  multiple  transfusions  and  antacids,  and 
discharged. 

During  the  succeeding  seven  years,  the  patient  slept 
sitting  up,  took  large  amounts  of  antacids  daily  and  ate 
a progressively  softer  diet  because  of  slowly  increasing 
dysphagia. 

•After  admission  to  the  hospital,  the  patient  received 
2000  cc.  of  blood  and  the  hemoglobin  stabilized  at  12 
grams  percent.  A barium  swallow  demonstrated  a large 
sliding  hiatus  hernia,  an  ulcer  just  above  the  gastroesopha- 
geal junction,  and  narrowing  of  the  gullet  in  the  same  area 
(Fig.  1).  The  remainder  of  the  gastrointestinal  tract  was 
normal.  Esophagoscopy  showed  severe  esophagitis  with 
mucosal  erosions,  gross  bleeding  and  a narrowed  distal 
esophagus;  dilatation  was  carried  out  up  to  a 40  French 
bougie. 

Refractory  symptomatic  reflux  with  early  stricture 
formation  and  significant  bleeding  were  indications  for 
surgery.  After  a course  of  pulmonary  physiotherapy,  a 
standard  Belsey  Mark  IV  hernia  repair  was  carried  out 
through  the  left  sixth  interspace.*  The  narrowed  esopha- 
gus was  dilated  up  to  a 46  French  bougie  per  oral  passage 
of  Hurst  bougies.  Since  there  was  severe  periesophageal 
inflammation  with  foreshortening  of  the  gullet  it  was  nec- 


Fig.  1. — Preoperative  barium  swallow  demonstrating  a 
large  sliding  hiatus  hernia.  Note  the  posteriorly  located 
ulcer  crater  and  significant  esophageal  stenosis  just 
cephaled  to  the  ulcer. 

*For  a technical  description  of  Mr.  Belsey’s  operation  the 
reader  is  referred  to  the  excellent  account  by  Skinner  and 
Belsey,  j.  Thorac.  Cardiovasc.  Surg.  53:33,  1967. 
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Fig.  2. — Postoperative  barium  swallow  showing  a com- 
pletely normal  appearing  distal  esophagus.  There  is  a 
significant  segment  of  intra-abdominal  esophagus  and 
the  normal  angle  of  entry  of  the  esophagus  into  the 
stomach  has  been  restored.  There  is  no  suggestion  of 
esophageal  stricture. 


essary  to  free  the  esophagus  completely  up  to  the  aortic 
arch.  The  patient  tolerated  operation  without  incident 
and  had  an  uneventful  convalescence.  He  was  able  to  con- 
sume a regular  diet  and  to  lie  flat  after  eating  with  no 
symptoms.  A barium  swallow  was  performed  14  days 
after  operation  and  showed  complete  healing  of  the  ulcer, 
restoration  of  the  intra-abdominal  segment  of  esophagus 
and  a nonnal  angle  of  entry  of  the  esophagus  into  the 
stomach  (Fig.  2).  Cine  studies  confirmed  the  absence  of 
any  ulcer  and  showed  almost  normal  motility  of  the  lower 
gullet. 

Discussion 

The  vast  majority  of  patients  with  symptomat- 
ic hiatus  hernia  show  evidence  of  gastroesopha- 
geal reflux.  A smaller  but  significant  number  of 
patients  present  with  pulmonary  complications 
secondary  to  aspiration  of  refluxed  gastric  con- 
tents. In  each  of  these  groups,  the  primary  etiolog- 
ic  factor  is  an  incompetent  cardial  sphincter 
mechanism.  Proper  cardial  reconstruction  by  the 
Belsey  repair  or  with  similar  techniques  has  proven 
curative  in  over  90%  of  patients  with  long  follow- 
up periods. 1-5 

The  surgical  treatment  of  bleeding  hiatus 
hernia  has  been  ill-defined  because  of  two  basic 
reasons.  First,  bleeding  is  the  least  common  pre- 
senting symptom  of  hiatus  hernia.  Second  and 
more  important,  the  etiology  of  a bleeding  ulcer 
at  the  gastroesophageal  junction  has  often  been 
considered  similar  to  that  of  bleeding  ulcers  in  the 
gastroduodenal  area.  This  approach  has  led  some 
surgeons  to  believe  that  simply  correcting  the 
anatomic  defect  is  inadequate  treatment.  They 
have  employed  a “physiologic”  or  “balanced” 
hiatus  hernia  operation  consisting  of  pyloroplasty 
and  vagotomy  in  addition  to  the  herniorrhaphy 
with  the  expectation  that  the  diminished  acid  pro- 


duction and  more  rapid  gastric  drainage  will  result 
in  a reduction  of  acid  in  the  esophagus.^’ 

The  technical  ease  with  which  pyloroplasty 
and  vagotomy  can  be  performed  has  encouraged 
its  use.  Unfortunately,  there  is  a significant  inci- 
dence of  “dumping”  symptoms  following  pyloro- 
plasty and  of  intestinal  dyskinesias  after  truncal 
vagotomy.  The  risk  of  these  complications  is  low 
enough  to  warrant  their  application  in  the  treat- 
ment of  the  peptic  ulcer  diathesis,  and  certainly 
pyloroplasty-vagotomy  is  a proven  effective  opera- 
tion for  duodenal  or  pyloric  ulcer. 

It  is  my  view  that  in  the  management  of  ulcer 
at  the  cardioesophageal  junction  secondary  to  dis- 
located gastric  juice,  with  normal  gastric  acid 
production,  the  crux  of  the  problem  is  basically 
anatomic;  in  other  words,  normal  amounts  of  gas- 
tric acid  are  to  be  desired  in  the  stomach  but  not 
in  the  esophagus.  The  patient  herein  reported 
demonstrates  that  proper  reconstruction  of  the 
gastroesophageal  junction  which  prevents  reflux 
of  gastric  juice  into  the  esophagus  results  in  a 
return  of  normal  esophageal  motility,  healing  of 
esophagitis,  and  most  importantly,  an  asymptom- 
atic patient. 

Summary 

The  Belsey  technique  of  hiatus  hernia  repair 
was  employed  in  a patient  with  severe  symptoms 
secondary  to  esophagitis  and  a bleeding  ulcer  at 
the  gastroesophageal  junction.  Postoperatively  the 
patient  was  asymptomatic,  and  barium  cine  studies 
14  days  after  operation  showed  complete  healing 
of  the  ulcer  and  almost  normal  motility.  It  is 
suggested  that  the  “balanced”  operation  may  not 
be  indicated  in  the  treatment  of  these  complica- 
tions and  that  precise  cardial  reconstruction  is  the 
operation  of  choice. 

The  author  was  Senior  Registrar  in  Cardiothoracic  Surgery 
at  the  Frenchay  Hospital  in  Bristol,  England,  1966-1967,  and  is 
grateful  to  Mr.  Ronald  Belsey’s  tutelage  in  esophageal  diseases. 
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Comparison  of  Ethacrynic  Acid 
and  Hydrochlorothiazide  in  Hypertension 

Eliseo  C.  Perez-Stable,  M.D.,  Juan  T.  Munoz,  M.D. 

Alvin  P.  Shapiro,  M.D.,  and  Eileen  T.  Scheib,  M.D. 


The  introduction  of  chlorothiazide  in  195 7^ 
marked  an  important  advance  in  the  treatment  of 
hypertension-  More  recently  ethacrynic  acid^  and 
furosemide^  have  been  added  to  the  list  of  oral 
diuretics.  Ethacrynic  acid  is  a more  potent  na- 
triuretic agent  than  thiazide  derivatives,^-®  but 
its  sodium  depleting  effect  in  the  treatment  of 
hypertension  has  received  relatively  little  atten- 
tion.'^-® It  seemed  most  desirable  to  compare  the 
action  of  ethacrynic  acid  (EA)  with  hydrochloro- 
thiazide (HCT),  which  probably  is  the  most  com- 
monly used  diuretic  in  hypertensive  patients. 

Methods 


Table  1 shows  the  clinical  data  on  the  12 
nonedematous,  hypertensive  patients  selected  for 
the  investigation.  The  duration  of  the  study  was 
14  weeks  for  each  subject.  The  same  diet  and 
antihypertensive  drugs  (with  the  exception  of  the 
diuretics)  that  they  were  taking  previously  were 
continued  during  the  period  of  study.  Ethacrynic 
acid  50  mg.,  hydrochlorothiazide  50  mg.,  and 
placebo  capsules  were  prepared  so  that  all  three 
looked  alike.  The  following  design  was  used  in 
all  subjects: 

Period  1. 

Period  2. 


Period  3. 
Period  4. 


Period  5- 


Two  weeks  of  placebo  therapy. 
Four  weeks  of  either  E.A  or  HCT, 
50  mg.  twice  a day. 

Two  weeks  of  placebo  therapy. 
Four  weeks  of  therapy  with,  which- 
ever compound  was  not  used  in 
Period  2. 

Two  weeks  of  placebo  therapy. 


The  design  was  not  completely  “double  blind” 
in  that  the  periods  on  placebo  were  known  to  the 
physician,  although  not  to  the  patient.  However, 
the  physician  did  not  know  which  of  the  com- 
pounds under  study  he  used  during  the  two  peri- 
ods of  active  diuretic  therapy.  The  assignment  of 
the  drug  was  established  by  a randomized  tech- 
nique with  seven  patients  receiving  EA  first,  and 
five  HCT  first.  Blood  chemistries  (FBS,  BUN, 


creatinine,  sodium,  potassium,  chloride,  CO2CP 
and  uric  acid)  and  urinalysis  were  performed  at 
the  end  of  each  of  the  five  periods.  A blood  sugar 
two  hours  post  100  Gm.  of  glucose  was  obtained 
at  the  end  of  the  first  two  weeks  of  placebo  thera- 
py and  after  each  one  of  the  two  periods  under 
active  drug  therapy. 

The  results  were  analyzed  by  a randomized 
block  designio  performed  first  for  the  three  place- 
bo periods  of  each  of  the  12  indices,  with  each 
patient  treated  as  his  own  block.  When  there  were 
no  significant  differences  in  the  placebo  periods, 
an  average  placebo  (P)  for  each  patient  was  cal- 
culated, and  then  a similar  block  design  was  done 
between  EA,  HCT  and  P.  When  significant  differ- 
ences were  noted  in  this  analysis,  Tukey’s  test^i 
for  multiple  comparisons  was  done  to  locate  these 
differences.  A program  written  for  the  IBM  7090 
computer  facilitated  the  processing  of  the  data. 
With  both  techniques,  a p value  of  .05  or  less  was 
considered  to  indicate  that  significant  differences 
were  present. 


Results 

Table  2 summarizes  the  mean  values  for  the 
Indices  which  we  investigated. 

Blood  Pressure  and  Weight 

In  the  recumbent  position  the  average  mean 
blood  pressure  (MBP)  estimated  from  the  dia- 
stolic plus  1/3  the  pulse  pressure,  although  as 
much  as  10  mm.  Hg.  lower  on  active  drug,  did  not 
achieve  significant  decrease  from  that  on  placebo. 
In  the  erect  position  a significant  difference  was 
noted  between  HCT  and  P (10.7  mm.  Hg.).  HCT 
and  EA  periods  did  not  differ  between  themselves 
despite  the  fact  that  the  decline  on  HCT  had  been 
statistically  significant,  and  the  slightly  lesser  fall 
with  EA  had  not. 

The  mean  body  weight  in  pounds  showed  a 
significant  difference  in  the  three  placebo  periods 
and  subsequently  in  the  analysis  of  all  five  periods. 
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Table  1. — Clinical  Data. 


Patient 

.Age 

Diagnosis 

Previous  Treatment 
Continued  During  Study 

1 

SI 

Benign  Essential  HCVD 

Reserpine  0.2S  mg./d 

2 

71 

Benign  Essential  HCVD 

Reserpine  0.2S  mg./d 

3 

56 

Benign  Essential  HCVD 

AMD  1 Gm./d 

4 

SS 

Benign  Essential  HCVD 

5 

46 

Malignant  Essential  HCVD 

6 

SS 

Diabetes  Mellitus 
Benign  Essential  HCVD 

AMD  1 Gm./d 
AMD  1 Gm./d 

7 

69 

Benign  Essential  HCVD 

Digoxin  O.S  mg./d 
Reserpine  0.2S  mg./d 

8 

61 

Diabetes  Mellitus 
Essential  HCVD 

AMD  2S0  mg./d 
Digoxin  O.S  mg./d 
Reserpine  0.2S  mg./d 

9 

72 

Benign  Essential  HCVD 

Digitoxin  0.1  mg./d 
Reserpine  0.2  S mg./d 

10 

46 

Polycystic  Kidney 

AMD  SOO  mg./d 
Digitoxin  0.1  mg./d 
AMD  1 Gm./d 

11 

48 

Hypertension 

Benign  Essential  HCVD 

Reserpine  0.2S  mg./d 

12 

46 

Benign  Essential  HCVD 

AMD  1 Gm./d 

Idiopathic  Rhabdomyolysis 

Abb^'eviations: 

HCVD  — hypertensive  cardiovascular  disease 

Reserpine  0.2  S mg./d 

AMD  — 

alphamethyldopa 

There  was  a significant  difference  between  body 
weight  after  four  weeks  of  drug  therapy  when 
compared  with  the  baseline  placebo  period  (4.4 
lbs.  after  EA  and  4.5  lbs.  after  HCT),  as  well  as 
between  the  drugs  and  the  second  placebo  period, 
(2.9  lbs.  after  EA  and  3.0  lbs.  after  HCT).  No 
variation  between  EA  and  HCT  was  observed. 

Serum  Electrolytes 

The  serum  sodium  showed  no  significant 
changes  between  placebo  or  active  drugs.  HCT 
did  cause  a significant  reduction  of  6.3  mEq/L 
of  the  serum  chloride.  No  difference  was  noted 
between  EA  and  P.  EA  and  HCT  also  did  not 
differ  significantly. 

The  average  serum  potassium  decreased  sig- 
nificantly during  the  drug  periods  as  compared 
with  placebo.  The  reduction  in  the  mean  values 
was  0.4  mEq/L  greater  with  HCT  than  with  EA, 
and  this  difference  was  statistically  significant. 

The  mean  CO2  combining  power  exhibited  a 
significant  increase  between  EA  and  P and  be- 
tween HCT  and  P,  but  no  significant  difference 
between  the  two  drugs  was  found. 

BUN,  Serum  Creatinine 
AND  Serum  Uric  Acid 

The  mean  BUN  significantly  rose  2.5  mg./lOO 
ml.  with  EA  and  3.2  mg./lOO  ml.  with  HCT.  The 
difference  between  the  two  drugs  was  not  signifi- 
cant. The  serum  creatinine  remained  unchanged 
throughout  the  entire  period  of  observation. 


The  two  drugs  produced  a significant  elevation 
in  the  serum  uric  acid.  The  change  was  1.97 
mg./lOO  ml.  after  EA  and  1.88  mg./lOO  ml.  after 
HCT.  There  was  no  difference  between  EA  and 
HCT. 

Carbohydrate  Metabolism 

The  FBS  appeared  to  rise  during  administra- 
tion of  both  drugs,  but  these  differences  were  not 
statistically  significant  from  placebo.  However, 
a significant  variation  was  encountered  among  the 
three  placebo  periods,  and  in  the  analysis  of  all 
five  periods  the  FBS  during  HCT  was  higher  than 
the  placebo  periods  preceding  it,  while  in  the 
placebo  period  following  HCT,  the  FBS  was  higher 
than  in  the  other  placebo  periods.  This  probably 
is  related  to  a carryover  effect  of  the  HCT.  FBS 
with  EA  Wcis  also  higher  than  the  first  and  second 
placebo  periods,  but  not  to  a significant  level.  The 
two  hour  postprandial  blood  sugar  with  HCT  was 
significantly  higher  than  P.  With  EA,  a slightly 
lesser  rise  in  two  hour  postprandial  blood  sugar 
was  not  significant,  but  again  the  difference  be- 
tween the  two  drugs  did  not  achieve  a significant 
level. 

Side  Effects 

Throughout  the  study,  hemoglobin,  WBC, 
urinalysis,  serum  cholesterol,  serum  calcium  and 
phosphorus,  bilirubin,  serum  proteins,  serum  lactic 
dehydrogenase,  serum  glutamic  oxaloacetic  trans- 
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Table  2. — Mean  Values  for  the  Indices  Investigated  in  12  Patients. 


P 

MBP  Lying  132. S 

MBP  Standing  126.8 

Body  Weight  187.7 

Sodium  138.4 

Potassium  4.00 

Chloride  101.8 

CO2  26.7 

BUN  16.0 

Serum  Creatinine  l.SO 

Uric  Acid  6.57 

FBS  109.9 


2 hr.  post  100  Gm.  glucose  166.6* 
' One  placebo  period 


EA 

HCT 

EA,HCTJ> 

129.3 

122.8 

NS 

122.9 

115.1 

.05 

184.8 

184.7 

.01 

138.8 

135.8 

NS 

3.85 

3.45 

.01 

98.7 

95.5 

.01 

29.6 

30.2 

.01 

18.4 

19.2 

.05 

1.50 

1.59 

NS 

8.54 

8.40 

.01 

116.2 

123.7 

NS 

182.6 

189.2 

.05 

Abbreviations: 

EA  — ethacrynic  acid 

P — means  of  three  placebo  periods 

MBP  — mean  blood  pressure 


Tukey 

T Test 

EA  vs  P 

HCT  vs  P 

EA  vs 

NS 

NS 

NS 

NS 

.05 

See  Text... 

NS 

NS 

NS 

NS 

NS 

.05 

.05 

NS 

.05 

NS 

.05 

.05 

NS 

.05 

.05 

NS 

NS 

NS 

NS 

.05 

.05 

NS 

NS 

NS 

NS 

NS 

.05 

NS 

HCT  — hydpchlorothiazide 
FBS  — fasting  blood  sugar 
NS  — not  significant 


aminase  and  alkaline  phosphatase  remained  nor- 
mal in  all  the  subjects. 

With  EA  two  patients  complained  of  nausea 
and  anorexia  and  one  of  constipation.  One  patient 
developed  dyspnea  on  exertion  and  paroxysmal 
nocturnal  dyspnea  during  each  placebo  period. 
One  patient  presented  with  symptoms  and  signs 
of  acute  gouty  arthritis  while  on  the  placebo  peri- 
od that  followed  HCT. 

Discussion 

Although  the  decline  in  blood  pressure  with 
diuretics  achieved  statistical  significance  only  in 
the  erect  position  in  our  study,  the  results  are  in 
general  agreement  with  the  mild  antihypertensive 
effect  of  thiazide,  which  has  been  noted  in  ambula- 
tory, nonedematous  hypertensive  patients.  The 
failure  of  the  fall  in  the  recumbent  position  to 
achieve  statistical  significance  is  probably  related 
to  several  factors.  At  best  when  a design  which 
accounts  for  placebo  effects  is  employed,  the 
thiazide  response  is  modest^^  and  with  a small 
sample  such  as  used  here,  the  between  patient 
variability  may  be  too  great  to  reveal  the  differ- 
ence even  with  the  use  of  a randomized  block 
or  similar  techniques  of  analysis.  Moreover,  most 
of  these  patients  continued  to  receive  their  anti- 
hypertensive compounds,  which  may  have  partial- 
ly masked  the  diuretic  response,  since  this  re- 
sponse plus  that  of  other  drugs  may  not  be  entire- 
ly additive.i3  jn  any  case  it  was  noteworthy  that 
E.A  which  is  a more  potent  natriuretic  had  essen- 
tially a similar  antihypertensive  effect  to  that  of 
HGT,  which  confirms  previous  observations. 

No  serious  electrolyte  or  acid-base  imbalance 
occurred,  although  HCT  caused  a significant  fall 


in  serum  chloride.  The  major  difference  noted  be- 
tween EA  and  HCT  was  a slightly  greater  fall  in 
the  serum  K with  thiazide.  Both  drugs  seemed  to 
produce  a trend  to  hypokalemic  alkalosis. 

Hyperuricemia,  usually  asymptomatic,  is  usual- 
ly seen  with  therapy  with  thiazide  or  ethacrynic 
acid.  Our  study  indicates  that  the  effect  of  both 
drugs  on  uric  acid  levels  is  essentially  the  same 
and  from  this  point  of  view  there  is  little  to  choose 
between  them. 

The  hyperglycemic  effect  of  the  thiaizide  drugs 
has  been  well  established^^  although  the  mecha- 
nisms by  which  this  occurs  are  not  clear.  The  two 
drugs  produced  similar  effects  on  carbohydrate 
tolerance,  although — as  indicated  by  the  statistical 
peculiarity  in  this  relatively  small  sample  certain 
changes  were  significantly  different  from  placebo 
with  HCT  but  not  with  EA  although  the  two  were 
not  different  from  each  other — the  data  suggest  a 
slightly  lesser  effect  of  EA.  This  was  further 
reflected  in  the  carryover  effect  of  HCT  into  the 
post-drug  placebo  effect  which  may  indicate  a 
slightly  longer  duration  of  the  thiazide  effect. 

Conclusion 

The  study,  although  performed  on  a small 
group  of  patients  and  subject  to  limitations  in  its 
broader  application,  has  the  advantages  of  a well 
controlled,  essentially  “double  blind”  examination 
in  assessing  the  relative  efficacies  of  these  two 
agents  over  a short  term  period.  It  would  suggest 
that  from  the  clinical  point  of  view,  in  hyperten- 
sive patients  with  mild  to  moderate  disease  and 
no  edema,  E.A  has  no  significant  advantages  over 
HCT.  In  fact,  the  two  compounds  would  seem 
to  be  interchangeable,  with  the  exception  that  E.A, 
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may  have  a slightly  lesser  adverse  effect  on  glucose 
tolerance  and  HCT  a slightly  greater  effect  on 
blood  pressure-  Whether  their  minor  differences 
would  be  exaggerated  during  long  term  use  still 
requires  study. 
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Responsibilities  Delegated  to  Medicine;  Sans  Rights 


The  delicate  balance  between  rights  and  re- 
sponsibilities— that  distinguishing,  characteristic  of 
all  good  government — is  seemingly  out  of  adjust- 
ment in  our  country. 

One  hears  much  of  the  “rights”  of  under- 
privileged minorities,  set  apart  by  creed,  color 
or  economic  condition,  but  with  no  mention  of 
corresponding  responsibilities. 

One  watches  the  parades  of  protesters,  some 
orderly  and  some  not,  some  with  an  element  of 
justice  in  their  demands  and  some  with  no  pre- 
tense to  reasonableness,  some  that  begin  with  dec- 
larations of  peaceful  intent  that  degenerate  into 
unreasoning,  riotous  mobs. 

The  television  cameras  diligently  and  vividly 
record  the  more  dramatic  scenes  from  rioting  and 
looting,  with  very  special  emphasis  reserved  for 
those  so  unfortunate  as  to  stumble  under  a police- 
man’s truncheon  or  the  butt  of  a soldier’s  rifle. 


The  ready  sympathy  of  the  average  American 
viewer  finds  itself  swinging  away  from  the  uni- 
formed enforcer  of  law  and  order  and  to  the  un- 
happy stumbler.  Naturally,  never  knowing  where 
is  the  next  target,  no  TV  camera  yet  has  caught 
a policeman  or  fireman,  at  his  job  of  earning  a 
living,  dropping  with  a sniper’s  bullet  in  his  brain. 
For  men  in  uniform,  their  responsibilities  are  ob- 
vious; their  rights  aren’t  so  evident. 

The  delicate  balance  between  rights  and  re- 
sponsibilities, so  necessary  to  all  good  government, 
is  out  of  adjustment  in  our  country. 

Every  business,  every  profession,  every  seg- 
ment of  American  society  had  best  look  to  its  own 
“rights”  in  a rising  tide  of  delegated  responsibil- 
ities. 

Medicine  is  no  exception. 
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Hyperglycemic  Hyperosmolar  Nonketotic  Coma 
Associated  with  Corticosteroid  Therapy 
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AND  Henry  A.  Schlang,  M.D. 


Hyp>erglycemic  hyperosmolar  nonketotic  coma 
is  a condition  characterized  by  coma  or  semicoma 
with  a blood  sugar  level  in  the  range  of  600  mg.  to 
3000  mg.  per  100  ml.  in  the  absence  of  ketoaci- 
dosis. Although  fewer  than  100  cases  have  been 
reported  in  the  literature,  recent  reports  suggest 
that  this  syndrome  is  being  recognized  with  in- 
creasing frequency  both  in  mild  maturity  onset 
diabetes  and  in  nondiabetics.  Recently,  we  treated 
a patient  who  presented  with  this  syndrome  while 
she  was  receiving  large  doses  of  dexamethasone. 

Case  Report 

A 46-year-old  Caucasian  woman  presented  to  the  ad- 
mission room  on  December  16,  1968  in  a stuporous  state. 
In  September  1968,  a left  lung  mass  was  found  to  be 
undifferentiated  carcinoma  and  was  irradiated.  On  Octo- 
ber 29,  1968  she  was  readmitted,  complaining  of  severe 
headaches.  Papilledema  was  present.  A diagnosis  of 
cerebral  metastasis  was  made  on  the  basis  of  the  severe 
headache,  papUledema,  positive  brain  scan  and  abnormal 
carotid  arteriogram.  Treatment  with  dexamethasone  20 
mg.  per  day  was  initiated  immediately  upon  admission; 
the  patient’s  condition  improved  within  48  hours,  with 
disappearance  of  the  papilledema  and  abatement  of  the 
severe  headache.  Radiotherapy  to  the  brain  was  begun  an 
November  18,  1968.  A routine  fasting  blood  sugar  deter- 
mination nine  days  after  initiation  of  treatment  with 
dexamethasone  was  128  mg.  per  100  ml.  (Autoanalyzer 
method).  Several  determinations  of  fasting  blood  sugar 
during  her  prior  admission  had  all  been  normal.  Five 
days  prior  to  the  final  admission  gradual  reduction 
of  the  daily  dose  of  dexamethasone  was  begun.  On  the 
day  before  admission  she  took  12.25  mg.  With  reduction 
of  dosage,  she  noted  marked  loss  of  strength  and  general- 
ized muscular  pain  and  stiffness.  Because  of  painful  oml 
moniliasis,  her  fluid  intake  had  been  poor  for  four  or  five 
days  before  admission.  Thirty-six  hours  prior  to  admis- 
sion, her  husband  noticed  that  her  speech  was  becoming 
incoherent;  a few  hours  prior  to  admission  she  began  to 
hallucinate  and  became  incontinent  of  urine.  There  was 
no  past  history  or  family  history  of  diabetes. 

Physical  examination  revealed  a wasted,  weak,  dis- 
oriented woman  with  cold  and  cyanotic  extremities.  Oral 
temperature  was  lOlF;  pulse  120  per  minute  and  regular; 
blood  pressure  120/90  mm.  Hg. ; respirations  were  20  per 
minute  and  of  normal  depth.  Papilledema  was  not  found. 
The  oral  mucosa  was  partially  coated  with  white  patchy 
material.  The  muscles  were  generally  tender  and  the  skin 
was  dry  with  poor  turgor.  A 2 x 3 cm.  firm  mass  was 
pre'sent  on  the  right  anterior  chest  wall.  On  admission,  it 
was  thought  that  the  dehydration  and  stupor  were  related 
to  her  brain  metastasis  and  reduction  in  the  corticosteroid 
dose.  She  was  treated  with  1000  ml.  5%  dextrose  in  water 


and  40  mg.  of  dexamethasone  intravenously.  Several  hours 
later,  the  admission  blood  sugar  was  reported  to  be  900 
mg.  per  100  ml.  and  a diagnosis  of  hyperosmolar  non- 
ketotic coma  was  made.  Additional  significant  laboratory 
data  included  a blood  urea  nitrogen  of  128  mg.  per  100 
ml.,  serum  sodium  of  156  mEq/L,  potassium  of  3.9 
mEq/L,  chloride  of  108  mEq/L,  and  carbon  dioxide  of 
20  mM/L.  Urinalysis  revealed  marked  glycosuria  without 
ketonuria.  Treatment  with  insulin  and  hypotonic  fluids 
was  begun.  Over  the  next  nine  hours  she  received  220 
units  of  regular  insulin,  1100  ml.  of  2)4%  dextrose  in  )4 
normal  saline,  825  ml.  of  5%  dextrose  in  water  and  1450 
ml.  of  normal  saline.  The  blood  sugar  had  fallen  to  142 
mg.  per  100  ml.  and  the  patient  was  awake  but  confused. 

About  24  hours  after  admission,  the  right  foot  was 
noted  to  be  cold  and  pulseless.  A retrograde  aortogram 
via  the  left  femoral  artery  demonstrated  complete  obstruc- 
tion of  the  right  common  iliac  artery.  An  enda-terectomy 
was  performed  under  local  anesthesia.  Postoperatively  the 
patient’s  condition  slowly  deterio’ated.  There  was  no 
significant  rise  in  blood  sugar  and  she  required  no  further 
insulin  therapy.  Approximately  18  hours  after  surgery  she 
quietly  expired. 

Autopsy  revealed  a small  tumor  mass  in  the  body  of 
the  pancreas  with  metastatic  deposits  in  the  liver  and 
brain.  The  islets  of  Langerhans  in  the  uninvolved  areas  of 
the  pancreas  were  unremarkable  in  appearance.  The  origin 
of  the  tumor  was  not  established  although  either  the  lung 
or  pancreas  was  considered  likely. 

Discussion 

Credit  for  the  first  description  of  hypergly- 
cemic, hyperosmotic  nonketotic  coma  as  a clinical 
syndrome  is  generally  given  to  Sament  and 
Schwartz.i  There  are,  however,  case  reports  of 
this  entity  dating  back  to  1951.2  Approximately 
60  cases  have  been  reported  since  1957.3-9 

The  syndrome  is  characterized  by  an  extreme- 
ly high  blood  sugar  level  and  trace  or  absent 
ketonemia  and  ketonuria.  Presenting  signs  and 
symptoms  usually  result  from  a combination  of 
profound  dehydration  (i.e.,  hypotension,  shock), 
and  neurological  manifestations  ranging  from 
stupor  and  coma  to  focal  and  generalized  seizures 
unresponsive  to  anticonvulsant  medications.^ 
Often  a history  of  poor  oral  intake  or  polydipsia 
and  polyuria  associated  with  gradual  onset  of 
lethargy  and  stupor  can  be  obtained.  Marked 
dehydration  is  usually  apparent  on  physical  ex- 
amination. Laboratory  studies  commonly  reveal 
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elevated  blood  urea  nitrogen  and  serum  sodium 
values,  glycosuria  and  trace  or  absent  ketonuria 
in  addition  to  the  characteristic  hyperglycemia. 

iNIost  of  the  reported  cases  managed  success- 
fully were  treated  with  insulin  and  rapid  infusion 
of  hypotonic  fluids,  such  as  normal  saline  or 
5%  dextrose  in  water. ^ Complications  reported 
in  patients  with  this  syndrome  include  acute  renal 
failure^-®  and  peripheral  vascular  thrombosis. 

In  cases  coming  to  autopsy,  acute  pancreati- 
lis.->.6.8.9  and  fatty  degeneration  of  the  liver'*'®-® 
have  been  found  in  several  instances.  One  case 
of  carcinoma  of  the  pancreas  has  been  reported." 
Survivors  usually  manifest  a mild  diabetic  state 
often  controlled  by  diet  with  or  without  oral  hy- 
poglycemic agents.® 

The  factors  responsible  for  the  exceedingly 
high  blood  sugar  without  ketosis  are  not  known, 
but  various  authors  have  ascribed  the  dissociation 
to  one  or  more  of  the  following:  the  antiketo- 
genic effect  of  marked  hyperglycemia;  the  sup- 
pression of  ketone  body  formation  by  enhanced 
endogenous  adrenocorticoid  release  or  exogenous 
corticosteroid  therapy,  and  the  capacity  for  some 
insulin  secretion.*®-** 

This  syndrome  also  has  been  reported  to  occur 
in  nondiabetic  individuals  who  had  sustained 
severe  burns,*- '*®  were  undergoing  peritoneal 
dialysis**  or  hemodialysis,*®  or  were  being  treated 
with  large  doses  of  corticosteroids.*®-**' 

The  present  case  again  illustrates  that  patients 
with  disseminated  neoplastic  disease  may  have 
complications  of  their  illness  which  are  not  the 
direct  result  of  metastatic  growth  interfering  with 
the  function  of  a vital  organ  and  which,  if  treated 
promptly,  may  be  reversed.  This  patient  prob- 
ably developed  hyperglycemic  hyperosmolar  non- 
ketotic coma  as  a result  of  treatment  with  large 
doses  of  corticosteroid  drug,  coupled  with  poor 
fluid  intake.  The  assumption  that  her  neurologic 
symptoms  were  due  to  cerebral  metastasis  delayed 
proper  treatment  by  several  hours  and  may  have 
been  responsible,  at  least  in  part,  for  the  fatal 
result. 

This  case  demonstrates  the  need  for  frequent 
determination  of  the  blood  sugar  levels  of  patients 


being  treated  with  large  doses  of  corticosteroids. 
In  such  instances,  the  patient’s  family  should  be 
instructed  to  report  immediately  any  symptoms 
such  as  lethargy,  confusion,  polydipsia  or  polyuria. 


Summary 

A patient  receiving  large  doses  of  dexametha- 
sone  for  the  control  of  cerebral  edema  secondary 
to  cerebral  metastasis  developed  hyperosmolar, 
hyperglycemic  nonketotic  coma.  Becau.se  her 
neurological  symptoms  were  attributed  to  a direct 
effect  of  cerebral  metastasis,  the  proper  diagnosis 
was  delayed  several  hours,  possibly  contributing 
to  the  fatal  outcome.  The  case  is  reported  to  call 
attention  to  this  unusual  side  effect  of  massive 
corticosteroid  administration  and  to  again  em- 
phasize that  not  all  signs  and  symptoms  in  pa- 
tients with  neoplastic  disease  are  attributable  to 
the  direct  effects  of  neoplastic  growth. 
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ORGANIZATION 


An  Appeal  From  Blue  Shield 

William  J.  Dean,  M.D. 


The  Blue  Cross-Blue  Shield  F'ederal  Employee 
Program,  unlike  Medicare  and  CHAMPUS,  is  a 
true  contract  of  health  insurance  in  which  the 
Blue  Plans  assume  the  risk  of  loss  in  proportion 
to  the  number  of  federal  employees  in  their  ser- 
vice area. 

For  some  time,  the  Blue  Plans  have  been 
urged  to  include  additional  outpatient  benefits 
for  diagnostic  x-ray  and  laboratory  examinations 
in  hope  of  avoiding  undue  inpatient  care.  In  Jan- 
uary of  1968,  these  benefits  were  shifted  from 
the  Supplemental  (major  medical)  to  the  Basic 
Federal  Employee  Program.  When  these  changes 
w'ere  effected,  the  program  nationally  had  un- 
committed reserves  of  $71  million;  however,  pro- 
jections indicate  that  at  the  end  of  1971  we  will 
not  only  have  exhausted  the  reserve  but  incurred 
a deficit  approaching  $75  million. 

There  is  sufficient  evidence  to  conclude  that 
this  financial  dilemma  has  been  caused  primarily 
by  these  unlimited  benefits,  and  secondarily  by 
the  usual,  customary  and  reasonable  payment 
program.  Statistics  show’  that  about  70%  of  the 
x-ray  and  laboratory  claims  are  rendered  in  the 
physician’s  office.  From  1969  to  1970  alone,  out- 
patient radiology  services  increased  25.4%  in 
number  of  claims  and  34.9%  in  dollars,  while 
outpatient  laboratory  services  rose  33.6%  in 
quantity  of  claims  and  41.2%  in  dollars.  During 
this  tremendous  increase  in  outpatient  utilization, 
inpatient  admission  rates  have  remained  practi- 
cally static.  In  1967,  the  admission  rate  per  1,000 
contracts  w’as  398  and  in  1970  it  w’as  395. 

Careful  interpretation  is  always  required  for 
Florida  utilization  statistics  because  of  our  sea- 
sonal visitors,  but,  in  this  case,  the  Florida  utili- 
zation statistics  are  similar  to  the  national  pattern. 
The  figures  I have  quoted  herein  are  national 
figures. 

- The  current  monthly  premium  for  the  federal 
employee  family  contract  is  $47.91  with  most  of 

Dr.  Dean  is  Chairman.  Hlue  Shield  Contracts  C'omniittei*. 
Member  of  the  Hliu*  Shield  Board  of  Directors  and  President- 
Klect  of  the  Florida  Medical  Association. 


this  paid  by  employee  payroll  deduction.  It  would 
require  a rate  increase  in  excess  of  50%  to  put 
this  program  back  on  a stable  financial  basis. 
Our  Blue  Plan  leaders  feel  that  an  increase  of 
this  character  is  undesirable  and  not  negotiable. 
We  have,  therefore,  determined  that  three  al- 
ternate steps  are  necessary: 

1.  There  must  be  a “belt  tightening”  of 
our  administrative  procedures. 

2.  There  must  be  a reduction  in  benefits 
for  outpatient  examinations. 

3.  An  urgent  appeal  must  be  made  to  the 
private  health  sector  to  curtail  utiliza- 
tion to  every  extent  possible. 

Our  national  offices  conducted  an  informa- 
tional meeting  on  this  subject  on  July  31  which 
was  attended  by  leaders  of  different  specialty 
groups.  At  the  time  this  article  w^ent  to  press, 
the  group  had  scheduled  another  meeting  for 
September  22,  and  it  considers  the  problem  suf- 
ficiently serious  to  consider  periodic  meetings  in 
the  future.  Blue  Shield  has  learned  something — 
anytime  there  is  an  increase  in  benefits,  there 
is  an  increase  in  utilization. 

This  federal  employee  group  contract  is  the 
largest  underwritten  in  the  private  sector,  con- 
sisting of  over  5 million  subscribers  including 
135  thousand  in  Florida.  This  very  serious  utili- 
zation trend  could  not  have  developed  at  a more 
unfortunate  time.  I am  sure  it  can  be  recognized 
that  it  adds  fuel  to  the  fire  of  those  detractors 
of  the  private  health  system  who  wall  use  this 
development  to  advocate  that  additional  controls 
on  medical  care  delivery  are  required. 

statement  on  this  subject  has  been  sent  to 
all  physicians  in  Pdorida.  We  urgently  need  the 
help  of  every  physician  to  demonstrate  a turn- 
around in  this  utilization  trend.  This  wall  show’ 
that  the  private  sector  is  able  to  react  quickly 
and  in  a positive  manner  in  this  most  complex 
area  of  health  care  financing. 

► Dr.  Dean,  1515  - 4th  Street,  N.,  St.  Petersburg 
33704. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Break  the 
ulcer  circuit 
tu  hyperacidity, 
hypennctiiity  and 

idcerpain. 


Pra-BanUiinr 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine”insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions;  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pro; 
tatic  hypertrophy,  this  should  be  watched  fc 
in  such  patients  until  they  have  gained  som 
experience  with  the  drug.  Although  never  r< 
ported,  theoretically  a curare-like  action  ma 
occur  with  possible  loss  of  volimtary  muscl 
control.  Such  patients  should  receive  promi 
and  continuing  artificial  respiration  until  tli 
drug  effect  has  been  exhausted. 

Side  Eitects:  The  more  common  side  effects,  i 
order  of  incidence,  are  xerostomia,  mydriasi:  j 
hesitancy  of  urination  and  gastric  fullness.  ;• 

Dosage;  The  maximal  tolerated  dosage  is  usi* 
ally  the  most  effective.  For  most  adult  patient: 
this  will  be  four  to  six  15-mg.  tablets  daily  i 


divided  doses.  In  severe  conditions  as  many  a, 
two  tablets  four  to  six  times  daily  may  be  rt’ 
quired.  Pro-Banthine  is  supplied  as  tablets  of  1 1 
mg.,  as  prolonged-acting  tablets  of  30  mg.  anc 
for  parenteral  use,  as  serum-type  vials  of  30  me 
The  parenteral  dose  should  be  adjusted  to  th 
patient's  requirement  and  may  be  up  to  30  me 
or  more  every  six  hours,  intramuscularly  or  ir 


travenously. 


1£. 


Research  in  the  Service  of  Medicine 

Distributed  by  G.  D.  Searle  & Co.,  P.  0.  Box  51 1 0,  Chicago,  Illinois  60680 


ONLY 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate.  25  mg.  Indications;  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 


Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


l^elieues  sfuffy  and  runnjj  nosed-  promptljj. 
N\Qke5  ^our  patients  upor Ida  little  sunnier. 


Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


choose  the  topieds 
that  ^ive  your  patient- 


« broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Va  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporin-G  crei,. 

(polymyxin  B-neomycin-gramicidin)j 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  ^ 

cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  ;J 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%* 
methylparaben  as  preservative.  a 

In  tubes  of  15  g.  ■'•  M 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in* 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  1 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  | 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approbate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  «, 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is\ 
perforated.  These  products  are  contraindicated  in  those  individuals  who\ 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Research  Triangle  Park 
North  Carolina  27709 
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Wellcome 


¥ 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate*SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains.  New  Jersey  07950 


pe-GP-1 1 


Still  serving... 

Miltown' 

(meprobamate) 


J.  FLORIDA  M. A. /OCTOBER,  1971 


WALLACE  PHARMACEUTICALS  ^ 
Cranbury,  N.J.  08512  ^ 


Versapen 

[hetacillin] 

Once  in  the  patienfs  body,  it  rapidly  hydrolyzes  into  ampicillin. 


' 


Extensive  clinical  experience  has 
shown  that  thisampicillin 
derivative  offers  unique  advantages 
overtheampicillinyou  may  be 
presently  prescribing: 


ft 

(?A  uniform  adult  and  a uniform  pediatric 
Josage  in  gJJ  mild-to-moderate  infections 
Fue  to  susceptible  organisms-respiratory, 
jenitourinary,  G.I.,  skin  and  soft  tissue. 

^dults:  225  mg.  q.i.d. 

Children:  10  mg./lb./day  in  4 equally  divided 
doses. 

'he  recommended  dosage  for  Versopen 
hetocillin)  does  not  depend  on  site  of  infec- 
ion,  but  on  severity.  Therefore,  in  mild-to-mod- 
5rote  infections  due  to  susceptible  organisms, 
ou  con  prescribe  Versopen  (hetocillin)  forthe 
genitourinary  tract  at  the  some  dose  recom- 
*ir^ended  for  the  respiratory  tract.  Or  any  other 
oction  site. 


/A  low  dosage  for  mild-to-moderate  geni- 
Durinary  infections  due  to  susceptible 
organisms. 


/Lower  patient  COST.  Inherent  with  lower  dos- 
ges  for  many  indications  is  the  benefit  of 
)wer  cost  to  the  patient.  And,  in  these  many 
istonces,  Versopen  is  significantly  more  eco- 
omicol  to  the  patient  than  ompicillin  brands. 


f Parenteral  forms  remain  stable  up  to  six 
ours  after  reconstitution  with  sterile  water 
.longer  than  any  ampicillin. 


A low  dosage  for  mild-to-moderate  pedi- 
Tic  infections  due  to  susceptible  organisms. 


Side  Effects.  As  with  any 
penicillin  serious  allergic 
reactions,  including  ana- 
phylaxis, can  occur.  The  type 
of  side  effects  most  frequently 
encountered  are  the  same 
as  with  ampicillin,  namely: 
diarrhea,  loose  stools,  rash 
and  nausea. 

Please  see  next  page 
for  brief  summary 
of  prescribing  information. 


BRISTOL 


Versapeif  (hetacillin) 

Versapen*-K  (potassium  hetacillin) 


■ Versatile  dosage  forms. ..forall  patients. ..of  all  ages.  ■ A uniform  ad  It 
and  a uniform  pediatric  dosage  for  all  susceptible  mild-to-moderay’ 
infections. ..respiratory,  genitourinary,  G.I.,  skin  and  soft  tissue.  RecorYj 
mended  dosage  varies  with  severity,  not  site,  of  infection.  ■ Parentenll 
forms  remain  stable  up  to  six  hours  after  reconstitution  with  sterile  walVl 
...longerthan  any  ampicillin.  ■ Economical  therapy.  ! I 


BRIEF  SUMAAARY  OF  PRESCRIBING  INFORMATION 
(A)  12/28/70 

For  complete  information,  consult  Official  Package  Circular. 
Actions:  Hetacillin  provides  bactericidal  levels  of  ampicillin  but 
has  no  antibacterial  activity  itself.  It  hydrolyzes  to  ampicillin  and 
has  a half-life  of  20  minutes  at  pH  7.1 . 

Indications;  Hetacillin  is  indicated  in  the  treatment  of  susceptible 
strains  of  the  following  organisms  in  the  diseases  listed.  Bacteriol- 
ogy studies  to  determine  the  causative  organisms  and  their  sensi- 
tivity should  be  performed.  Therapy  may  be  instituted  prior  to 
obtaining  results  of  sensitivity  testing. 

Group  A beta-hemolytic  Streptococcus:  Tonsillitis,  pharyngitis, 
otitis  media,  skin  and  soft  tissue  infections. 

Diplococcus  pneumoniae:  Broncho-  and  lobar  pneumonia,  otitis 
media. 

Nonpenicillinase-producing  Staphylococcus  aureus:  skin  and 
soft  tissue  infections,  otitis  media. 

H.  influenzae:  Bronchitis  and  bronchopneumonia. 

Escherichia  coli:  Cystitis,  pyelonephritis,  prostatitis/urethritis, 
skin  and  soft  tissue  infections. 

Proteus  mirabilis:  Cystitis,  pyelonephritis,  skin  and  soft  tissue 
infections. 

Enterococcus  (Streptococcus  faecalis):  Cystitis,  pyelonephritis, 
prostatitis/ urethritis. 

Shigella  species:  Shigellosis. 

Salmonella  species.  Salmonellosis  (parenteral  only). 

Indicated  surgical  procedures  should  be  performed. 

Use  parenteral  drug  only  in  severe  infections  or  in  patients  un- 
able to  take  oral  medications. 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  lidocaine. 


Warning:  Anaphylaxis  may  occur,  particularly  after  parenhilB 
admi  nistration  and  especially  in  patients  with  an  allergic  diathci* 
Check  for  a history  of  allergy  to  penicillins,  cephalosporins  or  ot>rB 
allergens.  If  an  allergic  or  anaphylactic  reaction  occurs,  disc^H 
tinue  hetocillin  and  institute  appropriate  treatment.  ■ H 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  is  not  es 
lished.  ' B 

Precautions:  Mycotic  or  bacterial  superinfections  may  occur. 
sess  renal,  hepatic  and  hematopoietic  function  periodically  c/a| 
ing  long-term  therapy.  Because  intravenous  administrationifB 
potassium  hetacillin  in  doses  in  excessof  5 mg. /Kg.  has  been  ncd^ 
to  enhance  the  vasopressor  effect  of  epinephrine  in  dogs,  prec  j- 
tions  should  be  taken  with  patients  receiving  epinephrine  c> 
currently.  | 

Adverse  Reactions:  Untoward  reactions  include:  Glossitis,  stoih 
titis,  black  "hairy"  tongue,  nausea,  vomiting  and  diarrhea,  sn 
rashes,  urticaria,  exfoliative  dermatitis,  erythema  multiforme  (d 
anaphylaxis  (usually  with  parenteral  administration).  Aneni, 
thrombocytopenia,  thrombocytopenic  purpura,  eosinophilia,  Ih 
kopenia,  and  agranulocytosis  have  been  noted,  are  usually  rev«i- 
ibie  and  are  believed  to  be  hypersensitivity  phenomena. 

Elevations  in  one  or  more  liver  function  tests  have  been  repor  d 
without  any  evidence  of  hepatic  toxicity. 

Local  reactions:  Thrombophlebitis  at  the  site  of  intravenousV  ' 
jection  has  been  reported. 

Usual  Dosage:  Patients  weighing  90  lbs.  or  more:  225  mg,  q.l. 
Patients  weighing  less  than  90  lbs.:  2.5  mg./lb.  q.i.d. 

Group  A beta-hemolytic  streptococcal  infections  should  s 
treated  for  at  least  1 0 days.  Administer  oral  preparations  ina  fc  - , 
ing  state  to  insure  maximum  absorption.  i 


Recommended  dosages  (expressed  in  terms  of  ampicillin  activity)  in  susceptible  mild-to-moderate  infections* 

Versapen* 

(hetacillin) 

1 1 2.5  mg. 

Chewable  Tablets 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child:  one  tablet  q.i.d. 

Oral  Suspension 
(1 1 2.5  mg./5  ml.) 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child:  1 tsp.  q.i.d. 

Available  in  40  ml.,  80  ml.,  and  new  100  ml.  bottles. 

Pediatric  Drops 
( 1 1 2.5  mg./ml.) 

Usual  dosoge.  10  mg./lb.,  day  in  4 equally  divided  doses. 
For  a 1 0 lb.  child:  ’/i  dropper  q.i.d. 

Available  in  1 0 ml.  bottles. 

Versa  pen*-K 

(potassium 

hetacillin) 

225  mg. 

Capsules 

Usual  adult  dosage:  one  225  mg.  capsule  q.i.d. 

kV. 

I.M.  with  Lidocaine  HCI 

(20  mg  'viol) 

Far  patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 

For  patients  weighing  less  than  90  lbs.: 

10  mg./lb./day  in  4 equally  divided  doses. 

.L 

*For  severe  infections— Adults:  450  mg.  q.i.d.  Children  up  to  90  lbs.:  20  mg./lb./day  in  4 equally  divided  doses. 

Very-serious  infections  may  require  very  high  doses  and  prolonged  therapy.  Note:  Versapen*  has  been  issued  Patent  No.  31 98f4. 


BRISTOL 


BRISTOL  LABORATORIES/Division  of  Bristol-Myers  Company/Syracuse,  New  York  13201 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  In  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents,  it  may 
occasionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vosculor  effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 


orrhythmio,  palpitotion,  ond  increosed  blood  pressure.  One  published  repc* 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  ofter  ingestion,] 
diethylpropion  hydrochloride,-  this  wos  on  Isolated  experience,  which  has  not  be - 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rat' 
urticaria,  ecchymosis,  ond  eryfhemo.  Gostroinfestino/  effects  such  os  diorrhe'i 
constipation,  nausea,  vomiting,  and  obdominol  discomfort  hove  been  reporte; 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrc 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscelloneous  adver' 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  as  d 
mouth,  heodoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreost 
libido,  dysurio,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tob 
doily,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  thr 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  moy  be  given 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  r 
recommended. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— - 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Eoch  while,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  orteriosclerosis  and 
static  foat  deformities.  Contraindications:  QUINAMM  is  confraindi- 
cofed  in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosoge  may  be  increosed  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

r N MERRELL-  NATIONAL  LABORATORIES 

( l^©rr©ll  ) Division  of  Richardson-Merrell  Inc. 

' / Cincinnati,  Ohio  45215 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 
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Specific  therapy  for  night  leg  cramps 


With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
. . . particularly  children,  pregnant  women,  and 
geriatric  patients 


F vAr-1  i-riFN 

Hi  W ECONOMICAL 

A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP  & CO.,  INC.  Syracuse,  New  York  13201 
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Editorial 


Don’t  Iron  While  the  Strike  is  Hot"’ 


It’s  difficult  to  understand  any  one  worried 
about  the  population  explosion  and  at  the  same 
time  ridiculing  women  liberation  movements,  for 
there  are  reasons  to  believe  that  supporting  the 
latter  offers  the  best  hope  of  averting  the  former. 
Since  over  the  world  the  birth  rate  is  highest  pre- 
cisely where  the  social  status  of  woman  is  the 
lowest,  where  she  has  nothing  to  look  forward  to 
but  taking  care  of  a home  and  having  babies. 
Although  few  on  either  side  openly  campaign 
against  motherhood,  it  is  obvious  that  an  educated 
woman  who  has  matured,  will  be  a better  judge 
of  how  many  children  she  should  have  and  a more 
stimulative  and  inspirational  mother  if  she  under- 
stands her  society  and  contributes  to  its  develop- 
ment by  individual  skills.  Critics  of  the  women’s 
liberation  movement  belabor  their  emotional 
extremes,  dismissing  the  activists  as  neurotic  fe- 
males with  unruly  hormones,  trying  to  deny  their 
womanhood. 

Beneath  all  the  oration,  there  however  does 
appear  to  be  something  more  than  a searching  for 
better  jobs,  rather  a wanting  of  opportunities  for 
more  choice  with  one’s  life,  more  decision  in  one’s 
reproductive  future,  and  the  right  to  achieve  iden- 
tity as  an  individual.  Today,  women  find  it  less 
rewarding  to  live  in  the  reflected  light  of  husbands 
and  children  but  only  a small  segment  of  women’s 
lib  talk  of  living  without  men  or  scuttling  the  in- 
stitution of  marriage,  yet  objection  is  expressed  to 
being  compliant,  submissive  and  self-effacing.  Op- 
posed to  giving  up  their  own  growth  in  deference 
to  men,  the  goal  is  to  seek  a change  in  their  image 
as  inferiors  without  giving  up  their  femininity, 
which  has  been  in  the  past  patterned  as  charac- 
teristic of  a dependent  personality  producing  a 
neurotic  individual  who  never  matures  and  never 
seems  to  be  able  to  stand  on  her  own  two  feet. 


'Slogan  of  National  Organization  for  Women  who  called  a 
strike  last  year  in  celebration  of  the  SOth  anniversary  of 
woman’s  suffrage. 


Society’s  external  pressures  should  not  be  held 
accountable  for  all  of  woman’s  failure  to  forge 
ahead  as  some  of  the  cause  is  within  the  individ- 
ual woman  with  low  self-esteem  who  avoids  com- 
mitment in  what  is  called  a man’s  world.  Such 
women  have  failed  to  achieve  a true  separation 
and  resolution  of  their  neurotic  dependency  needs. 
Although  sincerely  wanting  opportunities  to  func- 
tion fully,  many  are  psychologically  unprepared. 
The  female,  trapped  by  society  to  continue  the 
responsibility  of  bringing  up  the  progeny  which 
anatomically  she  is  forced  to  bear,  points  up 
the  fact  that  biologically  speaking,  the  male  is  not 
nearly  as  important  as  the  female,  for  once  mating 
is  completed,  the  male  is  of  no  use  to  future  gen- 
erations. If  present  liberation  movements  took  a 
lesson  from  the  spider  world,  courting  could  be  a 
dangerous  undertaking,  for  according  to  an  old 
husband’s  tale,  the  black  widow  female  eats  her 
mate  after  copulation. 

Should  the  world  relinquish  the  discriminatory 
attitudes  that  are  prevalent,  most  women  still  have 
a long  way  to  go  before  they  can  achieve  the  level 
of  development  for  which  they  are  reaching. 
Rather  than  feeling  like  a typical  spoiled  house- 
wife with  nothing  to  do,  or  believing  that  as  peo- 
ple advance  in  years,  men  grow  distinguished  but 
women  wither  and  become  old  hags,  yet  wanting 
others  to  see  them  not  as  bra  burners,  sex  objects, 
men  haters  or  frousy-haired  radicals  but  rather 
as  individuals,  the  organization  will  attract  the 
admiration  of  the  opposite  sex  when  women  learn 
to  take  pride  and  delight  in  their  femaleness,  re- 
jecting the  need  to  follow  the  feminine  mystique 
or  to  copy  men  as  models,  learning  to  trust  and 
love  other  women  as  sisters  not  as  competitors 
for  male  approval;  fighting  rather  for  self  respect 
and  dignity. 

Since  most  men  would  rather  live  with  the 
woman  they  love  in  a world  full  of  trouble  than 
in  heaven  wnth  nobody  but  men  or  women  acting 
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like  men;  and  since  it  would  appear  that  man 
more  likely  would  love  someone  descended  from 
womanhood  never  bought  or  sold,  who  never  wore 
a veil,  nor  had  a foot  bound,  whose  realized  ideal 
of  marriage  was  sexual  companionship  and  equal- 
ity in  duty  and  labor;  and  since  woman,  if  not 
prepared  by  education  to  become  the  companion 


of  man,  would  stop  the  progress  of  knowledge  for 
truth  must  be  common  to  all;  then  woman’s  lib- 
eration should  extend  into  politics  and  economics 
and  education,  enabling  man  and  woman  together 
to  approach  the  task  of  building  a safe,  decent  and 
wholesome  home  for  the  entire  human  family, 

C.M.C. 


Health  Maintenance  Organization 


At  a meeting  entitled  “Consumer  Conference 
on  Health  Care  Delivery,”  sponsored  by  the 
American  Hospital  Association,  an  audience  repre- 
senting the  poor  and  underprivileged  was  asked 
to  respond  to  health  care  corporations  and  other 
aspects  of  the  AHA’s  plan  for  National  Health 
Insurance. 

Most  of  the  discussion  appeared  to  be  centered 
about  the  concept  of  HMDs,  whose  only  support 
came  from  a representative  of  organized  labor.  De- 
personalized care  and  loss  of  free  choice  of  physi- 
cian were  mentioned  only  briefly  as  phony  issues, 
backed  by  the  remark  that  hardly  anyone  who  is 
poor  has  ever  known  what  it’s  like  to  have  his  own 
personal  physician. 

The  conferees  representing  the  poor,  the  near 
poor,  the  medically  indigent  and  disadvantaged 
minorities,  displayed  a striking  unity  in  protesting 
most  pending  efforts  to  revise  the  present  medical 
system.  They  criticized  HMDs  as  perpetuating  the 
status  quo  and  its  flaws,  failing  to  put  doctors 
where  needed  and  leading  to  substandard  care. 
The  clamor  reflected  a deep  distrust,  not  only  of 
the  political  establishment  but  of  the  medical  and 
social  establishments  as  well.  Opposed  was  any 
medical  care  program  devised  by  bureaucrats  or 
physicians.  Strongly  affirming  that  they  would 
settle  for  nothing  less  than  programs  created 
and  controlled  by  the  deprived,  wanting  a stronger 
voice  in  initiating  new  programs,  criticizing  HMOs 
as  nothing  but  a way  of  channeling  funds  through 
existing  bodies  that  have  proven  incapable  of  pro- 
viding health  care,  they  were  in  favor  of  improv- 
ing health  care  by  expanding  existing  programs 
such  as  the  neighborhood  health  center.  This  would 
serve  as  a means  of  getting  doctors  to  the  people 
who  need  them. 

Fearing  that  HMOs  would  form  only  in  areas 


with  relatively  affluent  populations,  they  affirmed 
that  before  health  money  gets  down  to  the  poor, 
bureaucrats  and  professionals  have  taken  it  all.  As 
a step  toward  taking  the  profit  motive  out  of 
medicine,  they  recommended  restraints  on  what 
doctors  earn,  saying  the  HMOs  would  only  in- 
crease the  number  of  salaried  physicians,  putting 
medicine  on  the  same  level  as  businesses  with 
hours  from  nine  to  five,  five  days  a week  and  no 
coverage  on  weekends  and  holidays. 

They  urged  that  consumers  be  given  more 
voice  in  evaluating  quality  and  a hand  in  selecting 
the  MD  reviewers  in  order  to  name  doctors  in 
whom  they  have  confidence.  Requesting  complete 
say-so  in  running  health  care  programs  with  a 
governing  board  composed  of  a majority  of  con- 
sumers, one-third  poor  and  another  one-third  medi- 
cally indigent,  they  demanded  that  they  be  allow- 
ed to  designate  the  benefits  offered.  Representing 
some  85  million  people,  including  25  million  below 
the  poverty  level,  plus  25  million  blacks  and  other 
nonwhite  minorities,  they  want  more  respect  from 
the  personnel  at  health  centers. 

In  contradiction  to  what  was  said  earlier  in  the 
meeting,  the  majority  expressed  the  opinion  that 
they  be  allowed  to  choose  the  physicians  who 
would  serve  them.  Insisting  on  providing  the  most 
comprehensive  kinds  of  care  to  the  most  people, 
they  paid  little  attention  to  what  the  cost  of  such 
a program  might  be  or  how  it  would  be  funded. 

The  remarks  heard  at  this  conference  were 
somewhat  similar  to  criticisms  of  subscribers  in  a 
Maryland  prepaid  medical  group  plan  where  dis- 
satisfactions revolve  around  the  lack  of  after-hour 
treatments,  poor  scheduling  of  appointments  and 
long  waits  before  obtaining  care. 

Does  this  sound  familiar? 

C.M.C. 
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Corticosteroid  Therapy 

Jack  W.  Hall,  M.D. 


Elsewhere  in  the  Journal,  Drs.  Corcoran, 
Granatir  and  Schlang  call  attention  to  the  syn- 
drome of  h3Tierglycemic  hyperosmolar  nonketotic 
coma  and  rightfully  so  since  the  mortality  of  this 
particular  condition  is  an  alarming  50%.  In  these 
cases,  early  recognition  and  prompt,  vigorous 
therapy  might  well  mean  the  difference  in  survival. 

The  association  of  the  syndrome  with  gluco- 
corticoid administration  has  been  previously  rec- 
ognized and  reported,  but  the  widespread  use  of 
these  drugs  warrants  calling  attention  to  this 
potential  complication.  The  case  repnarted  also 
illustrates  one  serious  complication  of  the  syn- 
drome— that  of  major  vessel  thrombosis. 


While  expansion  of  the  details  of  treatment 
and  of  the  findings  at  postmortem  examination 
would  make  the  case  report  of  more  value,  these  I 
are  not  essential  to  the  authors’  message;  that  is, 
corticosteroid  drugs  in  high  dosage  are  hazardous 
for  a number  of  reasons,  and  patients  with  meta- 
static disease  can  have  other  equally  as  serious 
problems.  To  be  frequently  reminded  is  to  remain  || 
alert.  The  brief  review  of  the  literature  provides  IJ 
adequate  reference  material  for  those  wishing  to 
pursue  the  subject  in  greater  detail.  ; 

^ Dr.  Hall,  Director,  Internal  Medical  Services, 
Pensacola  Educational  Program,  Pensacola. 
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Create  a 
time 


What  to  do 
until ..  . 
suppositories 

work: 


ce. 


di 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.''  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus. ^ 

Alternative  to  the  long  unpleasant  wait;  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO..  INC. 
Lynchburg,  Va.  24505 


phamuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg.  N.:  Med  Times  91:45.  Jan.,  1963.  2.  Sweeney.  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4,  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith.  J.  J.  and  Schwartz,  E,  D.:  Western  J Surg  72:177,  May-June,  1964. 
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IfflSODlUW 

(ISOXSUPRINE  HCi) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^  | 

• conflicts  have  not  been  reported  with  | 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  severa 
investigators^'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dent 
onstrated  both  by  objective  measurement^'^  and  observation  of  clinical  improvement/ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascula 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebiti 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteric 
sclerotic,  diabetic,  thrombotic).  Composition:  V.-vscoTlan  tablets,  isoxsuprine  HCI  10  mj 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immi  ; 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pa 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detai 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1 
Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  Med.  Ass.  5^:1021-1023  (July)^  196 
(2)  Clarkson,  I.  S.,  and 
G.  E.,  and  Johnson,  P.  C 
(4)  Dhrymiotis,  A.  D., 

4^:124-128  (April)  196 
75:82-87  (Feb.)  1964. 


LePere,  D.  M. : Angiology  77:190-192  (June)  1960.  (3)  Horto 
.,  Jr. : Angiology  75 :70-74  (Feb.)  1964. 
and  Whittier,  J.  R. : Curr.  Ther.  Res. 

2.  (5)  Whittier,  J.  R.:  Angiology 
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INTRODUCING 

TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules) 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN " also  available  as  250-mg  capsules 

(TETRACYCLINE  HCI) 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK.  N.Y.  10017 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning;  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning;  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylUne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning;  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


,!^'l4a  t7nacee//.icaA^ 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  pmuipt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloidy  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
^foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensxilfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amoimt  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution*:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


University  of  South  Florida’s  Charter  Class 

Bonn  L.  Smith,  M.D. 


Among  the  many  problems  and  frustrations 
incident  to  the  establishment  of  a new  college  of 
medicine,  one  duty  emerges  as  a distinct  and  high- 
ly rewarding  experience.  This  one  especially  pleas- 
ant task  is  that  of  extending  a welcome  to  the 
Charter  Class. 

In  our  case,  the  class  consists  of  24  young  men 
and  women,  all  of  great  ability  and  high  potential. 
This  group  includes  three  women  and  21  men.  All 
are  Florida  residents  with  excellent  backgrounds 
and  all  are  very  strong  in  the  area  of  being  forth- 
right and  compassionate  human  beings.  Indeed, 
the  faculty  and  I are  more  impressed  by  their 
characteristics  in  terms  of  mature,  responsible 
people  than  by  the  numerous  high  grade-point 
averages  and  outstanding  Medical  College  Admis- 


sion Test  scores  which  they  bring  to  the  college. 

The  average  age  of  the  class  is  21  and  six  of 
them  are  married  (at  this  writing).  Each  student 
is  well  aware  of  the  long,  difficult  road  which  lies 
ahead  and  each  recognizes  the  sustained  effort  and 
sacrifice  that  will  be  required  to  achieve  profes- 
sional competence  and  qualification  as  a physician. 

I know  that  all  of  the  physicians  in  the  state 
join  us  in  extending  a warm  welcome  to  our  young 
colleagues  and  extend  to  each  of  them  sincere  best 
wishes  for  good  fortune  and  success. 

It  is  the  hope  of  the  faculty  to  present  the 
entire  class  to  the  profession  with  pride  and  high 
expectations  at  commencement  in  June  of  1975. 

The  members  of  the  class,  their  universities 
and  home  towns  are: 


Karl  Altenburger 

University  of  South  Florida 

Miami 

Rufus  Armstrong 

.\uburn  University 

Tampa 

Douglas  Barrett 

Liniversity  of  South  Plorida 

Clearwater 

Loren  Bartels 

University  of  South  Florida 

T amoa 

Thomas  G.  Bell 

University  of  Florida 

St.  Petersburg 

Grant  P.  Carmichael 

University  of  Florida 

Wauchula 

Dexter  Clayton  III 

Emory  University 

Tampa 

John  W.  Demetree 

Emory  University 

Orlando 

Joseph  F.  Dibble 

University  of  South  Florida 

Tampa 

Gary  L.  Dunlap 

Citadel 

Palm  Beach  Shores 

John  M.  Elliott 

Florida  Tech.  University 

Goldenrod 

Sheila  F.  Farmer 

University  of  South  Florida 

Tampa 

John  Marvin  Hellrung 

University  of  Pdorida 

Dunedin 

Capt.  Russell  Jenna 

U.  S.  Military  Academy 

Tallahassee 

Robert  Martinez 

University  of  South  Florida 

Tampa 

Luther  McEachern 

University  of  Mississippi 

Tampa 

William  D.  Parker 

Johns  Hopkins  University 

Sarasota 

Capt.  Gary  Peterson 

U.  S.  Air  Force  Academy 

Ormond  Beach 

Gregory  J.  Piacente 

Emory  University 

St.  Petersburg 

Caroline  Setzer 

University  of  South  Florida 

Tampa 

Margaret  L.  Struthers 

University  of  Richmond,  V^a. 

Jacksonville 

Stephen  Vernon 

University  of  South  Florida 

Winter  Haven 

Joseph  C.  Wheeler  III 

University  of  Florida 

Gainesville 

Gary  Winchester 

University  of  Florida 

Tallahassee 

Dr.  Smith  is  Director  of  the  Medical  Center  and  Dean  of 
the  College  of  Medicine,  University  of  South  Florida,  Tampa. 
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in  cardiac  edema 


gets  the  water  out 
spaires  the  poteissium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

ContfcVindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possiole 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  & French  Laboratories 
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Nobody  goto  ahead  of  STAMAS 

...but  You ! 


Southern  Medical 
Association 

Cordially  Invites 

All  Florida  Physicians  To  Attend  The 

65th 

ANNUAL  MEETING 

OCTOBER  31-NOVEMBER  4,  1971  • HOTEL  FONTAINEBLEAU 

BE  SURE  TO  COME  EARL  Y. . . the  exhibits  will  be  open 
. for  your  uninterrupted  viewing  from  noon 
until  5:00  p.  m.,  Sunday,  October  31. 

There  will  also  be  a gala  President’s  Reception 
Sunday  night  starting  at  6:30  p.  m. 

A complete  scientific  meeting — twenty-one  specialty 
sections  sharing  a unique  inter-disciplinary  experience. 


NO  REGISTRATION  FEE 

For  information  contact:  SOUTHERN  MEDICAL  ASSOCIATION,  2601  Highland  Avenue,  Birmingham,  Alabama  35205 


impirirf  Compound 
todeine,  gcMi  or  girl 

lelps  overpower  pain 


ch  tablet  contains:  aspirin  gr.  3V2,  ” 
lenacetin  gr.  2Vi,  caffeine  gr.  V2. 

).  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  Vz. 

).  4contains codeine  phosphate*  (64.8  mg.)  gr.  1. 

\/arning— may  be  habit  forming.) 

Empirin  Compound  with  Codeine  is  now  classified  in  S'chH^dule  III. 

II  Available  on  oral  prescription  and  may  be  refilled  5 times' 

within  6 months,  unless  restricted  by  State  law.  * ''  f 

mplete  literature  available  on  request  from  Professional  Services  Dept,  PML. 


introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom. Health  History  System., 
provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simp 
but  comprehensive  method  for  keeping  a complete  ' i- 
record  on  every  one  of  your  patients.  Permits  yV,^ 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  w 
the  "problem-oriented"  method  of  keeping  patient!  r, 
records.  Color  coding  eliminates  the  likelihood  i|j 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  diseas 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medi 
Record  System  helps  protect  your  good  name. 


1 


0 new  Rocom  Medical  Management  System*  can 
Ip  you  provide  better  care  for  your  patients 
d,  at  the  same  time,  make  better  use  of  your 
fice  time.  In  designing  these  products 
ndreds  of  doctors,  nurses  and  receptionists 
re  consulted  about  their  particular  office 
oblems;  and  more  than  two  years  of  development 
der  actual  office  conditions  proved  that  they 
tually  do  help  solve  these  difficulties 
thout  upsetting  existing  routines, 
ch  component  deals  with  a specific  problem 
ea  --  health  histories,  medical  records,  the 
lephone,  and  scheduling  appointments.  They 
:y  be  employed  alone,  in  various  combinations, 

. preferably,  as  the  complete  Rocom  Medical 
Inagement  System,  depending  on  your  own  office 
ituation. 

|3t  physicians  --  whether  they  practice  alone 
( with  a group  --  will  find  one  or  more  of 
3se  components  useful.  You  are  invited  to 
(tain  additional  information  about  the  Rocom 
iiical  Management  System  by  sending  us  the 
;3ompanying  coupon. 


ROCOM' 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  | — . Medical  Record 

System  |_|  System 

□ Telephone  System  □ Appointment  System 

Name  Specialty 

Street 


City  State 


Please  do  not  forget  Zip  Code 


j:  'loom  Telephone  System  a complete 
s;tem;  one  that  can  be  understood  quickly 
bjyour  newest  office  aide;  one  that  permits 
y»r  staff  to  answer  specific  patient  questions 
•-h  confidence;  one  that  will  make  your 
P^ctice  more  productive  by  assuring  that  you 
. a interrupted  only  when  you  think  it 

O'essary.  Self-adhesive  backing  assures  that 
a incoming  calls  can  become  part  of  the 
piient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


*Created  and  devaloped  by  Patient  Care  Systems,  Inc. 


Medical  News 


Annual  Meeting  of  South  Florida  Society  of  Pathologists 

The  Annual  Meeting  of  the  South  Florida  Society  of  Pathologists  will  be  held  in  Miami,  Jan. 
11,  1972. 

Raymond  Justi,  2tl.D.,  and  George  loannides,  i\l.D.,  both  of  Miami,  are  president  and  secretary, 
respectively,  of  the  Society. 


Internists  Meet  in  South  Carolina 

Tnvrn's'S  Rom  p s’x  s^rt^'  area  includm"  Florida  will  gather  at  the  Sheraton-Ft.  Sumpter  Hotel 
at  Charleston,  S.C.,  this  month  for  a regional  meedng  of  the  American  College  of  Phys'cians. 

\'ince  Moseley,  M.D.,  of  Charleston,  ACP  Governor  for  South  Carolina,  arranged  the  program, 
October  /-9. 


Cleft  Palate  Association  Annual  Meeting 

The  Florida  Cleft  Palate  Association  will  have  its  annual  convention  at  the  Manger  Motor  Inn 
in  Tampa,  Jan.  21-22,  1972. 

John  W.  Curtin,  M.D.,  of  Chicago,  and  Mr.  Emmett  Roberts,  Secretary  of  the  Florida  Depart- 
ment of  Health  and  Rehabilitative  services,  will  be  guest  speakers. 

Meeting  information  may  be  obtained  from  Robert  J.  Harrison,  Ph.D.,  446  Alhambra  Circle, 
Coral  Gables,  Fla.  33134. 


D ivlsion  of  Thoracic  and  Cardiovascular  Surgery  Appointment 

Gerard  A.  Kaiser,  M.D.,  has  been  appointed  Chief  of  the  Division  of  Thoracic  and  Cardiovas- 
cular Surgery  at  the  University  of  Miami  School  of  Medicine. 

Until  recently.  Dr.  Kaiser  was  Associate  Professor  of  Surgery  at  the  College  of  Physicians  and 
Surgeons  of  Columbia  University.  He  received  his  j'ED.  decree  at  th^.t  medical  school  in  19.S8  and 
received  his  internship  and  residency  training  at  New  York  area  hospitals. 

Dr.  Kaiser  is  a Fellow  of  the  American  College  of  Surgeons. 


Certified  by  American  Board  of  Anesthesiology 

Four  Florida  physicians  are  among  the  latest  group  of  doctors  to  be  certified  by  the  American 
Board  of  Anesthesiology. 

They  are:  Robert  L.  Gerlaugh,  M.D.,  Miami;  Marshall  R.  Kessler,  M.D.,  Bay  Harbor  Islands; 
Michael  A.  Khan,  M.D.,  Key  West,  and  Rodrigo  R.  Sievert,  M.D.,  Jacksonville. 


ACP  Regional  Scientific  Meeting 

The  American  College  of  Physicians  has  scheduled  its  Florida  Regional  Scientific  Meeting  for 
November  19-21  at  Winter  Park. 

Information  may  be  obtained  by  contacting  Donald  F.  Marion,  IM.D.,  1394  Coral  Way,  Mi)  mi, 
Fla.  33145. 


Grant  for  Cancer  Research 

Dr.  Lee  A.  Bricker,  Assistant  Professor  of  Medicine  at  the  University  of  Miami,  has  received  a 
$30,000  grant  from  the  Damon  Runyon  Memorial  Fund  for  Cancer  Research. 

The  grant  will  support  a study  of  how  malignancies  affect  cholesterol  metabolism. 
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Training  Course  for  Emergency  Room  Nurses 

A four-day  training  course  for  hospital  emergency  room  nurses  has  l)een  arranged  for  Decem- 
ber 2-5  in  Miami  Beach  at  the  Americana  Hotel. 

The  course  of  lectures  and  audiovisual  demonstrations  will  be  sponsored  by  the  Committee  on 
Injuries  of  the  .American  Academy  of  Orthopaedic  Surgeons. 

Registration  forms  and  additional  information  may  be  obtained  from  C.  L.  Wil.'^on,  M.D.,  9526 
X.E.  Second  .Avenue,  Aliami  Shores,  Florida  33138. 


Urological  Society  Meeting  in  Naples 

The  interim  meeting  of  the  Florida  Urological  Society  will  be  held  Xov.  5-7  at  the  Beach  Club  in 
Xaples. 

Information  concerning  the  program  may  be  obtained  by  contacting  John  I.  Williams,  M.D.,  Sec- 
retary-Treasurer, Florida  Urological  Society,  4701  XMrth  Federal  Highway,  Fort  Lauderdale,  Fla. 
33308. 


FMA  Co-Sponsors  Infections  Control  Program 

.A  seminar  on  “Infections  Control  in  Hospitals  and  Institutions:  .Administrative”  will  be  held 
in  Tampa  at  the  Manger  Inn,  Oct.  19-21. 

The  Florida  Medical  .Association,  the  Florida  Division  of  Health  and  the  U.S.  Center  for  Dis- 
j ease  Control  in  Atlanta  are  among  the  sponsors. 

I DLscussion  will  concern,  among  other  things,  principles,  approaches  and  responsibilities  of  in- 

I fections  control;  the  extent  of  the  problem;  functions  of  an  effective  infections  control  committee; 

I and  legal  aspects  and  responsibilities. 

I .Additional  information  about  the  program  may  be  obtained  by  contacting  Mr.  F.  Russell  Jack- 

I son,  Florida  Division  of  Health,  P.  O.  Box  210,  Jacksonville  32201. 


Biennial  Conference  SMJAB 

Last  month  in  Xew  Orleans  there  was  conducted  the  biennial  conference  of  the  State  Medical 
Journal  .Advertising  Bureau  of  which  the  Journal  of  the  Florida  Medical  Association  is  a member. 
This  organization,  composed  of  34  state  journals  including  .Alaska,  Texas  and  Pennsylvania,  was  orga- 
nized for  the  purpose  of  pooling  knowledge  and  experience  to  lend  assistance  in  solving  problems  of 
finances,  make-up,  management  and  writing.  Traveling  to  Louisiana  to  repre.sent  Florida  was  the  Di- 
rector of  Communications,  Fdward  D.  Hagan;  Managing  Editor  of  the  Journal,  Louise  Rader,  and 
the  Editor. 

Described  before  the  assembled  group  of  doctors  and  full  time  staff  were  plans  of  the  Internal 
Revenue  Service  to  tax  funds  obtained  from  advertising  fees  paid  to  nonprofit  corporations. 

Di.scussing  the  future  of  prescription  drugs,  the  Hon.  Charles  Griffin,  Congressman  from  Missis- 
sippi, told  us  that  the  regulation  opposing  the  use  of  combination  drugs  as  written  by  the  FD.A  has 
been  reversed.  This  came  about  as  the  result  of  doctors  and  patients  writing  their  congressmen  that 
the  present  edict  was  too  restrictive  and  an  encroachment  on  the  doctors’  prerogative  to  pre- 
scribe for  his  patient.  Lender  the  new  ruling,  drugs  are  to  be  categorized  as  effective,  probably  effective 
or  possibly  effective. 

.A  lecture  by  the  professor  of  journalism  from  Loyola  Lbiiversity  redefined  our  concepts  of  medical 
journals  in  simple  terms,  saying  “Since  each  doctor  must  conserve  his  reading  time,  he  looks  to  medi- 
cal journals  as  a tool  for  aiding  him  in  providing  better  patient  care.”  He  suggested  that  journals 
be  attractive,  eliminating  clutter  with  adequate  white  space  and  including  as  many  color  draw- 
ings and  illustrations  as  one’s  budget  would  allow.  He  viewed  journals  as  a method  of  moving  in- 
formation back  and  forth  among  members  of  each  state  organization.  The  state  journals  reach  200,000 
:|  physicians,  are  opinion  molders,  and  so  should  include  only  the  very  l)est  of  medical  writing. 
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A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
.Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

.'^rie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

6315  Anderson  Rd.  33614 
(813)  884-3409 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 

PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone;  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek.  Michigan 
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come  lo^elhef ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  --  you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease;  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology;  Office 
Gynecology;  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25lh 

nnifl  (linkol  Convention 
november  28  - December  1. 1971 
the  River^ote  , 

Convention  Center 
Reui  Orleon/ 
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Book  Review 


Receipt  0/  the  following  books  ?s  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — 


Guides  to  the  Evaluation  of  Permanent  Impair- 
ment by  the  Committee  on  Rating  of  Mental  and  Phys- 
ical Impairment  of  the  American  Medical  Association.  Pp. 
164.  Price  $5.  Copyright,  Chicago,  American  Medical 
.\ssociation,  1971. 


Brands,  Generics,  Prices  and  Quality  by  PM.\.  Pp. 
118.  Price  $1.00.  Washington,  D.  C.,  Pharmaceutical 
Manufacturers  Association,  1971. 


The  Low  Fat,  Low  Cholesterol  Diet  by  Clara-Beth 

Young  Bond,  R.D.;  E.  Virginia  Dobbin,  R.D.,  and  Fifth  Conference  on  War  Surgery,  Tokyo,  Japan, 

Helen  F.  Gofrhan,  M.D.  Pp.  S12.  Price  $7.95.  New  March  29-April  2,  1971.  Pp.  73.  Copies  available  from 

York,  Doubledav  Company,  Inc.,  1971.  CINCP.\C,  .\ttn:  Surgeon,  FPO  San  Francisco,  Califo.nia 

96610. 


The  Low  h'at,  Low  Cholesterol  Diet  succeeds 
well  in  its  stated  objective  to  aid  in  planning  and 
executing  a low  saturated  fat,  low  cholesterol  diet 
regimen.  Written  by  five  ladies  including  one 
physician  and  two  dieticians,  the  book  combines 
culinary  ingenuity  with  medical  expertise.  Some 
delightful  examples  of  their  kitchen  wizardry  in- 
clude “special”  cream  cheese,  “special”  sour 
cream  and  “substitute  whole  egg.” 

The  innumerable  recipes  are  not  only  divided 
into  sections  as  to  the  type  of  food,  but  introduc- 
tions explain  the  rationale  behind  the  ingredients. 
The  tyro  at  the  range  need  not  fear  a fat  restricted 
regimen  since  even  the  basics  of  cooking  are  re- 
hashed (pun  intended)  in  this  volume. 

.An  additional  section  of  this  book  is  devoted 
to  the  restriction  of  sodium  in  a low  fat  diet,  a 
common  medical  necessity.  The  section  on  nutri- 
tional science  is  a splendid  introduction  to  the  bio- 
chemistry of  food  and  vitamins. 

In  an  age  where  diet  consciousness  in  medical 
management  is  playing  a greater  role,  this  special 
volume  should  find  a respected  place. 

Harry  W.  Eichenbaum,  M.D. 

St.  Petersburg 


Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Teclmiques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


Symposium  on  the  Functional  Physiopathology  of 
the  Fetus  and  Neonate,  Clinical  Correlations. 

Edited  by  Harold  .Abramson,  M.D.  Pp.  182.  6l  illustra- 
tions. I’rice  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1971. 


The  Mental  Health  of  the  Child.  Edited  by  Julius 
Segal,  Ph.D.  Pp.  588.  Price  $5.00.  Washington,  D.  C., 
U.S.  Government  Printing  Office,  1971. 


Handbook  of  Clinical  Dermatoglyphs  by  Musallam 
S.  Elbualy  and  Joan  D.  Schindeler.  Pp.  64.  Price  $6.95. 
Coral  Gables,  University  of  Miami  Press,  1971. 


Synopsis  of  Pediatrics  by  James  G.  Hughes,  M.D. 
Pp.  1141.  Illustrated.  Price  $14.50.  St.  Louis,  The  C. 
Mosby  Company,  1971. 


Speech  Pathology  by  William  H.  Perkins,  Ph.D.  Il- 
lustrated. Pp.  449.  Price  $11.75.  St.  Louis,  The  C.  A'. 
Mosby  Company,  1971. 

Review  of  Medical  Physiology  by  William  F.  Ga- 
nong,  M.D.  Pp.  573.  Illustrated.  Price  $8.50.  Los  Altos, 
California,  Lange  Medical  Publications,  1971. 

The  Human  Heart — A Guide  to  Heart  Disease. 

Second  Edition  by  Brendan  Phibbs,  M.D.  Pp.  247.  102 
illustrations.  Price  $5.75.  St.  Louis,  The  C.  V.  Mosby 
Company,  1971. 

Multiphasic  Health  Testing  Systems:  Reviews 
and  Annotations  by  Anna  C.  Gelman,  M.P.H.  Pp.  155. 
U.S.  Government  Printing  Office,  1971. 
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lorgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon?'). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  m.other  and  child.  ’ 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards,  ! 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be  | 

exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia.  r 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These  f 

may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil.  Increased  Intraocular  ; 

tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently  f 

an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These  i 

mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been  ; 

reported.  No  causal  relationship  has  been  established.  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily.  i 

NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg., caffeine, 30  mg.)  ! 


Riker  Laboratories,  Inc.  ^ 

NORTHniOCE,  CALIFORNIA  91324  RHlcomPANY 


the  versatile  analgesic  { 
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Hypersensitivity 
to  penicillin 


Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
^(including  many  penicillinase- 
p^producing  strains).  With 
/^-hemolytic  streptococcal 
I infections,  treatment  should 
l^'^continue  for  at  least  10  days. 
Studies  indicate  that 
ly^incociri  does  not  share 
Antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 
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©1971  The  Upjohn  Company 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococ 


c 


Each 

preparation 

contains: 


Lincomycin  hydro- 
chloride monohydrate 
equivalent  to 
lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 


An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 


CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 


WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  j3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 


ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocoliti*, 
and  pruritus  ani.  Hemopoietic— f^eutro- 
penia,  leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instzncts  of  hy|i 
sion  following  parenteral  administ^ 
have  been  reported,  particularly  aft  j 
rapid  I.V.  administration.  Rare  ins:l 
of  cardiopulmonary  arrest  have  be  I 
ported  after  too  rapid  I.V.  administrl 
If  4.0  grams  or  more  administered! 
dilute  in  500  ml.  of  fluid  and  admi| 
no  faster  than  100  ml.  per  hour. 
reac//o/;i— Excellent  local  tolerance  E 
onstrated  to  intramuscularly  admini«| 
Lincocin.  Reports  of  pain  followiil 
jection  have  been  infrequent.  Inll 
nous  administration  of  Lincocin  ill 
to  500  ml.  of  5%  glucose  in  disl 
water  or  normal  saline  has  product) 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  2S0  mg.  and  50(t 
Capsules— bottles  of  24  and  100. 


Sterile  Solution,  300  mg.  per 
10  ml.  vials  and  2 ml.  syringe. 


Syrup,  250  mg.  per  5 ml.— 60  ml.  anc| 
bottles. 


For  additional  product  information,  i 
suit  the  package  insert  or  see  your  Up\ 


representative. 

JA7I-1203  MED  B-5-SR  (K:| 


The  Upjohn  Company  i 
Kalamazoo 

Michigan  49001  I 


Upjo 


HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In 
dividual  patient  care  has 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

Joines  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hordin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  Is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and 
is  also  approved  for  Medicare  patients. 


BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  879-4411 
2655  Swann,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 
GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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Approved  by  FMA 

Committee  on  Continuing  Education 

OCTOBER 

29-30  Hemophilia  Symposium  on  Comprehensive 
Management  of  the  Hemophilia  Patient, 
Americana  Hotel,  Miami  Beach.  For  infor- 
mation: Newton  C.  McCollough  III,  M.D., 
University  of  Miami  School  of  Medicine, 
Box  875,  Biscayne  Annex,  Miami  33152. 

NOVEMBER 

10-13  Today’s  Hospital  Problems:  An  Interdisci- 
plinary Approach — Fifth  Annual  Confer- 
ence, Tides  Hotel  and  Bath  Club,  Reding- 
ton  Beach.  For  information:  M.  A.  Bar- 
ton, M.D.,  Mound  Park  Hospital  Founda- 
tion, St.  Petersburg  33701. 

19-20  Tenth  Annual  Physicians’  Seminar  on  Re- 
spiratory Diseases  and  Workshop  for  Allied 
Health,  Perdido  Bay  Inn  & Golf  Club,  Pen- 
sacola. For  information;  Jay  D.  Williams 
Jr.,  M.D.,  Box  8127,  Jacksonville  32211. 

29-Dec.  4 Courses  of  Instruction  in  Coronary 
Care  for  the  Practicing  Physician,  Jack- 
son  Memorial  Hospital,  Miami.  For  infor- 
mation: Louis  Lemberg,  M.D.,  P.  0.  Box 
10100,  St.  Petersburg  33733. 

DECEMBER 

2-  5 Ninth  Annual  Cardiology  Seminar,  Princess 
Hotel,  Acapulco,  Mexico.  For  informa- 
tion: Henry  J.  L.  Marriott,  M.D.,  St.  An- 
thony’s Hospital,  St.  Petersburg  33733. 

8-10  Clinical  Nephrology  and  Heart  Disease 
Seminar,  Eden  Roc  Hotel,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Mt. 
Sinai  Hospital,  4300  Alton  Rd.,  Miami 
Beach  33140. 

13-18  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion; Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 


Florida  State  Board  of  Medical  Examiners: 
J^inuary  16-18,  1972,  Tampa 

For  information:  Mrs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 


JANUARY  ■ 

3-  8 Courses  of  Instruction  in  Coronary  CareB 

for  the  Practicing  Physician,  Jackson! 
Memorial  Hospital,  Miami.  For  informa- 1 
tion:  Louis  Lemberg,  M.D.,  P.  O.  Box! 
10100,  St.  Petersburg  33733.  I 

4-  9 Special  Procedures:  Radiological  Inter- ■ 

pretations.  Play  Boy  Plaza,  Miami  Beach.  B 
For  information;  Mrs.  Gwen  Hendel,  Mt.  ■ 
Sinai  Hospital,  4300  Alton  Rd.,  Miami  I 
Beach  33140.  I 

10-11  Infectious  Disease  1972:  Treatment  and  I 
Prevention,  Eden  Roc  Hotel,  Miami  ■ 
Beach.  For  information:  Frances  Richard-  I 
son,  Mt.  Sinai  Hospital,  4300  Alton  Rd.,  I 
Miami  Beach  33140.  I 

24-29  Courses  of  Instruction  in  Coronary  Care  I 
for  the  Practicing  Physician,  Jackson  I 
Memorial  Hospital,  Miami.  For  informa-  I 
tion:  Louis  Lemberg,  M.D.,  P.  O.  Box  I 
10100,  St.  Petersburg  33733.  I 

National  and  Regional  I 

Meetings  Held  in  Florida  I 

NOVEMBER  I 

1-4  Southern  Medical  Association,  Miami  I 
Beach.  Exec.  Dir.:  Mr.  Robert  F.  Butts,  I 
2601  Highland  Ave.,  Birmingham,  Ala.  I 
35205.  I 

2 George  Papanicolaou  Memorial  Seminar  in  I 

Gynecologic  Pathology,  Fontainebleau  I 
Hotel,  Miami  Beach.  Dir.:  George  loan-  I 
nides,  M.D.,  1830  S.W.  99th  Ave.,  Miami  j 
33165.  j 

3-  7 Florida  Chapter  of  American  Academy  of  j 

Pediatrics  and  Florida  Pediatric  Society  f 
Annual  Meeting,  Curacao  Hilton,  Curacao,  j 
Netherlands,  W.I.  John  C.  Moore,  M.D.,  j 
82  Lake  Morton  Dr.,  Lakeland  33801. 

1 

4-  6 Southern  Thoracic  Surgical  Association,  | 

Tampa.  Sec.-Treas.:  James  W.  Brooks, 
M.D.,  1200  E.  Broad  St.,  Richmond,  Va. 
23219.  ! 

JANUARY 

17-19  American  College  of  Surgeons,  Sectional 
Meeting.  Sheraton-Four  Ambassadors 
Hotel,  Miami.  Info.  Communications  Divi- 
sion, 55  E.  Erie  St.,  Chicago  60611.  j 
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When  the  problem 
is  E.  coli. 

Klebsiella-Aerobacter. 
P.  mirabilis  or 
Staph,  aureus . . . 


Consider  this; 
rapid  absorption, 
high  plasma  concentrations, 
rapid  renal  clearance, 
high  solubility  at  urinary  pH 
proved  reliability, 
high  urinary  drug  levels, 
generally  good  tolerance, 
and . . . economy. 
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Gantrisin 


sulfisoxazole/Roche® 


classic  for  nonobstructed  cystitis, 
pyelitis  and  pyelonephritis 
4 to  8 tablets  sfat,  2 to  4 tablets  q.i.d. 


J ore  prescribing,  please  consult  complete  prod- 
! information,  a summary  of  which  follows: 
i ications;  Acute,  recurrent  or  chronic  urinary 
I t infections  (primarily  cystitis,  pyelitis,  pyelo- 
1 hritis)  due  to  susceptible  organisms,  (usually 
.i  coli,  Klebsiella-Aerobacter,  Staphylococcus 
teas,  Proteus  mirabilis,  and  less  frequently, 
I teus  vulgaris)  in  the  absence  of  obstructive 
il  pathy  or  foreign  bodies.  Important  Note:  In 

0 0 sulfonamide  sensitivity  tests  are  not  always 
j ible;  tests  must  be  coordinated  with  bacterio- 

1 c and  clinical  response.  Aminobenzoic  acid 
f uld  be  added  to  follow-up  culture  media  for 
1 ents  already  taking  sulfonamides. 

Currently,  the  increasing  frequency  of  resistant 
janisms  is  a limitation  of  the  usefulness  of  anti- 

terial  agents  including  sulfonamides. 

ree  sulfonamide  blood  levels  should  be  meas- 
1 d in  patients  receiving  sulfonamides  for  serious 
i xtions  since  there  may  be  wide  variations  with 
■iitical  doses;  20  mg/ 100  ml  should  be  maxi- 
iin  total  sulfonamide  level,  as  adverse  reactions 
' ur  more  frequently  above  this  level. 

* itraindications:  Hypersensitivity  to  sulfona- 
I les,  infants  less  than  2 months  of  age,  preg- 
I icy  at  term,  and  during  the  nursing  period. 

*■-  


Warnings:  Safety  of  sulfonamides  in  pregnancy 
has  not  been  established.  Sulfonamides  will  not 
eradicate  group  A streptococci.  Deaths  have  been 
reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia  and  other  blood  dyscra- 
sias  associated  with  sulfonamide  administration. 
Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently  dur- 
ing sulfonamide  therapy. 

Precautions:  Use  with  caution  when  impaired 
renal  or  hepatic  function,  severe  allergy  or  bron- 
chial asthma  is  present.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis 
(frequently  a dose-related  reaction)  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystal- 
luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia,  methemoglobinemia.  Allergic 
reactions:  Erythema  multiforme  (Stevens-Johnson 
syndrome),  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  ex- 


foliative dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia,  allergic  myocardi- 
tis. Gastrointestinal  reactions:  Nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis,  stomatitis.  C.N.S.  reactions:  Head- 
ache, peripheral  neuritis,  mental  depression,  con- 
vulsions, ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have 
occurred  with  sulfonamide  therapy.  Sulfonamides 
bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  and  oral  hypoglycemic  agents.  ! 
Goiter  production,  diuresis  and  hypo^ycemia 
have  occurred  rarely  in  patients  receiving  sul- 
fonamides. Cross-sensitivity  may  exist  with  these 
agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

1 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in  I 

the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

i 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


TUCKER  HOSPITAL  INC. 

212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 
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physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 

gressive GP  associate.  Central  Florida  near  Disney 
World.  Excellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


GENERAL  PRACTITIONER  WANTED:  For 

private  practice  netting  at  least  $25,000  yearly.  Pleas- 
ant surroundings,  Jacksonville  area.  Seventy-five  bed 
county  hospital  adjacent  to  modern  office  buildings 
with  two  colleagues.  Write  C-SOl,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


PHYSICIAN  WANTED;  To  associate  with  estab- 
lished young  family  physician.  Primarily  general  medi- 
cine and  pediatrics.  No  obstetrics.  Lovely  waterfront 
residential  community.  Has  excellent  professional 
climate.  Can  easily  absorb  three  new  doctors.  Local 
general  hospital  doubling  in  size.  Contact  Fred  O. 
Smith,  M.D.,  1015  Bartelt  Road,  Tarpon  Springs, 
Florida  33589.  Phone  (813)  937-5104. 


WANTED;  General  Practitioner  or  internist  to 
work  in  busy  South  Miami  Beach  Clinic.  Telephone 
Dr.  Lamphier  at  (305)  531-3336. 


BUSY  G.P.  NEEDS  ASSOCIATE:  Beautiful  small 
town  50  miles  south  of  Disney  World,  -\dequate  office 
facilities  and  two  excellent  hospitals.  Professional  as- 
sociation with  profit  sharing  plan  and  employee  pension 
trust.  Excellent  salary  with  generous  yearly  bonus. 
Call  collect  or  write  to  B.  C.  Ostling,  M.D.,  P.A.,  Box 
1468,  Avon  Park,  Florida  33825.  (813)  453-3121. 


Specialists 

PSYCHL\TRIST  as  associate  to  well  established 
psychiatrist,  Broward  County.  Handsome  new  medical 
building  adjacent  major  area  hospital.  Excellent  oppor- 
tunity. Contact  M.  M.  Sylvan,  M.D.  (305)  525-6044. 


INTERNIST,  UROLOGIST,  GP’s.:  OutsUnding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perry,  Florida  32347. 


R.\DIOLOGIST  W.\NTED:  Must  be  board  cer- 
tified, for  55-bed  accredited  community  hospital,  in 
expansion  to  100  beds,  Brooksville,  Florida.  Please 
contact  Dr.  J.  C.  Ajac,  Radiologist  at  (904)  796-3507 
or  (904)  796-9636. 


PSYCHI.\TRIST  W.^NTED  as  associate.  Florida 
license.  Board  certified  or  eligible.  General  psychiatrj' 
and  psj'chotherapy.  Emphasis  on  professional  compe- 
tence and  service  to  medical  colleagues.  This  is  a 
family-oriented  practice  (yours  and  the  patients), 
eclectic,  conservative.  Write:  Norbert  W.  Skaja,  M.D., 
4800  Northeast  20th  Terrace,  Fort  Lauderdale,  Florida 
33308. 


GENERAL  SURGEON  WANTED;  For  private 
practice.  Salary  open.  Pleasant  surroundings,  Jack- 
sonville area.  Seventy-five  bed  county  hospital  adja- 
cent to  modern  office  building  with  two  colleagues. 
Write  C-500,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


INTERNIST  W.\NTED;  For  private  practice 
netting  at  least  $25,000  yearly.  Pleasant  surroundings, 
Jacksonville  area.  Seventy-five  bed  county  hospital 
adjacent  to  modern  office  buildings  with  two  col- 
leagues. Write  C-502,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


INTERNIST:  Clinical  cardiology  subspecialty 

preferred  for  association  in  new  office.  Outstanding 
opportunity  for  eager  individual.  Terms  open.  Excel- 
lent hospital  facilities.  Irwin  Leider,  M.D.,  1012 
Volusia  .\venue,  Daytona  Beach,  Florida  32014. 


OB-GYN  M.AN  WANTED  for  an  association  in  a 
busy  medical  office  in  the  Miami  area.  Write  C-510, 
P.  O.  Box  2411,  Jackson\-ille,  Florida  32203. 


GENER-\L  SURGEON,  UROLOGIST,  INTER- 
NIST wanted  to  join  a multi-specialist  group,  special- 
ist-oriented. Excellent  facilities,  fee  for  service  basis. 
Financial  arrangements  op>en.  .\U  the  above  specialties 
are  represented.  Contact  Dr.  Tim  N.  Howell,  Gessler 
Clinic,  Winter  Haven,  Florida  33880. 


INTERNIST  W.\NTED;  Board  eligible  or  cer- 
tified, preferably  with  subspecialty,  interest  in  hematol- 
ogy and/or  gastroenterology  to  join  flourishing  practice 
in  Fort  Lauderdale  area.  Excellent  salarj’  and  fringe 
benefits  first  year,  leading  to  association.  Must  have 
Florida  license.  Please  phone  (305)  565-6434. 


76 


VOLUME  58  NUMBER  10 


Miscellaneous 


PHYSICIANS  WANTED  IN  FLORIDA,  DIVI- 
SION OF  MENTAL  HEALTH:  Positions  are  avail- 

able for  qualified  physicians  (Florida  license  not  re- 
quired). (General  practitioners,  internists,  surgeons,  psy- 
chiatrists— in  the  hospital  facilities  of  the  Division  of 
Mental  Health.  Interest,  accompanied  by  a curriculum 
vitae,  should  be  directed  to  E.  .Arthur  Larson,  M.D., 
Deputy  Director  for  Hospitals  and  Institutes,  Division 
of  Mental  Health,  200  East  Gaines  Street,  Room  425, 
Tallahassee,  Florida  32304. 


WANTED  IMMEDIATELY:  Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (30S)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  Coun- 
ty, Northwest.  General  practitioners,  internists  and 
pediatricians  in  particular.  Inquiries  regarding  practice 
in  this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 

i 

1 

! DUNEDIN,  Pinellas  County,  middle  west  coast, 
I Clearwater  area.  Thirty-six  physician  multispecialty 
I group  seeking  internist-gastroenterologist,  neurologist, 
I pathologist,  obstetrician-gynecologist,  GP,  and  emer- 
{ gency  room  physician.  .Affiliated  general  hospital  just 
I expanded  to  308  beds.  Clinic  expansion  to  be  com- 
1 pleted  January  1972.  Long  range  plans  for  650  beds 
j and  75-physician  clinic.  No  investment  required.  Con- 
tact Donald  M.  Schroder,  administrator.  Mease  Hos- 
pital and  Clinic,  P.O.  Box  760,  Dunedin  33528,  phone 
(813)  733-1111. 


ADDITIONAL  PHYSICIANS  URGENTLY 
NEEDED:  GP,  internal  medicine,  obstetrics,  pediat- 

rics, and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819  Quincy,  Florida  32351. 


STAFF  PHYSICIAN:  State  facility  for  mentally 

retarded.  Beginning  salary  depending  on  qualifications. 
Reply  to  include  brief  summary  of  professional  experi- 
ence. Send  to  W.  B.  Barrow,  M.D.,  Medical  Director, 
P.O.  Box  2369,  Ft.  Myers,  Florida  33902. 


SURGICAL  RESIDENCY:  One  immediate  open- 

ing; two  openings  1-1-72;  in  approved  program  pro- 
viding one  year  of  general  surgery  in  preparation  for 
continued  training  in  several  of  the  surgical  subspecial- 
ties. 700-bed  modern  general  hospital  located  Fort 
Lauderdale,  Forida.  Annual  admissions  to  surgical 
service  8,300,  daily  census  167.  Stipend  $8,403,  uni- 
forms and  laundry,  meals,  hospitalization,  life  insur- 
ance and  paid  vacation.  For  additional  information 
write:  Director  of  Medical  Education,  Broward  Gen- 
eral Medical  Center,  Fort  Lauderdale,  Florida  33316. 


URGENT — Partner  to  share  expanding  practice 
(GP  & OB).  Excellent  opportunity  to  right  young  man 
with  Florida  license.  Salary  first  6-12  months,  then 
partnership.  Lovely  small  Central  Florida  community 
close  to  Orlando  and  new  Disney  World.  GP  area  with 
155  bed  hospital  nearby  and  ability  to  advance  surgical 
privileges.  Phone:  (904)  383-3767  or  (904)  383-3143. 
Contact  Randall  B.  Whitney,  M.D.,  408  Highway  19- 
.Alt.,  Mount  Dora,  Florida  32757. 


EMERGENCY  ROOM  PHYSICIANS  for  24-hour 
coverage.  Part  time  acceptable.  Florida  license  and 
malpractice  required.  Contact  J.  Allen  Baker,  M.D., 
Chief  of  Staff  or  Ben  Clarke,  Adm.,  Glades  General 
Hospital,  Belle  Glade,  Florida  33430.  (305)  996-6571, 


UNIQUE  AND  MODERN  NEW  MEDICAL 
■ARTS  CENTER  starting  construction  immediately. 
Specialty  three-man  expansion  wing  planned;  entire 
county  without  (and  needs)  ENT  and  internist,  also 
need  ophthalmologist,  pediatrician,  urologist.  Near  Or- 
lando and  Disney  World.  Contact  Randall  B.  Whitney, 
M.D.,  408  Highway  19-.Alt.,  Mount  Dora,  Florida 
32757. 


practices  available 

FOR  SALE:  Five  room,  red  brick,  medical  office 

building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 


situations  wanted 


SITUATION  WANTED:  40  year  old  General 
Practitioner  with  15  years’  experience  in  own  private 
practice  desires  association  with,  or  purchase  of  private 
and/or  industrial  practice  in  Miami  or  Dade  County 
area.  Would  also  consider  group  association.  Write 
C-983,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


IMMEDIATELY  AVAILABLE:  Associate  anes- 

thesiologist or  head  of  anesthesia  department.  Prefer 
hospital  of  25,000-75,000.  F.A.C..A.  with  20  years’  ex- 
perience. For  mutual  exchange  of  information  write 
C-512,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


R.ADIOLOGIST : Board  certified,  Florida  licensed. 

Desires  association  with  group  or  hospital  affiliation  in 
good  school  area.  Wife  is  native  of  Florida.  Write 
C-509,  P.  O.  Box  2411,  Jacksonville,  Florida  32203. 


R.ADIOLOGIST:  Florida  license.  Board  certified 

and  experienced,  seeks  hospital,  clinic  or  association 
with  radiologist (s) . Reply  to  C-Sll,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 
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real  estate 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S1S0. 


FOR  SALE:  Medical  office  and  practice.  Central- 

ly located,  fully  equipped.  Suitable  for  almost  any 
type  of  practice.  Modern  5 room  building  with  ade- 
quate parking.  Write  E.  Waite,  M.D.,  587  Ballough 
Rd.,  Daytona  Beach,  Florida  32022.  Phone  253-3234. 


PROFESSIONAL  OFFICES  AVAILABLE.  Medi- 
cal Arts  Building,  1012  Volusia  Avenue,  Daytona 
Beach,  Florida.-  Ideal  central  location,  can  remodel  to 
suit.  All  utilities  and  services.  Contact  J.  Wescott, 
M.D.  or  call  (904)  252-4621. 


FOR  RENT;  Sarasota,  Gulf  Gate,  growing  high 
income  residential  area.  Deluxe,  new,  air-conditioned 
building.  Four  treatment  rooms,  two  laboratories, 
carpeted  reception  area,  ample  parking.  Will  rent  all 
or  part.  Mitchell  (813)  922-9511.  Evenings  922-3217. 


FOR  LE.\SE:  Medical  Arts  Budding  in  Florida.  | 

Gulf  Coast,  Clearwater,  St.  Petersburg  area,  across  i 
street  from  300-bed  general  hospital.  For  information  I 
write  Medical  Arts  Building,  P.O.  Box  999,  Dunedin, 
Florida  33528. 


equipment  for  sale 

FOR  S.\LE:  X-Ray  therapy  Unit  (Keleket)  260-  | 

KV — 20-M.\ — now  in  use.  Price  $2,000.  Purchaser  pays 
freight  and  transportation  charges.  Call  Tampa  (813) 
872-7313. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 

The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 

Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Floyd  K.  Hurt,  M.D.,  Jacksonville,  President 
William  J.  Dean,  M.D.,  St.  Petersburg,  President-Elect 
Ray  E.  Murphy  Jr.,  M.D.,  Pompano  Beach,  Vice  President 
Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
Eranklin  j.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 
James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 
James  T.  Cook,  M.D.,  Marianna,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Allied  Professions  and  Vocations 

Vincent  P.  Corso,  M.D.,  Miami,  Judicial  Council 

Philip  B.  Phillips,  M.D.,  Pensacola,  Legislation  and  Public  Agencies 

Vernon  B.  Astler,  M.D.,  Boynton  Beach,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

O.  William  Davenport,  M.D.,  Miami,  Scientific  Activities 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Special  Activities 

Edward  J.  Sullivan  Jr.,  M.D.,  Jacksonville,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  3-7,  1972,  Hollywood 
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When  disease  is  ruled  out 
and  psychic  tension  is  implie^jted 

\hlllHll  (diazepam) 


ar 


s 1971 


2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summars’  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiet>',  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hy’persensitivity  to'the 
drug.  Cliildren  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CN'S  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
-alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
Q . ’•  Viabifiiation  and  dependence. 
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antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  21s  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
’n  Tel-E-Dpse’'  “'  packages  of  1000. 
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CANCER  AND  CHILDREN 

think 


atknts  fell  asleep  quickl 


Datmane  (fiurazepam  HCi)  30  mg  reduced  awake 
time— both  before  and  after  failing  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.’'^ 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  failing  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
Induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  eiectro- 
encephaiographic,  eiectro-ocuiographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  iightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

Referances:  1.  Frost,  J.  0..  Jr.;  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2. 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(fiurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic.  eiectro-ocuiographic  and  electromyo- 
nraphic  recordings. 


0- 

nd  slept  through  the  night 


)n 

lalmane 

lurazepam  HCi) 


sleep  laboratory  measurements  in  cited  studies 
er  Before  Dalmane  On  Dalmane 


tuired  to  fall  asleep  33.6  min. 

ne  after  onset  of  sleep  48.7  min. 

of  wakeful  periods  after 
of  sleep  12.2 

iteptime  420.0  min. 

lep  percent  88.6 
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22  6 min. 
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447.5  min. 
94.5 


ical  effectiveness  as 
‘^en  in  the  sleep  laboratory 

lalmane* 

irazepam  HCD 

}-mg  capsule  h.s.— usual  adult  dosage. 
5-mg  capsule  h.s.— initial  dosage  for 
i or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCi),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent/iocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  ig  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  fiu'razepam  HCI. 

Warnings:  Caution  patienfs  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  wtio  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15  ' 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed-,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres-  * 
ence  of  impaired  renal  or  hepatic  function.. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall-  . 
mg  have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  corria,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported-  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,. nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ V Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 
\ -Z  Nutley,  New  Jersey  071 10 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrut, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  Ion 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy §rOtOlT  chlorthalidone 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which  ' 4 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium)  J 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and  I 

nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result  • 

in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization,  /luerage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 


GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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Maintaining  Physician  Competence 

Recently,  1 attended  the  joint  meeting  of  the  FMA  Committee  on  Professional  Liability  Insur- 
ance with  the  underwriters  and  brokers  of  our  program. 

Out  of  this  discussion  it  was  learned  that  one  reason  for  the  growing  problem  of  malpractice  suits 
concerns  the  quality  of  care  and  professional  competence.  Physician  competence  is  a fundamental  ele- 
ment of  quality  medical  care;  and  likewise  medical  education  is  basic  to  competence.  Medical  edu- 
cation’s goal  is  the  production  of  physicians  equipped  to  provide  optimal  care  for  the  public;  and  the 
ultimate  evaluation  of  an  educational  system  is  the  effectiveness  of  its  products. 

There  are  two  main  traditional  approaches  for  establishing  competence.  The  primary  one  is  by 
state  licensure  which  is  a method  of  assuring  public  protection  and  which  provides  a basic  safeguard 
against  the  practice  of  medicine  by  unqualified  physicians.  It  stipulates  educational  and  performance 
requirements  for  initial  entry.  However,  beyond  that  point  they  rarely  if  ever  take  direct  jurisdiction 
over  a physician’s  activities  to  determine  professional  competence.  Under  our  new  Florida  statutes  it  is 
easier  now  to  do  than  formerly,  but  still  our  State  Board  of  Examiners  does  not  believe  that  it  would 
be  possible  to  maintain  continuous  surveillance  of  standards  for  all  physicians  in  the  State.  It  is  unfor- 
tunate that  the  possession  of  the  license  in  itself  does  not  directly  bear  upon  professional  competence. 

One  other  point  which  I feel  is  important  is  that  standards  for  licensing  inevitably  lag  behind  ad- 
vances in  knowledge  and  practice,  particularly  in  some  of  the  highly  sophisticated  sub-specialty  groups 
which  we  now  have. 

For  many  years  medical  specialty  boards  have  worked  with  the  problem  of  determining  compe- 
tence, and  they  have  done  this  through  a process  of  certification  which  is  purely  voluntary;  but  they 
do  give  recognition  for  the  physician  who  has  attained  a level  of  competence  that  qualifies  him  as  a 
specialist  in  a certain  field.  These  specialty  boards  are  to  be  commended  for  providing  an  important 
service  to  the  public  and  to  the  profession  by  elevating  the  standards  of  professional  practice  in  the 
medical  specialties.  There  are  some  weaknesses  in  this  certification  process,  one  being  that  it  focuses 
primarily  upon  the  candidate’s  ability  to  recall.  Another  criticism  is  the  manner  in  which  the  exami- 
nations are  conducted  where  there  is  a range  of  variability  among  the  examiners.  It  would  appear  ob- 
vious that  re-certification  on  a profession  wide  scale  would  present  many  economic  problems  as  well 
as  being  impractical. 

-\s  a result  of  the  shortcoming  of  these  two  systems  to  develop  professional  competency  there 
seems  to  be  emerging  other  methods  in  which  competency  can  be  maintained.  One  is  peer  review, 
uTich  is  the  evaluation  by  practicing  physicians  of  the  quality  and  efficiency  of  services  ordered  or 
performed  by  other  practicing  physicians.  This  obviously  has  many  advantages.  The  second  is  self- 
assessment,  which  may  be  defined  as  a systematic  inventory  made  by  the  individual  of  his  acquaint- 
ance with  and  access  to  currently  valid  medical  knowledge  and  procedures.  At  present  13  medical 
specialty  organizations  are  implementing  self-assessment  programs.  Both  methods  would  seem  to  mo- 
tivate the  practicing  physician  to  become  and  remain  competent  in  order  to  provide  his  best  service 
for  the  patient.  I feel  that  the  FM.A  should  become  actively  involved  in  this  problem  of  competence, 
and  I hope  that  our  committees  will  address  themselves  to  this  phase  of  maintaining  leadership  and 
assistance  in  professional  competency. 
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the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
CA  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2’/2 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  ’A  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  AH'I^OBINS 


'head  clear  upon  arising  i 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /l'H'|^OBlNS 

prescribing  information  appears  on  next  page 


A.  H.  Robins  Company 
Richmond,  Va.  23220 


Dimetapp  I 

ExtentaDsf 

Dimetane^  (brompheniramine  maleate).  12  mg.;  phenyi-  f 
ephrine  HCI,  15  mg.;  phenylpropanolamine  HCI.  15  mg  f 


Dimetapp  Extentabs® 

INDICATIONS;  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS;  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS;  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr©ss. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


We  are  pleased  to  announce 
the  opening 
of 

Saint  Jude  Treatment 
and  Rehabilitation  Center 

For 

Alcoholism  and  Drug 
Dependency 

Harold  N.  Cooley,  M.D. 
Director 

2048  West  Fairview  Avenue 
Montgomery,  Alabama  36108 

Telephone  (205)  265-7011 


A COMPLETE  BUSINESS  SERVICE 


FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 

PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Affiliates  of  Black  & 
Battle  Creek. 


Winter  Park 
Phone:  645-1150 

Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 

Jacksonville 
Phone:  387-3261 
Skaggs  Associates 
Michigan 
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It’s  working, 
even  when  she’s  not 

10:30  p.m.  To  bed  with  tablets  o 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cysiti 
The  convenient  h.i.d.  schedule  let 
the  patient  rest  assured  — while  Gantai;)! 
fights  the  infection. 

1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  {requently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
bfe  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  py  ne 
amine  in  congenital  toxoplasmosis);  pregnancy  at  tefc 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  beentsU 
lished,  and  teratogenicity  potential  has  not  been  tho  ug 
investigated.  Sulfonamides  will  not  eradicate  or  pre\^t 
quelae  to  group  A streptococcal  infections,  i.e.,  rhena 
fever,  glomerulonephritis.  Deaths  from  hypersensitivi(:/e 
tions,  agranulocytosis,  aplastic  anemia  and  other  blofi'd 
crasias  have  been  reported;  early  clinical  signs  such  1 s( 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  (Tic 
blood  disorders.  Complete  blood  counts  and  urinalys  w 
careful  microscopic  examination  are  recommended  freden 
during  sulfonamide  therapy.  Clinical  data  are  insufficht 
prolonged  or  recurrent  therapy  in  chronic  renal  diseies 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  irrlik- 
renal  or  hepatic  function,  severe  allergy,  bronchial  ^thr 
and  in  glucose-6-phosphate  dehydrogenase-deficien!  in 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
i hogens,  such  as  E.  coli,  Klebsiella- Aer oh acter,  S.  aureus  and  others, 
tion  all  day.  And  action  all  night  to  prevent  retained  urine  from 
^^:oming  the  medium  for  bacterial  proliferation. 


I 7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
Trapy  means  rapid  symptomatic 
iprovement,  often  in  24  to  48  hours,  for 
Dst  patients  with  nonobstructed  urinary 
^ct  infections. 

I nonobstructed  urinary  tract  infections 

jantanolB.i.D. 

^sulfamethoxazole) 

I Tablets/Suspension 

k|  12  hours  of  therapy  with  every  dose 


iials.  In  the  latter,  dose-related  hemolysis  may  occur. 
Sitain  adequate  fluid  intake  to  prevent  crystalluria  and 
;e  formation. 

II  Adverse  Reactions:  Blood  dyscrasias;  agranulocytosis, 
(Stic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 

!nia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
ia;  allergic  reactions:  erythema  multiforme  (Stevens- 
ison  syndrome),  skin  eruptions,  epidermal  necrolysis, 
^:aria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
«)hylactoid  reactions,  periorbital  edema,  conjunctival  and 
ii'al  injection,  photosensitization,  arthralgia  and  allergic 
pcarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 

Iinal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
latitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
tal  depression,  convulsions,  ataxia,  hallucinations,  tin- 
3,  vertigo  and  insomnia;  and  miscellaneous  reactions: 
h fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 

I arteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
Tiical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ X Roche  Laboratories 

: ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  N J.  07110 


SIMPLE 
& SPECIFIC 

“Of  the  agents  which  influence 
respiratory  tract  fluid,  only  two  are 
worth  considering,  the  iodides  and 
glyceryl  guaiacolate.” 

Drugs  of  Choice,  1962-1963. 

Model!  p.478 

■ G.G.I.  contains  both  glyceryl  guaiacolate 
and  calcium  iodide,  and  avoids  the  usual 
interfering  ingredients  present  in  many 
expectorant  preparations,  e.g. 
antihistamines,  decongestants  and 
antitussives. 

■ G.G.I.  Expectorant— when  dry 
unproductive  cough  is  clinically 
significant,  especially  in  asthma, 
emphysema  and  chronic  bronchitis. 


Formula:  Each  5cc.  contains: 

Glyceryl  Guaiacolate  100m. 

Calcium  Iodide  Anhydrous 150mg. 

Alcohol  5%,  in  a tasty  base. 

Indications:  To  thin  and  increase  bronchial 
secretions,  especially  in  Asthma,  Chronic 
Bronchitis,  and  Emphysema. 

Contraindications:  Certain  cases  of  thyroid 
disease  where  iodine  is  contraindicated, 
known  iodine  sensitivity,  pregnancy  (where 
fetal  thyroid  depression  may  occur). 
Precautions:  Evaluate  thyroid  function  and 
watch  for  symptoms  of  iodism  during 
prolonged  therapy.  If  iodism  (skin  rash, 
parotitis,  ocular  irritation)  occurs  during 
prolonged  therapy,  discontinue  use. 

Dosage:  As  an  expectorant:  Adults:  One  or 
two  teaspoonfuls  every  two  to  four  hours. 
Children  6-10:  Half  to  one  teaspoonful  every 
two  to  four  hours.  Children  under  6: 

As  directed. 

Supplied:  On  prescription  only — 
pints  & gallons. 

FEDERAL  PHARMACAL  CORP. 

1260  N.E.  35th  Street, 

Fort  Lauderdale,  Florida  33308 
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(dieriiyipropion  hydrochloride^  N.F.) 


\ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  then  the  amphetomines,  use  with  greot  coution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  pofentiot  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotion  of  fheropy.  un- 
pleasont  symptoms  with  diefhylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  chorocteristic  of  sympothomimetic  ogents.  it  may 
occosionotly  cause  CNS  elfects  such  os  Insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  Include  ones  such  os  tachycordio,  precordlol  pain. 


orrhythmia,  polpitolion,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a heolthy  young  male  offer  ingestion  of 
diefhylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gos/rointestinof  effects  such  as  diorrheo, 
constipation,  nousea,  vomiting,  and  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  ond  leukopenic.  A voriety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodache.  dyspnea,  menstruol  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysurio,  ond  polyorlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  toblets:  One  75  mg.  toblet 
dolly,  swallowed  whole,  in  midmorning  (10  o.m.),-  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended. 

^ N MERRELL- NATIONAL  LABORATORIES 

f l^Crrcll  ) Division  of  Richardson- Merrell  Inc. 

V y Cincinnati.  Ohio  45215 
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unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cromps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

^ N MERRELL- NATIONAL  LABORATORIES 

( ]^0rr©ll  ) Division  of  Richardson- Merrell  Inc. 

' ' Cincinnati,  Ohio  45215 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 
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Specific  therapy  for  night  leg  cramps 


I For  new  medical  facilities 

I designed  to  work  best  for  you 

j\  single  source  best  meets  your  needs... 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  ''single  responsibility"  source  for: 


• ECONOMIC  FEASIBILITY 

• SITE  ANALYSIS 

• SITE  ACQUISITION 
•PLANNING  AND  FINANCING 

• DESIGN  AND  ENGINEERING 
•CONSTRUCTION  MANAGEMENT 
•EQUIPPING  AND  FURNISHING 
•GUARANTEED  COST 

. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care 
Industries,  Inc.  sU 

1130  Hampton  Avenue,  St.  Louis,  Missouri  63139 

(314)  647-3800 


•MASTER  AND  LONG  RANGE 
PLANNING 

• HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

• GROUP  PRACTICE  STUDIES 

• OPERATIONS  ANALYSIS 

• FEASIBILITY  STUDIES 
•SYSTEMS  ANALYSIS 
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^ Mr.  G.  L.  Brown, 
Vice  President 
BBC  Health  Care 
Industries,  Inc. 
1130  Hampton  Avenue 
St.  Louis,  Mo.  63139 

Please  have  a representative  call  □ 


Please  send  additional  information  □ 


A Health  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced 
firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions. 


Address 


Name. 


, State . 


Zip 


Telephone  (Include  Area  Code) 


An  epidemic 

that's  striking  home. . . ■ 

gonorrhea 

There  were  almost  22,000 
reported  cases  of  gonorrhea 
in  the  Sunshine  State  last  year. . . 
a tenth  of  them 
in  Jacksonville  alone 


In  Florida . . . and  everywhere  else . . . 
a new  alternative 


flrabicin 


SP[CIINOMYCIN 


OIHyDROCHLORIDE,PENTAHyDRAl 

single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-<icute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:* 96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurrecTin  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  orNeisseria  gonorrhoeae  in  vitro 

(M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  obsen/ed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 
For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Data  compiled  from  reports  of  14  investigators. 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin,  intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  ot  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates; 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  ai 
alleged  history  of  penicillin  hypersensitivity  wher 
treated  with  Trobicin,  although  penicillin  antibod^l 
studies  were  not  performed.  J 

Chemically  distinct  I 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea.  I 

The  assurance  of  a single-dose,  ] 

physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper! 
outer  quadrant  of  the  gluteal  muscle.  | 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal! 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female;  Single4  gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(bata  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure;  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia.  m 

During  multiple-dose  subchronic  tolerance  studies  in  normal  V 
human  volunteers,  the  following  were  noted:  a decrease  in  ■< 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation  V 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul-  ■' 
tiple-dose  stiidies  in  normal  volunteers,  a reduction  in  urine  V 
output  was  noted.  Extensive  renal  function  studies  demon-  B 
strated  no  consistent  changes  indicative  of  renal  toxicity.  m 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

"Medical  Research  Files,  The  Upjahn  Company  H 
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a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N,  gonorrhoeae 
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SIERILESPECTINOMYCINDIHYDROCHLORID 
PENTAHYDRATE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 
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^ Sterile  Trobicin'^ 

(spectinomycin  dihydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

® 2 gm  vials  containing  5 ml  when  reconsti- 
> tuted  with  diluent.  4 gm  vials  containing 
j 10  ml  when  reconstituted  with  diluent. 


An  amincxyclitol  antibiotic  active  in  vitro 
'■  against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
]i  tive  in  vitro  studies  have  shown  no  cross 
I resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 


-j  Indications:  Acute  gonorrheal  urethri- 
tis and  prcxrtitis  in  the  male  and  acute 
j gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
I of  N.  gonorrhoeae. 

i Contraindications:  Contraindicated  in 
I patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
‘ ment  of  syphilis. 

), ! Warnings:  Antibiotics  used  to  treat  gon- 
I orrhea  may  mask  or  delay  the  symp- 
,1  toms  of  incubating  syphilis.  Patients 
^ should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 
3 months  should  be  instituted  if  the  diag- 
, nosis  of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  obseo/ed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Mo/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female  — single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  1 00 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b-i.s(lwb) 


Up|ohn 


The  Upjohn  Compony,  Kolomozoo.  Michigan  49001 


This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by 
Joe  Namaih 
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NORGESIC 

(orphenadrine  citrate,  25  mg  : aspirin,  225  mg,; 
phenacetin,  160  mg.;  caffeine,  30  mg.) 

theversatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief— 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine, Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine. 

Since  mental  contusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
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Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
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tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established;  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
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blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazol» 
MSD)  often  for  pinworm  disease.  Not  ju' 
because  that’s  a very  common  helmii 
thic  infestation,  but  because  MINTEZOi  n 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusuall  -} 
wide  range  of  action-against  threac 
worm,  hookworm,  whipworm,  and  larg 
roundworm  disease.  This  broad  spectrur  r-j 
of  activity  makes  it  particularly  effec 
tive  in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  heai  ^ 
complaints  about  stained  teeth,  cloth  s: 
ing,  or  bed  linen.  The  most  frequentl; 
occurring  side  effects  have  been  anoi 
rexia,  nausea,  vomiting,  and  dizziness. 


I Contraindications;  History  of  hypersensitivity 
J[  to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
j automobiles  and  other  activities  made  hazard- 
,iii  ous  by  diminished  alertness  should  be  avoided, 
't  If  hypersensitivity  reactions  occur,  drug  should 
’•f  be  discontinued  immediately  and  not  resumed; 
S erythema  multiforme,  including  Stevens- 
4 Johnson  syndrome  (with  a fatal  case),  has  been 
jl  associated  with  thiabendazole  therapy  in  chil- 
li dren.  Safe  use  in  pregnancy  or  lactation  has 
I not  been  established. 

it  Precautions:  Since  thiabendazole  is  metabo- 
lized  in  the  liver  and  excreted  by  the  kidneys, 
I hepatic  and  renal  function  should  be  carefully 
■ monitored  in  patients  with  dysfunction  of 
• these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress. 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SCOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme.  Division  of  Merck  & Co.,  Inc., 
West  Point.  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


( 

I 

i 

1 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK,Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 


VOLUME 


JOURNAL  ^ £0\  IClCl 

“^lecUcMl 


THE 


e4i>i>Matiou 

NOVEMBER,  1971  • VOLUME  58  • NUMBER  11 


The  Journal  is  very  proud  of  this  special  issue  on  pediatric  oncology  and  is  grateful  to  Drs.  Talbert,  Bloom  and 
Wilkinson  for  their  inspiration  and  guidance.  Many  thanks  to  all  the  authors  for  the  time  they  have  given  produc- 
ing the  fine  papers  herein. — Ed. 


Diagnosis  and 


Treatment  of  Childhood  Cancer 


A Statewide  Attack 


James  L.  Talbert,  M.D. 


Twenty  years  ago  infections  far  exceeded  can- 
cer cis  a major  health  hazard.  Control  and  pre- 
vention of  diseases  such  as  poliomyelitis,  diphthe- 
ria, pertussis,  tetanus  and  measles  now  bring 
cancer  to  the  forefront  as  a significant  medical 
childhood  problem.  In  fact,  today,  cancer  is  sur- 
passed only  by  accidents  as  the  leading  cause  of 
death  in  children  between  the  ages  of  one  and  14 
years  in  the  United  States. 

While  the  incidence  of  childhood  cancer  has 
increased  somewhat,  fortunately  it  has  been 
matched  by  major  breakthroughs  in  diagnosis  and 
treatment.  It  is  now  possible  to  cure  malignancies 
in  children;  malignancies  which  until  recently 
were  considered  hopeless. 

The  rapid  changes  that  are  occurring  in  the 
field  of  childhood  cancer  treatment,  however,  pose 
a unique  challenge  for  the  practicing  physician. 
First,  he  has  little  opportunity  to  maintain  his 
competence  in  pediatric  cancer  care  because  the 


Dr.  Talbert  is  Professor  of  Surgery  and  Chief  of  Pediatric 
Surgery,  University  of  Florida  College  of  Medicine,  Gainesville, 
and  Coordinator  of  Florida  Regional  Medical  Program’s  Chil- 
dren’s Cancer  Project. 


overall  incidence  of  neoplasms  in  this  age  group 
is  small.  Second,  the  management  of  cancer  in 
children  is  fundamentally  different  from  that  en- 
countered in  later  life.  In  adults,  for  example, 
cancer  of  the  lung,  stomach,  breast,  reproductive 
organs  and  blood,  predominate.  Below  the  age  of 
15,  however,  the  blood  and  blood  forming  organs, 
bone,  kidney,  central  nervous  system,  adrenal 
medulla  and  eye  are  the  usual  sites  of  involvement. 
Even  cancer  of  the  same  organ  system  may  differ 
in  the  two  age  categories.  Acute  leukemia,  for 
instance,  is  primarily  of  the  lymphoblastic  variety 
in  children,  and  responds  favorably  to  treatment 
in  more  than  90%  of  patients;  in  older  individ- 
uals acute  leukemia  is  usually  myelogenous  in 
origin  and  is  more  refractory  to  therapy.  Because 
of  these  basic  age  dependent  differences  in  the 
biology  of  malignant  disease,  specialized  knowl- 
edge is  required  if  children  with  cancer  are  to  be 
afforded  optimum  medical  management. 

Children’s  Cancer  Program 

As  recently  as  two  years  ago,  few  tumor  cen- 
ters in  the  southeastern  United  States  were  staffed 
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with  the  diversified  specialists  required  for  com- 
prehensive care  of  children  with  cancer.  Since 
childhood  mtdignancies  ma}'  involve  many  differ- 
ent organ  systems,  the  talents  of  specialists  in 
pediatric  surgery,  radiotherapy,  diagnostic  radi- 
ology, hematology  and  oncology,  pathology^  psy- 
chiatry, endocrinology,  immunology^  and  the 
surgical  subspecialties  must  be  available  to  cope 
with  the  complex  and  diversified  problems  which 
may  be  presented.  Only  two  referral  centers  in 
Florida,  350  miles  apart  at  Gainesville  and  Miami, 
provided  this  spectrum  of  care.  Consequently, 
many  of  the  pediatric  cancer  patient  visits  to  these 
clinics  each  year  necessitated  travels  over  long 
distances.  For  the  children  who  were  ill  for  long 
periods,  travel  four  to  six  hours  or  more  on  re- 
peated occasions  required  unnecessary  discomfort 
and  hazard. 

Because  of  these  problems  of  transportation 
and  communication,  and  because  of  the  need  to 
relate  the  care  of  childhood  cancer  more  closely  to 
the  practicing  physician,  the  divisions  of  pediatric 
surgery,  hematology  and  oncology  of  the  Univer- 
sity of  Florida  College  of  Medicine  initiated  orga- 
nization of  a statewide  children’s  cancer  program. 
This  proposal  received  enthusiastic  support  from 
the  University  of  IMiami  School  of  Medicine  and 
the  University  of  South  Florida  College  of  Medi- 
cine and  from  practicing  physicians  throughout 
the  state.  With  the  interest  and  participation  of 
these  groups,  the  concept  of  a statewide  program 
rapidly  evolved. 

The  goals  formulated  by»^  this  group  included: 

1.  Development  of  a comprehensive  statewide 
Children’s  Cancer  Program  utilizing  a coordinated 
network  of  specialized  community  units  in  all 
major  population  centers  of  Florida  to  work  in 
close  liaison  with  the  University  of  Florida  College 
of  Medicine,  University  of  iSIiami  School  of  Medi- 
cine, State  Tumor  Registry,  and  University  of 
South  Florida  College  of  Medicine  in  Tampa. 

2.  Provision  of  an  efficient  mechanism  for 
identification  and  follow-up  of  children  with 
cancer. 

3.  Dissemination  of  information  on  recent 
developments  in  cancer  surgery-,  radiotherapy,  and 
chemotherapy  through  a planned  program  in  con- 
tinuing education  for  community  phy^sicians. 

4.  Organization  of  a library  of  pertinent  path- 
ological material,  x-rays  and  clinical  data  on  all 
patients.  This  compendium  of  information  pro- 
vides a perpetual  source  of  teaching  material  and 
facilitates  long-term  assessment  of  treatment 
regimens. 


5.  Establishment  of  an  advanced  training 
program  in  oncology  for  the  development  of  clini- 
cal specialists  in  the  areas  of  cancer  surgery- , radio- 
therapy',  chemotherapy^  and  allied  fields. 

6.  Assurance  of  adequate  attention  to  the  so- 
cial and  economic  needs  of  the  affected  children 
and  parents  and  their  families  through  the  devel- 
opment of  statewide  nursing  and  social  service 
programs  devoted  exclusively  to  this  problem. 

7.  .\ssurance  that  the  most  recent  advances  in 
basic  research  related  to  cancer  can  be  readily 
available  for  the  management  of  the  pediatric 
tumor  patient. 

This  plan  of  attack  on  the  problem  of  child- 
hood tumors  was  presented  to  the  cancer  task 
force  of  the  Florida  Regional  Medical  Program. 
Approval  and  funding  was  subsequently  provided 
by  that  organization. 

With  the  cooperation  and  counsel  of  Dr.  Gran- 
ville Larimore,  State  Director  of  the  Florida  Re- 
gional Medical  Program,  and  Dr.  Gordon  Enger- 
bretson.  Associate  State  Director,  the  project  was 
initiated  in  the  summer  of  1970.  By  March  1, 
1971  cooperative  childhood  cancer  units  were 
established  at  Variety  Children’s  Hospital  in  Mi- 
ami, University  of  Miami  School  of  Medicine, 
Tampa  General  Hospital  (in  liaison  with  the  Uni- 
versity of  South  Florida  College  of  Medicine), 
University  of  Florida  College  of  Medicine  in 
Gainesville,  and  Hope  Haven  Children’s  Hospital 
in  Jacksonville.  Liaison  was  also  established  with 
the  Pediatric  Clinic  of  the  Pensacola  Educational 
Program,  and  planning  was  initiated  for  develop- 
ment of  an  additional  children’s  cancer  unit  in 
that  community.  The  Pensacola  program  is  sched- 
uled to  be  activated  within  the  coming  year. 

Pediatric  Tumor  Clinics 

The  staff  of  each  cooperating  clinic  includes 
participation  by  a pediatric  hematologist /oncol- 
ogist, surgeon,  radiologist,  and  radiotherapist.  In 
addition,  a variety  of  pediatric  and  surgical  spe- 
cialists attend  the  clinic  sessions  and  participate 
in  patient  management. 

The  five  tumor  clinics  have  provided  a central 
consultation  serxice  for  review  of  individual  pa- 
tient treatment  and  for  telephone  consultation  by 
the  community  physicians.  In  addition,  literature 
has  been  forwarded  to  physicians  regarding  indi- 
vidual cases  when  requested.  Tampa  and  Jackson- 
ville clinics  also  have  inaugurated  monthly  semi- 
nars devoted  to  specific  aspects  of  children’s  cancer 
care;  these  have  been  widely  attended  by  com- 
munity physicians. 
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The  University  centers  at  Miami  and  Gaines- 
ville also  have  encouraged  community  physicians 
from  other  localities  to  visit  and  participate  in 
pediatric  tumor  clinic  sessions  in  order  to  expand 
their  knowledge  in  children’s  cancer  management. 
In  reality,  therefore,  these  physicians  are  increas- 
ing their  experience  and  providing  an  extension  of 
the  University  units  into  their  own  localities. 

In  the  first  six  months,*  a total  of  112  new  pa- 
tients and  1,263  return  patient  visits  were 
monitored  throughout  the  statewide  network  of 
children’s  cancer  clinics.  Continuing  closed  sheets 
on  patient  progress  are  not  only  maintained  by  the 
individual  units  in  the  program,  but  through  a co- 
operative liaison  which  has  been  established  with 
the  State  Division  of  Health,  abstracts  on  all 
patients  are  forwarded  to  the  State  Central  Tumor 
Registry.  Through  this  system  of  mutual  cooper- 
ation, it  is  anticipated  that  an  accurate  evaluation 
of  the  incidence  of  childhood  cancer  and  results 
of  treatment  can  be  provided  on  a statewide  basis. 

Childhood  Cancer  Seminar 

In  addition  to  a variety  of  educational  activ- 
ities which  have  been  inaugurated  by  the  program, 
both  at  the  local  community  level  and  throughout 
the  state,  an  annual  statewide  seminar  on  the 
problems  of  childhood  cancer  is  planned.  The  first 
such  symposium  on  Pediatric  Clinical  Oncology 
will  be  held  at  the  Miami  Sheraton  Four  Ambassa- 
dors Hotel  on  December  10  and  11,  1971  under 
sponsorship  of  the  Florida  Regional  Medical  Pro- 
gram’s Children’s  Cancer  Project,  University  of 
Miami  School  of  Medicine,  Division  of  Radiation 
Therapy  of  Cedars  of  Lebanon  Hospital,  Depart- 
ment of  Therapeutic  Radiology  in  Miami,  and  the 

• March  1 to  August  1,  1971 


American  Cancer  Society.  Information  regarding 
this  symposium  may  be  obtained  by  writing  the 
central  office  of  the  FRMP  Children’s  Cancer 
Program  in  Gainesville. 

Information  regarding  the  Florida  Regional 
Medical  Program’s  Children’s  Cancer  Project  may 
be  obtained  by  writing  or  contacting  the  following 
units: 

Dr.  James  L.  Talbert,  coordinator;  or  Mr.  J.  Edward 
Brymer,  administrator.  Phone:  (904)  392-3711,  Division 
of  Pediatric  Surgery,  University  of  Florida,  Box  736  MSB, 
Gainesville,  Florida  32601. 

Dr.  Kjell  Koch.  Phone;  (30S)  371-9611,  Division  of  Pedi- 
atrics, University  of  Miami,  Jackson  Memorial  Hospital, 
Miami,  Florida  33124. 

Dr.  Albert  H.  Wilkinson  Jr.  Phone;  (904)  396-2048,  Hope 
Haven  Children’s  Hospital,  5700  Atlantic  Blvd.,  Jackson- 
ville, Florida  32207. 

Dr.  M.  G.  Rajurkar.  Phone:  (305)  666-6511,  Department 
of  Pediatrics,  Variety  Children’s  Hospital,  6125  S.  W.  31st 
St.,  Miami,  Florida  33155. 

Dr.  Sorrell  L.  Wolfson.  Phone;  (813)  253-0827,  1 Davis 
Blvd.,  Davis  Islands,  Tampa,  Florida  33606. 

In  summary,  cancer  in  children  has  assumed 
increased  significance  in  recent  years  and  repre- 
sents a major  health  hazard  for  this  age  group. 
Concomitantly,  tremendous  strides  in  diagnosis 
and  treatment  have  been  achieved,  and  a goal  of 
the  FRMP  Children’s  Cancer  Project  is  to  provide 
each  child  affected  by  cancer  in  the  state  of  Flor- 
ida the  latest  expertise  in  the  field.  No  longer  is 
childhood  cancer  a hopeless  condition,  but  one 
which,  more  often  than  not,  poses  an  excellent 
prospect  of  cure.  Recent  advances  as  they  pertain 
to  each  major  area  of  childhood  cancer  involve- 
ment are  outlined  in  subsequent  articles  in  this 
issue. 

^ Dr.  Talbert,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 


Health,  Education  and  Welfare  Secretary,  Elliot  L.  Richardson  approved  a proposed  regulation 
to  authorize  insurance  carriers  to  issue  contracts  for  prepaid  group  medical  service  to  persons  in  any 
state  regardless  of  any  restrictive  state  law. 
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Chemotherapy  in  Childhood  Malignancies 


Kjell  Koch,  M.D.,  Gerald  E.  Bloom,  >VI.D.  and  Sorrell  L.  Wolfson,  M.D. 


During  the  past  decade  the  outlook  for  chil- 
dren with  most  malignant  diseases  has  vastly  im- 
proved. To  a large  extent  this  has  been  accom- 
plished through  a coordinated  effort  by  various 
disciplines  whose  individual  talents  have  been 
amalgamated  into  a comprehensive  team  approach. 
The  newest  member  of  this  team  is  the  cancer 
chemotherapist  whose  successes  in  the  treatment 
of  many  childhood  malignancies  have  been  un- 
rivaled by  those  of  his  colleagues.  In  acute  lymph- 
oblastic leukemia,  for  example,  the  most  common 
childhood  cancer,  great  strides  have  been  taken 
toward  the  ultimate  cure.  From  a few  years  ago, 
the  outlook  has  now  improved  to  the  extent  that 
five-year  survivals  and  perhaps  cures  appear  with- 
in reach.  In  Wilms’  tumor,  lesions  which  are  lo- 
calized to  the  kidney  are  curable  in  nearly  every 
instance  because  of  highly  effective  chemothera- 
peutic agents.  Even  widely  disseminated  Wilms’ 
tumors  can  be  offered  significant  palliation  and 
ver>'  likely  the  possibility  of  cure  in  some  in- 
stances. Although  Burkitt’s  lymphoma  is  rarely 
encountered  in  the  United  States,  extensive  experi- 
ence with  the  use  of  chemotherapy  in  Africa  with 
this  lesion  has  led  to  a remarkable  degree  of  suc- 
cess so  that  40%  of  patients  achieve  permanent 
cure.  Similar  accomplishments  have  been  experi- 
enced with  other  childhood  tumors  as  w'ell.  Rhab- 
domyosarcoma, retinoblastoma,  lymphoma  and 
Ewing’s  sarcoma  are  all  susceptible  to  a variety 
of  chemotherapeutic  agents  and  it  is  likely  that  as 
more  experience  is  gained,  these  too,  will  be 
treated  with  a degree  of  success  previously  unob- 
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tainable.  Despite  these  advances  the  use  of  chemo- 
therapy in  the  treatment  of  other  childhood 
malignancies,  notably,  neuroblastoma,  brain  tumor 
and  osteogenic  sarcoma,  has  had  limited  effect  and 
clearly  new  agents  and  approaches  must  be  devel- 
oped if  success  in  managing  these  lesions  is  to 
be  achieved. 

Unlike  the  treatment  of  infectious  diseases 
where  successful  chemotherapy  was  realized  in  a 
relatively  short  period  of  time,  the  drug  conquest 
of  malignancies  has  progressed  at  a much  slower 
pace.  An  important  reason  for  this  difference  is 
the  poor  understanding  which  exists  concerning 
the  biochemical  phenomenon  surrounding  malig- 
nant transformation.  Studies  of  numerous  bio- 
chemical pathways  in  tumor  cells  have  failed  to 
reveal  significant  deviations  from  normal  which 
are  susceptible  to  attack  by  chemical  agents.  In 
nearly  all  instances,  normal  cells  as  well  as  ab- 
normal share  the  chemical  pathways  which  are 
attacked  by  various  antineoplastic  drugs.  Conse- 
quently the  limited  selective  advantage  in  destroy- 
ing larger  numbers  of  abnormal  than  normal  cells 
has  resulted  in  a generally  low  therapeutic  index 
and  acceptance  of  considerable  toxicity  with  many 
of  the  agents  currently  in  use.  This  demands  that 
the  chemotherapist  be  intimately  familiar  with  the 
toxic  ramifications  of  drugs  as  well  as  the  com- 
binations of  agents  which  are  therapeutically 
synergistic  but  have  different  ranges  of  toxicity. 

With  few  exceptions,  the  therapist  has  come  to 
rely  upon  drugs  which  attack  cells  at  the  levels 
of  protein  biosynthesis  and  cell  replication.  This 
has  been  necessitated  because  malignant  cells  have 
lost  their  capability  for  differentiation  and  direct 
most  of  their  energies  toward  biochemical  activ- 
ities which  are  universal  to  all  cells.  These  funda- 
mental processes  hav'e  been  elucidated  in  the  past 
20  years  and  have  become  known  as  the  “central 
dogma  of  molecular  biology.”  Briefly  this  states 
that  nucleic  acids  are  polymerized  along  with 
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sugars  and  phosphates  to  form  long  double 
stranded  helical  molecules  of  deoxyribonucleic 
acid  (DNA).  DNA,  which  is  the  major  compo- 
nent of  cell  nuclei,  serves  as  a template  for  the 
production  of  transfer,  ribosomal,  and  messenger 
ribonucleic  acid  (RNA).  The  genetic  information 
contained  within  DNA  molecules  is  transcribed 
to  messenger  RNA  which  in  turn  attaches  to  poly- 
ribosomes in  the  cytoplasm  where  the  amino  acid 
sequences  of  individual  proteins  (enzymes)  are 
synthesized.  These  enzymes  serve  as  catalytic 
agents  for  the  various  metabolic,  structural  and 
proliferative  activities  of  the  cell. 

The  antineoplastic  agents  effective  in  the 
treatment  of  various  childhood  tumors  are  charac- 
terized in  Table  1.  The  majority  of  drugs  act  to 
either  modify  DNA  function  or  to  interfere  with 
the  biosynthesis  of  nucleic  acids,  the  building 
blocks  of  DN.A.  A few  have  different  modes  of 
action,  such  as  the  vinca  alkaloids,  which  function 
by  disorganizing  the  mitotic  spindle  during  the 
metaphase  stage  of  cellular  division.  0,p’-DDD 
acts  at  a more  differentiated  cellular  level  by  in- 
hibiting the  production  of  glucocorticoids  and  17- 
ketosteroids.  L-asparaginase  is  unique  in  attack- 
ing a biochemical  requirement  which  is  peculiar 
to  certain  neoplastic  cells.  These  cells,  unlike  their 
normal  counterparts,  are  unable  to  synthesize  de 
novo  L-asparagine  which  is  an  essential  cellular 
requirement. 

The  toxicities  from  many  drugs  are  related  to 
their  inhibitory  effects  on  cell  replication.  For  this 
reason,  myelosuppression  is  a feature  common  to 
most  agents  and  is  the  single  most  important  side 
effect  determining  drug  usage.  Other  commonly 
encountered,  often  limiting  toxicities,  are  sum- 
marized in  Table  1.  In  addition,  multiple  other 
side  effects  may  be  experienced  and  require  a 
thorough  familiarity  if  distinction  from  symptoms 
of  the  primary  disease  is  to  be  confidently  made. 

In  the  following  sections,  the  chemotherapeutic 
management  of  several  childhood  malignancies  will 
be  reviewed.  In  general,  the  manner  in  w'hich 
drugs  have  been  employed  has  changed  as  greater 
sophistication  in  their  use  has  been  achieved.  In 
previous  years,  therapy  consisted  largely  of  single 
drugs  which  were  administered  on  a continuous 
basis.  Gradually  it  was  learned  that  combinations 
of  agents,  up  to  four  and  five  in  number,  and  pulse 
types  of  intermittent  therapy  were  more  successful 
in  many  malignancies  than  earlier  dosage  regi- 
mens. These  therapeutic  principles  will  become 
evident  as  individual  tumors  are  discussed. 


LEUKEMIA 

The  definite  progress  in  management  of  child- 
hood leukemia  during  the  last  decade  is  clearly 
evidenced  by  the  increase  in  rate  and  duration  of 
remissions,!^  improvement  in  mean  survival  time! 
and  greater  number  of  long  survivors. 2 Conven- 
tional therapy  has  been  replaced  by  aggressive 
treatment  in  an  effort  to  attempt  a maximum 
leukemic  cell  kill,  an  approach  derived  from  the 
studies  of  Skipper,  Schabel  and  Wilcox^.!  and 
other  investigators. 5’®  The  possibility  that  acute 
leukemia  has  become  a potentially  curable  disease 
is  a recently  proposed  concept®®-  which  cannot  be 
discarded  as  invalid  and  therapy  today  should 
aim  at  that  objective.  Nevertheless  we  still  must 
be  aware  that  the  majority  of  children  with 
leukemia  will  eventually  succumb  to  the  disease. 

.\lthough  chemotherapy  forms  the  basis  for 
the  treatment  of  leukemia,  there  are  other  recog- 
nized factors  which  are  also  responsible  for  the 
overall  progress  in  the  management  of  this  dis- 
order. Of  vital  importance  is  control  of  serious 
complications  such  as  hemorrhage  and  infection. 
To  this  effect  the  availability  of  platelet  replace- 
ment and  effective  anti-infectious  agents  have 
certainly  improved  the  care  of  the  leukemic  pa- 
tient. The  addition  of  granulocyte  transfusions, 
available  in  some  centers,  has  reduced  the  mor- 
tality to  infections  in  the  presence  of  severe  gran- 
ulocytopenia. Some  institutions  have  incorporated 
protective  environmental  measures  such  as  the 
laminar  air  flow  rooms  in  order  to  decrease  the 
risk  of  infections  during  periods  of  high  risk.’’'®- 
.\reas  of  the  body  which  are  not  susceptible  to 
systemic  chemotherapy,  such  as  the  central  ner- 
vous system,  and  which  may  be  potential  foci 
of  leukemia  are  now  incorporated  in  this  scope  of 
therapy  by  the  use  of  prophylactic  irradiation  or 
intrathecal  administration  of  methotrexate.  Ex- 
perience in  this  respect  has  been  encouraging  in 
improving  the  duration  of  remissions.^^ 

Although  still  in  the  experimental  stage  im- 
munotherapy is  developing  as  an  encouraging  new 
modality  complementing  chemotherapy.  Most  of 
the  clinical  experience  is  based  on  the  work  of 
Mathe  from  France®  who  injected  BCG  vaccine 
or  pooled  irradiated  allogenic  leukemic  cells  into 
patients  in  state  of  remission  induced  by  chemo- 
therapy. In  his  report  40  fo  (8  out  of  20)  of  pa- 
tients treated  were  alive  with  no  evidence  of  dis- 
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ease  from  one  to  four  years  since  the  initial 
remission. 

The  prognosis  of  acute  leukemia  is  not  solely 
dependent  on  optimum  management. There  is 
evidence  that  other  factors  such  as  the  level  of  the 
initial  total  white  cell  count  and  the  morphologic 
cell  type  influence  the  outcome  of  the  dis- 
ease, Patients  with  white  cell  counts  over 
20,000  per  cubic  mm.  have  a shorter  survival  time 
as  compared  with  patients  exhibiting  initial  counts 
below  that  figure.  In  relation  with  the  morphologic 
cell  type,  the  acute  lymphocytic  variety  has  the 
best  prognosis.  This  form  of  leukemia  is  the  most 
frequent  in  incidence  together  with  the  undiffer- 
entiated type  representing  approximately  85%  of 
all  types  of  childhood  leukemia.  Of  the  rest,  about 
10%  are  granulocytic  including  the  myelomono- 
cytic  varieties  and  not  over  1%  are  acute  mono- 
cytic, this  latter  form  having  the  worse  prognosis. 
Chronic  forms  of  leukemia  are  very  rare  in  chil- 
dren not  representing  more  than  5%  and  being 
almost  always  of  the  myelogenous  type. 

Once  the  diagnosis  of  acute  leukemia  has  been 
established  by  bone  marrow  examination,  a plan 
of  chemotherapy  is  designed  in  order  to  attempt 
a maximum  leukemic  cell  kill,  which  in  turn  will 
provide  the  conditions  for  an  optimum  remission. 
Most  therapists  define  complete  remission  as  a 
marrow  exhibiting  normal  cellularity  and  contain- 
ing not  more  than  5%  of  leukemic  cells,  not  more 
than  40%  of  lymphocytes  plus  leukemic  cells,  and 
evidence  of  adequate  hematopoiesis.  A partial  re- 
mission marrow  contains  over  5%  and  not  over 
25%  of  leukemic  cells,  or  over  40%  of  lympho- 
cytes plus  leukemic  cells.  A relapsed  marrow  is 
one  with  more  than  25%  leukemic  cells.  During  a 
complete  remission  the  patient  is  free  of  symptoms 
and  signs  related  to  the  disease. 

Since  the  use  of  folic  acid  antagonists  by 
Farberii  in  1947  many  other  chemotherapeutic 
agents  have  appeared  which  are  capable  of  induc- 
ing remissions  in  childhood  leukemia.  The  most 
important  are  methotrexate,  prednisone,  6-mer- 
captopurine,  thioguanine,  cyclophosphamide,  vin- 
cristine, cytosine  arabinoside,  daunomycin  and 
L-asparaginase  (Table  1).  Each  drug  has  a differ- 
ent mode  of  action  and  different  dosage,  indica- 
tions and  toxicity.  Methotrexate  is  the  most  im- 
portant among  the  folic  acid  antagonists.  It  inter- 
feres with  conversion  of  folic  acid  to  folinic  acid, 
this  last  being  necessary  for  transfer  of  one-carbon 
fragments  in  many  reactions,  and  ultimately 
blocks  purine  ring  biosynthesis.  Vincristine,  a 


plant  alkaloid,  acts  by  arresting  mitosis.  6-mer- 
captopurine  and  thioguanine  are  purine  antagonists 
preventing  purine  ring  biosynthesis  and  intercon- 
version of  the  purine  bases.  Cytosine  arabinoside 
is  a pyrimidine  antagonist  which  interferes  with 
the  formation  of  deoxytidylic  acid  through  block- 
ing the  enzyme  DNA  polymerase.  Cyclophospha- 
mide is  an  alkylating  agent  which  acts  by  binding 
to  DNA  and  interrupting  DNA  and  RNA  syn- 
thesis. Daunomycin  is  a streptomyces-derived 
antibiotic  capable  of  inhibiting  DNA.  L-aspara- 
ginase is  an  enzyme  that  through  hydrolysis  con- 
verts the  amino  acid  asparagine  into  aspartic  acid; 
as  a consequence  cells  that  cannot  synthesize  their 
own  asparagine,  as  normal  cells  do,  will  eventually 
starve  and  die. 

It  is  well  recognized  that  a combination  of 
drugs  permits  a higher  rate  of  remission  than 
the  use  of  a single  drug  (Table  2). 

It  has  been  estimated  that  prior  to  therapy 
the  leukemic  cell  population  is  approximately  one 
trillion  or  10^-  (12  logs).  Optimum  chemotherapy 
in  acme  lymphocytic  leukemia  kills  an  average 
of  10  logs,  and  in  about  25%  of  cases  may  kill 
as  much  as  12  logs  leaving  a few  thousands  leu- 
kemic cells  alive.  The  average  doubling  time  for 
acute  lymphocytic  leukem'c  cells  is  estimated  to 
be  four  days^i  indicating  that  the  regrowth  of 
one  cell  to  10^^  should  require  about  40  doublings 
which  should  occur,  according  to  arithmetical 
calculation,  in  approximately  six  months.  Certainly 
more  knowledge  is  needed  concerning  the  kinetics 
of  neoplastic  cells  in  order  to  devise  more  effective 
chemotherapy. 


Table  2. — Remission  Induction  Rate  With  a 
Single  Agent  and  Combined  Therapy  for 
Patients  With  Acute  Leukemia. 


.Agent  Rate  of  Remission  (%) 

Cytosine  arabinosideis  16-24 

Methotre.xate3  6.3  7 22 

CycIophosphamide38.39  20-30 

6-mercaptopurine40.4i  35 

Daunomycin45  60 

Prednisone3  4.3.s  50-60 

Vincristine42.43  50-60 

L-asparaginase4  4 62 

Cyclophosphamide  -p  prednisone  + T 76 

Methotrexate  -|-  prednisoneLS  80 

Mercaptopurine  -f  prednisone 4 h 90 

Vincristine  -p  prednisone*49..50  go 


*The  addition  of  daunorubicin®!'^^  or  L-asparaginase  to  this 
combination  has  increased  the  remission  rate  to  almost  100%. 
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Management  of  Acute  Lymphocytic  Leukemia 

At  present  it  seems  that  the  combination  of 
vincristine  (in  a dose  of  2 mg.  per  meter  square, 
weekly,  intravenously)  and  predisone  (in  a dose 
of  40  mg.  per  meter  square,  p.o.,  daily)  is  the 
preferred  mode  of  initiating  therapy  in  cases  of 
acute  lymphocytic  leukemia.  The  rate  of  remission 
is  appro.ximatety  90%  and  this  is  usually  accom- 
plished in  a period  of  four  to  six  weeks. 

Lately  there  has  been  some  suggestion  that 
dexamethasone  may  be  preferable  to  prednisone 
as  it  relates  to  infection  such  as  sepsis  and  gram 
negative  shock,i2  although  the  antileukemic  effect 
may  be  the  same.  The  rate  of  remission  may 
increase  to  near  100%  if  daunorubicini^  or 
L-asparaginase  are  added  to  the  vincristine-steroid 
combination.  Because  of  the  serious  toxicity  re- 
lated to  daunorubicin  and  L-asparaginase  these 
drugs  should  be  used  with  caution.  Induction  of 
remission  may  also  be  initiated  with  6-mercapto- 
purine  in  combination  with  prednisone,  this  com- 
bination having  a remission  rate  also  close  to  90%. 
It  should  be  pointed  out  that  the  myelosuppressive 
effect  of  6-mercaptopurine  is  greater  than  vincris- 
tine and,  therefore,  is  more  prone  to  enhance 
infection. 

Supportive  therapy  is  an  important  aspect  of 
management  during  the  induction  phase  of  re- 
mission. The  patient  is  in  potential  danger  of 
infection  and  hemorrhage,  complications  related 
basically  to  depression  of  granuloc3des  and  plate- 
lets as  a result  of  marrow  leukemic  replacement 
and  later  by  the  effects  of  chemotherapy.  It  is 
important  that  w'hile  the  patient  is  in  relapse, 
therapy  should  continue  at  the  same  dosage  despite 
the  presence  of  significant  leucopenia,  unless  the 
hypocellularity’  of  the  marrow  and  pancytopenia 
are  too  severe.  Another  complication  w’hich  may 
occur  during  the  initial  phase  of  therapy  is 
hyperuricemia.  This  originates  in  the  rapid  break- 
down of  leukemic  cells  resulting  in  an  increase  in 
concentration  of  uric  acid  in  the  serum  and  in 
the  urine.  The  increased  urinary  excretion  of 
urates  may  lead  to  crystallization  of  uric  acid  in 
the  renal  tubules  with  consequent  obstruction  and 
renal  failure.  Measures  to  avoid  this  complication 
include  adequate  fluid  intake  and  the  use  of 
allopurinol,  a xanthine  oxidase  inhibitor  that 
blocks  the  production  of  uric  acid  from  xanthine 
and  hj'poxanthine.  Because  allopurinol  also  in- 
hibits the  degradation  of  mercaptopurine  to 
thiouric  acid,  it  is  recommended  to  reduce  the 


dose  of  6-mercaptopurine  by  75%  if  this  agent  is 
used  concomitantly  with  allopurinol. 

Once  a complete  remission  is  obtained  the 
inducer  drugs  such  as  vincristine  and  prednisone 
may  be  discontinued  in  order  to  avoid  the  appear- 
ance of  serious  toxicity  prone  to  occur  with  its 
further  use.  This  measure  also  will  permit  use  of 
these  drugs  again  in  case  of  relapse. 

Experience  has  demonstrated  that  unmain- 
tained remissions  are  shorter  in  duration  as  com- 
pared to  remissions  maintained  on  continuous  drug 
therapy.  At  this  point  it  is  pertinent  to  mention 
that  the  duration  of  an  unmaintained  remission 
is  dependent  on  the  number  of  residual  leukemic 
cells  at  the  end  of  therapy.  Regimens  such  as 
VAMPi*  and  BIKE,i3  in  which  the  induction 
of  remission  was  accomplished  with  intensive 
combined  chemotherapy  designed  for  optimum 
cell  kill . resulted  in  longer  unmaintained  remis- 
sions as  compared  to  remissions  obtained  by 
previous  conventional  methods  of  therapy.  Later 
in  1966  Henderson  devised  the  POMP  regimen,^® 
in  which  intensive  intermittent  therapy  applied 
during  remission  resulted  in  longer  remissions  as 
compared  to  the  \L\MP  and  BIKE  schemes. 
These  and  further  experiences  lead  to  the  concepts 
of  condensation,  intensification,  maintenance  and 
reinducer  therapy  which  are  now  integrating  the 
design  of  modern  therapy.i®^  During  the  inten- 
sification phase  sequential  courses  of  methotrexate, 
mercaptopurine  and  cyclophosphamide  in  high 
doses  may  be  used.  Subsequently  the  same  drugs 
ma>'  be  employed  in  order  to  maintain  the  remis- 
sion, either  singly  or  combined.  In  comparing  the 
duration  of  remissions  maintained  with  single 
agents,  it  has  been  demonstrated  that  the  inter- 
mittent administration  of  methotrexate  in  a dose 
of  30  mg.  per  m~  p.o.  twice  a week  produces  longer 
remissions  than  if  the  same  drug  is  given  on  a 
daily  basis. The  recommended  dose  for  6- 
mercaptopurine  is  90  mg.  per  m^  p.o.  per  day. 
When  this  drug  is  used  in  combination  with  metho- 
trexate, this  latter  agent  may  be  used  in  a dose 
of  15  mg.  per  meter  square  p.o.  once  a week. 
Experience  has  also  shown  that  the  use  of  rein- 
ducer courses  of  vincristine  plus  prednisone  given 
periodically  during  the  maintenance  phase  appears 
to  increase  the  duration  of  remissions. 

If  relapse  occurs,  another  remission  can  be 
attempted  with  agents  such  as  vincristine,  pred- 
nisone, daunomycin  and  L-asparaginase  in  com- 
bined fashion.  Subsequently  other  regimens  may 
be  employed  during  maintenance. 
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As  a consequence  of  this  intensive  therapy 
approach,  the  median  survival  time  of  acute 
lymphocytic  leukemia  of  childhood  has  certainly 
increased  dramatically.  Before  1947  the  median 
survival  time  was  estimated  at  two  months  and 
at  present  it  has  reached  an  approximate  figure 
of  three  years.  It  is  also  quite  encouraging  that 
the  number  of  long  survivors  is  increasing. 
Burchenal-  has  reported  159  cases  of  long  sur- 
vivors both  in  adults  and  children  with  acute 
leukemia.  These  patients  were  treated  in  various 
ways  and  not  necessarily  with  the  most  modern 
drugs  or  regimens.  Of  these  patients  60%  showed 
no  evidence  of  disease  eight  to  20  years  after  the 
diagnosis  of  acute  leukemia  was  made.  Certainly 
this  important  observation  implies  the  possibility 
of  cure,  a concept  which  was  not  accepted  a 
decade  ago. 

Management  of  Acute  Granulocytic  Leukemia 

Progress  in  the  management  of  acute  myelo- 
genous leukemia  has  been  significantly  slower 
compared  to  the  achievements  obtained  in  acute 
lymphatic  leukemia.  Several  drugs  used  either 
singly  or  combined  have  been  found  effective  in 
producing  remissions,  although  the  duration  of 
the  same  have  not  improved  impressively 
Table  3 summarizes  the  effectiveness  of  some 
agents  capable  of  inducing  remissions  in  acute 
myelogenous  leukemia.  At  present  it  seems  that 
the  combination  of  cytosine  arabinoside  and 
thioguanine  represents  the  therapy  of  choice.-® 
Cytosine  arabinoside  or  Ara-C  is  more  effective 
in  a dose  of  50  to  100  mg.  per  m-  per  day  in 
one  hour  infusion.  Gastrointestinal  manifestations 
and  bone  marrow  depression  constitute  the  more 
important  toxic  effects.  The  recommended  dose 
for  thioguanine  is  2.5  mg.  per  kilo-body  weight 
per  day  given  orally.  The  dose  of  the  drug  is  not 
affected  by  the  use  of  allopurinol,  as  occurs 
with  mercaptopurine. 

Table  3. — Remission  Induction  Rate  With  a 
Single  Agent  and  Combined  Therapy  for 
Patients  With  Acute  Myelogenous  Leukemia 

•\gent  RE^^ISSION  Rate  (%) 

L-aspara"inase'-2  lO-IS 

.\ra-CiH.i»-25  2S-33 

V.AMP*  40 

Daunorubiciri23 ,24  43 

-\ra-C  -|-  Thioguanine'4<)-2.'5  SO 

* V = vincristine,  A = amethopterin,  M = mercaptopurine,  P = 
prednisone 


Maintenance  of  remission  in  acute  myelo- 
genous leukemia  may  be  attempted  with  Ara-C 
in  a dose  of  30  mg.  per  m-  subcutaneously  on  a 
weekly  basis,  plus  thioguanine  in  the  same  dose 
as  used  during  induction  of  remission.  Modifica- 
tion of  dosage  will  be  dependent  on  the  peripheral 
blood  level  of  leukocytes  and  platelets. 

Management  of  Central  Nervous 
System  Leukemia 

The  incidence  of  meningeal  leukemia  report- 
edly varies  between  16%  to  42%-6-~*^  in  patients 
with  acute  leukemia  and  appears  to  increase  as 
the  total  survival  time  improves.  Development  of 
this  complication  has  been  explained  on  the  basis 
that  the  effect  of  adequate  systemic  chemotherapy 
for  leukemia  is  essentially  excluded  from  cere- 
brospinal fluid  by  the  “blood  brain”  barrier. 
Nevertheless  some  drugs  such  as  the  adrenocorti- 
costeroids,  when  administered  systematically,  are 
able  to  cross  the  barrier  and  penetrate  in  the 
cerebrospinal  fluid  and  thus  affect  leukemia  infil- 
tration in  the  meninges.  Similarly,  experience  with 
1,3-bis  (2  chloroethyl)-l-nitrosurea  (BCNU)  in- 
dicates that  this  drug  may  also  be  effective  in 
CNS  leukemic  disease^i  but  because  of  its  serious 
toxicity,  use  in  this  respect  is  limited.  The  control 
of  meningeal  leukemia  can  be  achieved  with  the 
use  of  irradiation  and  the  intrathecal  administra- 
tion* of  methotrexate. 28-30  Both  modes  of  therapy 
are  effective  in  controlling  episodes  of  central 
nervous  system  meningeal  leukemia  in  approxi- 
mately 95%  of  cases.®®  Unfortunately,  recur- 
rences are  frequent  regardless  of  the  modality 
employed.  In  recent  years  the  concept  of  pro- 
phylaxis of  central  nervous  system  leukemia  has 
been  advocated  and  this  approach  is  now  incor- 
porated in  the  total  scope  of  therapy®®  in  the 
majority  of  cancer  centers  with  the  implication 
that  it  improves  the  duration  of  remissions. 

NEUROBLASTOMA 

Neuroblastoma  is  one  of  the  most  highly 
malignant  tumors  encountered  in  pediatrics  caus- 
ing approximately  8%  of  all  cancer  deaths  in 
children  aged  1-14  years.  It  is  second  in  frequency 
only  to  central  nervous  system  malignancies 
among  solid  tumors  of  childhood.  Neuroblastoma 
arises  from  the  ganglion  cells  of  the  sympathetic 

*The  recommended  dose  for  intrathecal  methotrexate  is  12 
mg.  per  m-  on  a weekly  basis  until  normalization  of  the  CSF 
changes  and  disappearance  of  the  clinical  manifestations. 
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nervous  system  and  may  originate  from  any 
location  where  these  cells  are  normally  present. 
The  adrenal  gland  is  the  most  common  site  and 
accounts  for  40%  of  all  cases.  Ten  per  cent  arise 
from  the  paravertebral  tissues  of  the  thorax  and 
5%  from  the  retroperitoneal  sympathetic  chain. 
The  pelvic  nerves  are  the  origin  in  6%  and  the 
cervical  region  in  2%.  Neuroblastoma  character- 
istically metastasizes  early  and  widely  and  in  15% 
of  patients  the  primary  tumor  cannot  be 
identified. 

Approximately  50%  of  neuroblastomas  occur 
during  the  first  two  years  of  life  and  75%  within 
five  years  of  age.  Thereafter  only  isolated  cases 
are  encountered.®^  There  is  no  sex  predilection. 
The  initial  clinical  manifestations  are  either  those 
of  the  primary  tumor  which  usually  presents  as  a 
mass  lesion  or  metastatic  disease  which  may 
involve  bone,  lymph  nodes,  liver,  bone  marrow, 
central  nervous  system,  lungs,  skin,  and  rarely 
other  organ  systems.  Occasionally,  symptoms 
secondary  to  the  increased  catecholamine  excretion 
found  with  this  tumor,  such  as  diarrhea  and 
hypertension,  are  prominent.  Primary  tumors  of 
the  abdomen  manifest  in  either  flank  as  a large 
mass  which  is  firm  in  consistency  and  has  a 
lobulated  configuration.  In  contrast  to  Wilms’ 
tumor  the  medial  border  of  neuroblastoma  often 
crosses  the  midline  of  the  abdomen.  Skin  involve- 
ment, neurological  impairment,  respiratory  diffi- 
culty, impaired  gait,  exophthalmus  and  pathologic 
fractures  may  present  as  initial  manifestations  of 
the  disease  or  appear  during  the  course  of  the 
illness.  Occasionally,  bone  marrow  metastases  may 
be  widespread  and  a leukemic  picture  may 
predominate. 

Roentgenograms  of  the  abdomen,  as  in  the 
case  of  an  adrenal  mass,  often  show  a posterior 
and  laterally  placed  lesion  with  microcalcifications. 
Intravenous  pyelography  reveals  displacement  of 
the  kidney  downward  with  the  renal  pelvis  showing 
evidence  of  external  compression.  Skeletal  survey 
may  show  lytic  lesions  of  the  skull  and  femurs 
initially,  although  all  bones  may  eventually  be 
involved.  Bone  marrow  examination  may  reveal 
typical  clumps  of  neuroblastoma  cells.  Increased 
urinary  excretion  of  catecholamines,  particularly 
vanilmandelic  acid  and  homovanillic  acid,  is  a 
very  sensitive  test  for  the  detection  of  neuroblas- 
toma. One  or  both  of  these  excretory  products  are 
present  in  95%  of  affected  patients.®*  This  de- 
termination is  also  useful  in  following  the  course 
of  the  disease.  If  the  tumor  is  successfully  con- 


trolled, these  metabolites  return  to  normal  levels 
within  three  months  and  recur  only  if  metastases 
appear. 

The  prognosis  of  neuroblastoma  is  intimately 
related  to  the  age  of  the  patient  and  extent  of 
the  disease  at  diagnosis.  Unlike  the  experience 
with  neoplasms  in  adult  life  where  it  is  customary 
to  wait  five  or  even  ten  years  before  considering 
a patient  cured,  the  accelerated  proliferation  of 
childhood  neoplasms  allows  a shorter  period  of 
follow-up  before  a child  is  thought  to  be  cured. 
In  the  case  of  neuroblastoma,  evidence  suggests 
that  the  majority  of  patients  who  survive  beyond 
two  years  after  treatment  is  initiated  and  show 
no  evidence  of  recurrence  are  very  likely  cured.®® 
The  majority  of  deaths  actually  occur  during  the 
first  12  months  after  diagnosis  is  established,  so 
that  survival  without  disease  beyond  this  period 
of  time  may  be  viewed  with  cautious  optimism. 
The  age  of  the  patient  at  diagnosis  is  an  important 
index  of  prognosis.  The  younger  the  child,  the 
more  favorable  the  outlook.  In  patients  under  a 
year  of  age  without  bone  metastasis,  a high  cure 
rate  may  be  expected.  In  contrast,  older  patients 
usually  present  with  disseminated  disease  and 
cures  are  very  infrequent. 

The  extent  of  the  disease  at  the  time  of 
diagnosis  is  probably  the  single  most  important 
prognostic  indicator.  Tumor  staging  according  to 
the  extent  of  involvement  correlates  well  with  the 
eventual  outcome.®®*®®  With  tumors  confined  to 
the  organ  of  origin  (Stage  I),  84%  two  year 
survivals  have  been  observed.  In  those  tumors 
which  extend  beyond  the  structure  of  origin  to 
homolateral  lymph  nodes  (Stage  II),  66%  sur- 
vivals may  be  expected.  In  those  tumors  extending 
beyond  the  midline  which  may  involve  bilateral 
lymph  nodes  (Stage  III),  33%  of  patients  may 
be  expected  to  live  beyond  two  years.  With  distant 
disease  involving  the  skeleton,  soft  tissues,  viscera 
and  distant  lymph  nodes  (Stage  IV),  the  survival 
rate  is  only  5%.  Recently  the  Children’s  Cancer 
Study  Group  A has  observed  an  additional  group 
with  involvement  of  the  liver,  skin  or  bone  marrow, 
but  no  skeletal  metastases  (Stage  IV-S)  who  had 
a surprisingly  high  survival  rate  of  84%.®® 

Three  modalities  of  therapy  are  currently 
available  for  the  treatment  of  neuroblastoma — 
surgical  extirpation,  radiotherapy  and  chemother- 
apy. Earlier  enthusiasm  for  cyanocobalamin 
(vitamin  612)  has  proven  unfounded.®'^*®® 
Complete  surgical  removal,  when  possible,  is  the 
therapy  of  choice.  If  this  can  be  achieved,  the 
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likelihood  of  permanent  cure  is  good.  Unfortun- 
ately 70%  of  patients  present  with  disseminated 
disease  at  the  time  of  diagnosis  so  that  complete 
surgical  removal  is  not  possible.  Although 
neuroblastoma  is  usually  a highly  radiosensitive 
tumor,  the  high  frequency  of  early  dissemination 
does  not  often  permit  curative  treatment  with 
this  type  of  therapy.  Radiation  therapy  of  neu- 
roblastoma is  discussed  in  greater  detail  elsewhere 
in  this  symposium. 

Several  chemotherapeutic  agents  are  known  to 
be  effective  in  the  treatment  of  neuroblastoma. 
However,  the  role  of  drug  therapy  in  this  tumor 
has  yet  to  be  clearly  established  since  the  high 
cure  rate  observed  with  surgery  and  local  radiation 
in  Stages  I,  II,  III  can  be  achieved  without  the 
use  of  chemotherapeutic  agents. Whether  drugs 
are  capable  of  increasing  the  survival  rate  in 
these  more  favorable  groups  has  not  yet  been 
determined.  The  influence  of  drugs  on  the  treat- 
ment of  metastatic  neuroblastoma  (Stage  IV) 
has  been,  in  general,  disappointing.  The  drugs 
most  commonly  employed  have  been  vincristine 
and  cytoxan,  either  individually  or  in  various 
combinations  and  alternating  regimens.  A recent 
collaborative  study  conducted  by  the  Acute  Leu- 
kemia Study  Group  B in  48  patients  with  general- 
ized disease  indicated  an  objective  response  in 
55%  of  patients  treated  with  either  sequential, 
concurrent  or  alternating  therapy  using  vincristine 
and  cytoxan.  A complete  remission  rate  of  25% 
was  achieved.  Although  the  median  survival  times 
were  increased  from  126  days  in  patients  showing 
no  response  to  427  days  in  those  demonstrating 
either  complete  or  partial  remissions,  a concomi- 
tant reduction  in  mortality  rate  was  not  clearly 
demonstrated.®®  In  addition,  the  experience  with 
several  chemotherapeutic  agents  in  patients  with 
Stage  IV-S  disease,  which  has  an  unusually  favor- 
able prognosis,  suggests  that  drug  therapy  may 
be  detrimental  to  patients’  recovery.®® 

Considerable  interest  has  developed  recently 
over  the  natural  host  defense  mechanisms  which 
may  participate  in  the  spontaneous  regressions 
observed  in  some  patients  with  neuroblastoma. 
Clinical  maturation  of  neuroblastoma  to  a benign 
ganglioneuroma  has  been  occasionally  seen  in 
patients  and  it  has  been  suggested  that  this  might 
be  a frequent  subclinical  occurrence  in  young 
infants. Although  this  process  is  rare  in  patients 
with  skeletal  involvement,  its  occurrence  in  in- 
fancy where  spontaneous  cures  are  not  uncommon 
may  represent  a real  phenomenon.  It  has  been 


suggested  that  the  prolonged  survival  which  can 
be  achieved  with  chemotherapy  may  be  of  im- 
portance in  allowing  more  time  for  these  host 
defense  mechanisms  to  become  effective.®^ 

In  contrast,  other  evidence  suggests  that  a 
host-tumor  interaction  occurs  in  neuroblastoma 
and  that  the  resulting  immunologic  response  may 
be  an  important  factor  in  spontaneous  regressions 
of  this  tumor.  It  has  been  demonstrated  that  lym- 
phocytes from  patients  with  neuroblastoma  are 
capable  of  inhibiting  the  growth  of  neuroblastoma 
cells  in  tissue  culture.®®  It  is  possible  that  vigorous 
treatment  with  immunosuppressive  agents  may 
interfere  with  this  lymphocytotoxic  effect  which 
may  be  important  in  the  patient’s  response  to 
his  tumor. 

Clearly,  the  role  of  chemotherapy  in  the  treat- 
ment of  neuroblastoma  has  yet  to  be  determined. 
A meaningful  increase  in  survival  rate  has  not 
been  demonstrated  with  any  agents  which  are 
currently  available.  Although  it  has  been  demon- 
strated that  prolongation  of  survival  may  be 
achieved  with  certain  drugs,  the  potential  hazard 
of  suppressing  natural  host  defense  mechanisms, 
especially  in  those  patients  where  the  predictive 
survival  is  high,  must  be  given  careful  considera- 
tion. Initial  therapy  should  include  removal  of 
the  primary  tumor  if  its  location  is  known.  Close 
attention  to  the  extent  of  the  lesion  should  be 
paid  so  that  accurate  staging  can  be  determined. 
Local  radiation  to  the  tumor  bed,  if  complete 
surgical  removal  is  not  possible,  should  be  given. 
Drug  therapy  appears  most  appropriate  in  those 
patients  who  have  demonstrable  tumor  cells  in 
their  bone  marrows  but  no  roentgenographic 
evidence  of  bony  metastases.®®  Hopefully,  chemo- 
therapy will  ablate  these  cells  before  they  are 
able  to  proliferate  and  produce  x-ray  evidence  of 
skeletal  involvement.®'*  In  our  opinion,  drug 
therapy  should  be  of  moderate  intensity  in  these 
patients  so  as  to  preserve  the  patient’s  own 
response  to  the  tumor.  It  is  our  current  practice 
to  administer  cyclophosphamide,  2 mg.  per  kilo- 
gram per  day  by  mouth.  Drug  therapy  in  the 
advanced  stages  of  neuroblastoma  is  indicated 
for  palliation.  A combination  of  vincristine  and 
cytoxan  as  previously  described  appears  most 
appropriate.®® 

Hopefully,  newer  agents  and  combinations  of 
current  drugs  will  prove  of  greater  value  for  the 
treatment  of  neuroblastoma  in  the  future.  It  is 
especially  hoped  that  currently  unexplored  modali- 
ties of  therapy  based  upon  our  current  knowledge 
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of  immunologic  defense  mechanisms  will  become 
available. 

WILMS’  TUMOR 

Wilms’  tumor  accounts  for  approximately  5% 
of  all  childhood  malignancies.  As  in  the  case  of 
neuroblastoma,  this  tumor  also  demonstrates  sev- 
eral biological  peculiarities  which  must  be  recog- 
nized during  the  course  of  management.  Histori- 
cal aspects  of  Wilms’  tumor  which  have  evolved 
during  the  past  15  years  are  of  special  interest  as 
they  illustrate  the  concept  that  certain  childhood 
malignancies  are  highly  susceptible  to  currently 
available  modalities  of  therapy  and  that  a com- 
bined approach  by  the  pediatrician,  surgeon  and 
radiotherapist  is  essential  to  achieve  optimal 
results. 

The  initial  manifestation  of  Wilms’  tumor  is 
usually  an  abdominal  mass  in  an  otherwise  healthy 
appearing  child.  Because  these  tumors  usually  re- 
main asymptomatic,  they  may  reach  huge  propor- 
tions before  clinical  recognition.  The  mass  usually 
presents  as  a smooth,  rounded  tumor  which  is 
confined  primarily  to  one  side  of  the  abdomen. 
The  lesion  remains  freely  movable  unless  fixation 
to  the  diaphragm,  liver,  or  other  abdominal  struc- 
tures occurs.  Other  presenting  manifestations  oc- 
casionally occur  with  Wilms’  tumors  and  rarely 
may  dominate  the  clinical  picture.  Abdominal  pain 
may  be  present  if  necrosis,  ureteral  obstruction, 
hemorrhage  or  invasion  of  local  tissues  occurs.  Oc- 
casionally the  tumor  may  rupture  with  extensive 
abdominal  hemorrhage  and  a mistaken  diagnosis 
of  splenic  rupture  or  an  acute  surgical  abdomen 
is  made.  Hypertension  has  been  reported  in  50% 
of  patients  with  Wilms’  tumor  although  its  etiology 
has  not  been  clearly  defined. Fever,  hematuria, 
urinary  frequency,  and  clinical  evidence  of  intra- 
abdominal compression  of  various  organs  may 
present  as  the  local  lesion  expands. 

Abdominal  x-ray  usually  reveals  a unilateral 
mass  which  may  show  evidence  of  calcification.  In- 
travenous pyelography  demonstrates  renal  dis- 
placement or  alteration  of  intrarenal  architecture. 
Anemia,  hematuria  and  bone  marrow  invasion 
with  metastatic  tumor  cells  have  been  described. 
Occcisionally  cell  blocks  of  urinary  sediment  may 
reveal  tumor  cells  in  those  instances  where  the 
tumor  has  invaded  the  renal  pelvis.®® 

Of  great  theoretical  interest  is  the  occasional 
association  of  Wilms’  tumor  with  congenital  mal- 
formations including  aniridia,  hemihypertrophy 


and  genitourinary  malformations.®"^  The  addition-  | 
al  findings  of  Wilms’  tumors  in  fetuses  and  new- 
born infants  along  with  a peak  incidence  during 
early  childhood  has  suggested  the  possibility  that 
a prenatal  influence  which  is  both  oncogenic  and 
teratogenic  may  be  characteristic  of  the  etiologic 
agent  for  this  malignancy.®®  ' 

Wilms’  tumors  are  characterized  by  a tendency 
to  metastasize  early,  either  by  way  of  the  blood 
stream  or  regional  lymphatics  to  involve  abdomi- 
nal lymph  nodes,  lung,  liver,  the  opposite  kidney, 
and  bone.  Rarely  the  brain,  spleen  and  intestines 
may  be  invaded.  As  with  neuroblastoma,  the  ex- 
tent of  the  tumor  at  the  time  of  initial  diagnosis  I 
is  of  prime  importance  in  determining  prognosis 
and  planning  therapy.®®*^®  Accurate  staging  is  a 
team  effort  and  requires  detailed  analysis  by  the  1 
surgeon,  clinician,  pathologist  and  radiologist. 
Categorization  of  Wilms’  tumor  into  the  following 
four  stages  has  proven  useful: 

Stage  I.  The  tumor  is  confined  entirely  within  the 
kidney  and  is  completely  removed  at  surgery.  The  renal 
capsule  is  intact  and  no  tumor  is  apparent  beyond  the 
margins  of  resection. 

Stage  II.  The  tumor  is  completely  resected,  however, 
extension  has  occurred  beyond  the  confines  of  the  kidney. 
Penetration  to  the  perirenal  fat  or  periaortic  lymph  nodes 
has  occurred  and  the  renal  vein  may  contain  tumor 
thrombi  although  residual  tumor  is  not  apparent  beyond 
the  area  of  resection. 

Stage  III.  Complete  surgical  removal  is  not  possible. 

The  tumor  may  have  ruptured  before  or  during  surgery 
and  there  may  be  implants  on  peritoneal  surfaces  with 
involved  lymph  nodes  beyond  the  periaortic  chain. 

Stage  IV.  The  tumor  has  extended  beyond  the  con- 
fines of  the  abdomen  and  hematogenesis  metastases  are 
demonstrable  in  the  liver,  lung,  bone,  or  brain. 

The  high  rate  of  curability  in  the  majority  of 
patients  with  localized  Wilms’  tumors  demands  an 
expeditious  workup  to  avoid  the  hazard  of  dis- 
semination. Preoperative  differentiation  from  other 
abdominal  masses  can  usually  be  established  from 
roentgenograms  of  the  abdomen,  chest,  skull,  and 
long  bones,  inferior  venacavography,^!  isotopic 
scans "^2  and  renal  arteriography.”®  Although  these 
procedures  are  often  very  helpful  in  the  evaluation 
of  patients  prior  to  surgery  and  in  guiding  the 
surgeon  during  the  operative  procedure,  their  per- 
formance should  not  entail  unnecessary  delay  in 
definitive  therapy  and  particularly  should  not  be 
associated  with  excessive  manipulation  of  the 
tumor  mass.  Unnecessary  palpation  of  the  lesion  is 
apt  to  dislodge  small  clumps  of  cells  from  the 
tumor  which  may  enter  the  venous  circulation  and 
disseminate  to  distant  sites. 
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Proper  planning  for  the  management  of  a child 
with  Wilms’  tumor  demands  a clear  understanding 
of  the  biological  behavior  of  this  neoplasm.  Al- 
ready mentioned  is  the  importance  of  metastatic 
spread  through  lymph  node  or  venous  channels. 
Recently  it  has  become  apparent  that  Wilms’ 
tumors  which  present  prior  to  the  third  month  of 
life  are  unusually  benign  in  behavior.  None  of  the 
reported  newborns  and  older  infants  in  this  cate- 
gory have  shown  evidence  of  metastatic  dis- 
ease.The  explanation  of  why  renal  tumors 
in  very  young  infants,  which  may  appear  histo- 
logically identical  with  Wilms’  tumor,  remain  lo- 
calized whereas  histologically  similar  tumors  in 
older  children  are  characterized  by  metastatic 
spread  is  unknown.  Perhaps  host  defense  mecha- 
nisms analogus  to  the  young  infant’s  response  to 
neuroblastoma  are  operative  in  this  tumor  as  well 
and  account  for  this  phenomenon.  Regardless  of 
the  explanation  for  these  atypically  behaving 
lesions,  it  is  essential  to  recognize  the  fact  that 
they  occur  as  a distinct  entity  during  the  early 
months  of  life  and  that  their  inability  to  metasta- 
size is  a fundamental  characteristic  which  is  in- 
strumental in  planning  therapy. 

Perhaps  as  in  no  other  tumor  is  close  harmony 
between  the  surgeon,  radiotherapist,  and  chemo- 
therapist  required  to  achieve  optimal  therapeutic 
results  than  in  Wilms’  tumor.  The  surgical  and 
radiotherapeutic  management  is  considered  else- 
where in  this  symposium.  The  era  of  effective 
chemotherapy  began  in  1955  with  the  demonstra- 
tion by  Farber  that  actinomycin-D  is  an  effective 
chemotherapeutic  agent  in  Wilms’  tumor. The 
major  aim  of  chemotherapy  is  to  prevent  the  oc- 
currence of  metastases  which  originate  from  the 
main  tumor  mass  as  isolated  clumps  of  tumor 
cells.  These  may  enter  the  vascular  stream  and  be 
transported  to  distant  body  sites  where  they  pro- 
liferate and  become  established  as  growing  tumors. 
With  the  use  of  an  antineoplastic  agent  such  as 
actinomycin-D  the  dislodged  tumor  cells  are  ren- 
dered incapable  of  proliferation  prior  to  their  im- 
plantation and  subsequent  growth.  In  view  of  the 
central  importance  of  this  therapeutic  modality 
to  the  ultimate  outcome  of  the  disease,  prompt 
administration  of  chemotherapy  as  soon  as  the 
diagnosis  is  established  should  be  initiated.  The 
total  dose  administered  is  0.075  milligrams  per 
kilogram  given  as  five  equal  daily  doses.  A similar 
course  is  repeated  every  two  months  for  a total 
of  two  years.  In  general,  actinomycin-D  has 
proven  to  be  a relatively  safe  drug  if  used  in  the 
recommended  dosage.  Although  bone  marrow  sup- 


pression is  the  most  frequent  side  effect,  a variety 
of  renal,  hepatic  and  abdominal  complaints  have 
been  described.  If  administered  concomitantly 
with  radiotherapy,  a synergistic  effect  between 
these  two  forms  of  treatment  has  been  occasional- 
ly observed  with  the  development  of  an  acute  der- 
matologic reaction.  In  addition  to  actinomycin-D, 
other  agents  such  as  vincristine  have  also  been 
shown  to  be  effective. 

With  the  advent  of  highly  effective  modalities 
of  therapy,  the  optimal  regimen  to  be  employed  in 
each  patient  depends  upon  the  extent  of  the  lesion 
at  the  time  of  diagnosis.  A prospective  study  eval- 
uating various  combinations  of  surgery,  radio- 
therapy, and  chemotherapy  in  Wilms’  tumor  in 
various  stages  is  currently  in  progress  by  a Nation- 
al Wilms’  Tumor  Study  Group.  The  final  results  of 
this  investigation  should  provide  important  guide- 
lines to  the  specific  management  of  individual  pa- 
tients. A rational  program  of  therapy  which  is 
based  on  the  stage  of  the  tumor,  however,  can  be 
devised  from  currently  existing  data.  Complete 
surgical  removal  should  be  attempted  in  all  pa- 
tients where  the  disease  appears  confined  to  the 
abdomen  and  is  the  only  essential  treatment  for 
congenital  Wilms’  tumor.  If  the  tumor  is  stage  I 
and  the  patient  is  three  to  18  months  of  age, 
actinomycin-D  should  be  given  immediately  post- 
operatively  and  given  every  two  months  for  a total 
of  two  years.  X-ray  therapy  is  not  adminis- 
teredj"®  In  stages  I and  III  therapy  wtih  actin- 
omycin-D  should  be  initiated  immediately  after 
surgery  and  given  every  two  months  for  two  years. 
In  addition,  radiotherapy  to  the  renal  bed  and 
other  intraabdominal  sites  where  tumor  is  present 
should  be  given  at  a dose  commensurate  with  the 
size  of  the  child.  With  stage  IV  disease,  initial 
surgery  depends  on  the  clinical  circumstances.  If 
a well  defined  tumor  can  be  identified,  surgical 
removal  of  the  bulk  of  the  lesion  should  be  at- 
tempted. Radiotherapy  combined  with  chemother- 
apy as  described  for  stages  II  and  III  should  be 
initiated. 

Following  initial  completion  of  therapy,  close 
follow-up  is  essential  to  detect  the  presence  of 
metastatic  disease.  The  two  most  common  sites  for 
metastasis  to  appear  are  the  lungs  and  liver.  .Ac- 
cordingly, monthly  chest  roentgenograms  are  an 
integral  component  of  the  follow-up  period.  Iso- 
topic liver  scans  and  possibly  hepatic  arteri- 
ography may  be  of  value  in  detecting  occult  liver 
involvement.  The  judicious  use  of  these  diagnostic 
tools  has  proven  of  value  in  selected  cases."* 
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The  results  of  effective  therapy  for  Wilms’ 
tumor  have  shown  a progressively  brighter  pattern 
during  the  past  several  decades.  When  surgery 
was  the  only  available  therapy,  the  two  year  sur- 
vival rate  was  36%.  At  the  present  time,  a multi- 
modal approach  with  varying  combinations  of 
surgery,  radiotherapy,  chemotherapy,  in  addition 
to  recognition  of  the  biological  characteristics  of 
the  tumor,  has  resulted  in  two  year  cure  rates  up 
to  100%  in  Stage  I,  80%  in  Stages  II  and  III, 
and  50%  or  greater  in  Stage  IV. (Two  year 
survival  rates  are  considered  synonymous  with 
cure  in  Wilms’  tumor.)  These  extraordinary 
results  of  therapy  in  Wilms’  tumor  represent  a 
milestone  in  pediatric  tumor  management  and 
demonstrate  the  great  accomplishments  that  can 
be  achieved  through  a multidisciplinary  approach. 
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Physician  Shortage  Areas 

The  AMA  supports  legislation  that  would  provide  federal  aid  to  individual  or  small  groups  of  phy- 
sicians in  establishing  medical  practices  in  rural  areas,  small  towns  and  low  income  inner-city  areas. 

The  legislation  (S.  2269)  would  amend  the  National  Housing  Act  to  authorize  mortgage  insurance 
for  the  construction  and  rehabilitation  of  medical  facilities  for  the  practice  of  one  to  four  physicians  in 
physician-shortage  areas.  In  1966,  mortgage  insurance  was  authorized  for  establishment  of  nonprofit 
group  practices.  The  current  legislation  would  extend  that  program. 
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Radiotherapy  of  Childhood  Cancer 


Mead  F.  Northrop,  M.D.  and  Herbert  F.  Johnson,  M.D. 


The  irradiation  of  malignant  tumors  arising 
in  children  whose  normal  tissues  must  continue 
to  grow  and  develop  demands  comprehension  of 
the  biologic  behavior  of  a group  of  rather  unique 
neoplasms  and  recognition  that  the  tolerance  of 
actively  growing  tissues  to  radiation  is  often  at 
variance  with  the  more  familiar  limits  in  adults. 
The  physical  interaction  of  ionizing  radiation 
with  atoms  comprising  mammalian  tissues  is  not 
dependent  upon  the  age  of  the  organism;  how- 
ever, the  biologic  expression  of  such  interactions 
varies  tremendously  not  only  with  age  but  with 
the  tissue  in  question. 

The  earlier  medical  literature  contains  num- 
erous tragic  examples  of  late  sequelae  of  irradia- 
tion administered  during  early  childhood.  Indeed, 
some  of  the  most  disastrous  results  have  occurred 
as  a by-product  of  the  utilization  of  high  doses 
of  radiation  to  treat  benign  disease — a practice 
which  with  very  few  exceptions  is  now  condemn- 
ed. Children  irradiated  in  the  present  era  with 
megavoltage  equipment,  if  cured,  can  be  expected 
to  mature  with  minimal  deformity  because  the 
doses  which  growing  tissues  will  tolerate  are  now 
well  understood. 

There  is  no  area  of  oncology  where  optimum 
treatment  is  more  dependent  upon  the  coordi- 
nated efforts  of  the  referring  physician,  surgeon, 
chemotherapist,  and  radiotherapist.  Each  spe- 
cialist must  recognize  the  limitations  of  his  own 
particular  therapeutic  method  and  be  cognizant 
of  .the  potential  of  alternative  modes  of  therapy. 
Recent  advances  in  pediatric  oncology  are  ample 
testimony  to  such  ecumenical  practices.  Occa- 
sionally the  most  sagacious  radiotherapy  opinion 
is  to  decline  to  treat  a given  patient.  Radiother- 
apists should  be  given  the  same  license  to  select 
thefr  patients  that  has  long  been  granted  to  their 
surgical  colleagues.  There  is  no  justification  for 
embarking  upon  a course  of  radiotherapy  in  a 
hopeless  situation  “just  to  be  doing  something” 
or  as  a form  of  psychotherapy  for  an  aggrieved 
family  or  frustrated  referring  physician.^ 
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Normal  Tissue  Tolerance 

The  radiotherapist’s  technical  skill  and  in- 
genuity are  tested  when  formulating  treatment 
plans  for  children  which  provide  for  adequate 
irradiation  of  the  tumor-bearing  volume  and  at 
the  same  time  minimize  the  dose  to  the  adjacent 
normal  tissues.  Meticulous  attention  to  the  con- 
struction of  appropriate  lead  shielding,  confirmed 
by  radiographs  documenting  the  path  of  the 
beam  through  the  patient,  and  close  supervision 
of  the  technical  staff  are  mandatory  if  late  se- 
quelae are  to  be  minimized.  A child  should  never 
be  irradiated  without  first  undertaking  a thorough, 
honest  discussion  of  the  risks  involved  with  the 
parents.  The  hospital  record  must  document  such 
a discussion. 

Bone  and  Soft  Tissue 

Irradiation  of  vertebral  growth  cartilages  with 
doses  of  2,000  rads  or  less  delivered  in  a minimum 
of  two  weeks  will  result  in  minimal  growth  dis- 
turbances which  can  be  demonstrated  only  radio- 
graphically. 2 These  changes  do  not  impair  func- 
tion or  mar  the  external  appearance  of  the  child. 
When  doses  exceed  3,000  rads  in  three  weeks, 
one  begins  to  encounter  the  more  significant  ver- 
tebral deformities  which  may  result  in  scoliosis. 
Incorporation  of  the  entire  vertebra  within  the 
treatment  field  will  cause  symmetrical  damage  and 
perhaps  minimize  the  scoliosis.  V^aeth^  has  sug- 
gested that  the  unilateral  underdevelopment  of  the 
paravertebral  musculature  may  contribute  to  the 
resultant  scoliosis.  He  advocates  early  orthopedic 
consultation,  which  may  minimize  the  subsequent 
deformity.  Irradiation  of  the  growth  cartilage  of 
long  bones  to  similar  doses  will  retard  or  arrest 
subsequent  growth,  and  the  adjacent  skeletal 
muscles  will  be  hypoplastic. 

Central  Nervous  System 

The  tolerance  of  the  brain  and  spinal  cord  in 
children  is  considered  similar  to  that  of  adults. 
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Studies  suggest  that  the  damage  to  the  central 
nervous  system  is  related  to  obliteration  of  small 
blood  vessels  with  resultant  hypoxia  and  necrosis. 
Generally,  doses  to  the  brain  of  5,000  rads  in  five 
or  more  weeks  are  well  tolerated.  The  entire  spinal 
cord  can  tolerate  doses  of  4,000  rads  delivered  in  a 
minimum  of  four  weeks.  Smaller  segments  of  the 
brain  and  spinal  cord  unquestionably  will  tolerate 
higher  doses. ^ 

Lungs 

Without  chemotherapy,  the  entire  thorax  in- 
cluding both  lungs  has  been  irradiated  to  doses  of 

2.500  rads  in  five  to  six  weeks,  usually  without 
sequelae. 5 However,  when  actinomycin-D  is  being 
administered  or  if  its  administration  is  contem- 
plated, the  dose  to  both  lungs  should  not  exceed 

1.500  rads.  The  acknowledged  increase  transmis- 
sion of  radiation  through  the  air-containing  lungs 
is  not  taken  into  account  in  arriving  at  these  limits. 

Kidneys 

The  renal  tolerance  in  children  is  considered 
comparable  to  that  of  an  adult.  Doses  above  2,500 
rads  in  five  weeks  or  less  may  result  in  radiation 
nephritis.  Doses  below  1,500  rads  in  1)4  weeks 
appear  to  be  well  tolerated.® 

Gonads 

The  levels  of  radiation  which  can  be  safely 
administered  to  the  gonads  of  prepubescent  males 
and  females  have  not  been  determined.  Peck’^ 
found  that  50%  of  menstruating  young  women 
will  be  sterilized  with  a dose  in  excess  of  500  rads. 
,\s  a practical  matter  it  is  seldom,  if  ever,  neces- 
sary to  irradiate  the  testes  of  a young  male  but  the 
ovaries  occasionally  are  unavoidably  treated  when 
one  is  dealing  with  large  intraabdominal  tumors. 
\’aeth®  in  a study  of  long-term  survivors  of  Wilms’ 
tumor  treated  with  radiation  found  all  six  female 
patients  had  normal  menarche  and  four  had  pro- 
duced a total  of  11  normal  children. 

Liver 

Irradiation  of  the  entire  liver  to  doses  in  excess 
of  3,000  rads  in  three  weeks  may  result  in  radia- 
tion hepatitis.  Small  portions  of  the  liver  often 
receive  higher  doses  without  clinically  significant 
sequelae,  though  defects  can  be  demonstrated  by 
Isotope  scans. 

Hematopoietic  System 

It  is  now  well  documented  that  sequential  ir- 


radiation of  the  axial  skeleton  as  is  customarily 
administered  in  the  treatment  of  malignant  lym- 
phomas can  be  well  tolerated  when  doses  in  the 
range  of  4,000  rads  are  administered.®  This  is 
especially  true  in  children  because  of  the  presence 
of  hematopoiesis  in  the  long  bones.  Concomitant 
chemotherapy  lessens  the  tolerance  of  the  hema- 
topoietic system.  It  is  necessary  to  modify  one’s 
doses  accordingly  and  to  carefully  monitor  blood 
counts  during  treatment. 

Skin  and  Mucous  Membranes 

The  ad'^ent  of  the  supervoltage  era  in  radio- 
therapy and  the  near-universal  use  of  skin-sparing 
sources  of  radiation  have  virtually  abolished  the 
restrictions  which  were  formerly  posed  by  skin 
reactions.  Doses  of  6,000  rads  in  six  weeks  are 
now  well  tolerated  in  any  age  group.  Temporary 
epilation  appears  about  three  weeks  after  doses  as 
low  as  500  rads,  even  with  supervoltage. 

Gastrointestinal  Tract 

In  our  experience,  young  children  tolerate 
abdominal  irradiation  better  than  adults.  It  is 
usually  possible  to  irradiate  a substantial  portion 
of  the  small  intestine  to  doses  of  200  rads  a day 
without  inducing  nausea  and  vomiting.  Should 
these  symptoms  appear,  they  can  subsequently  be 
avoided  by  lowering  the  daily  dose  and  providing 
antiemetics.  Diarrhea  is  occasionally  a problem 
when  the  colon  receives  doses  above  3,000  rads. 
Adjustment  of  the  daily  dose,  alteration  in  diet, 
and  the  administration  of  opiates  successfully 
counteract  the  problem.  Stenoses  of  the  bowel 
have  been  noted  many  years  after  irradiation  and 
may  occasionally  produce  frank  bowel  obstruction 
which  requires  surgical  intervention. 

Radiation  Carcinogenesis 

There  is  ample  evidence  that  even  very  low 
doses  of  radiation  appear  to  be  oncogenic.®  By  far 
the  greater  number  of  radiation-induced  neoplasms 
following  therapeutic  doses  of  radiation  have  oc- 
curred in  the  group  of  patients  receiving  treatment 
for  thymic  enlargement. i®  This  practice  is  now 
condemned.  A small  number  of  bone  sarcomas 
have  been  reported  following  therapeutic  doses.  In 
retrospect  most  of  the  bones  harbored  apparent 
benign  tumors  or  were  affected  by  chronic  osteo- 
myelitis at  the  time  of  treatment.  Phillips  and 
Sheline^i  in  reviewing  the  records  of  2,300  adults 
who  survived  five  years  following  irradiation  re- 
port an  incidence  of  bone  sarcomas  of  0.1%.  We 
feel  that  the  clinical  decision  regarding  the  utiliza- 
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tion  of  radiotherapy  in  a child  with  cancer  should 
seldom,  if  ever,  be  tempered  by  the  remote  possi- 
bility of  inducing  a second  neoplasm. 

Central  Nervous  System  Tumors 
Medulloblastoma 

Medulloblastomas  generally  arise  from  the 
vermis  of  the  cerebellum  and  comprise  about  25% 
of  all  intracranial  tumors  in  children. 12  These 
tumors  have  the  greatest  tendency  of  any  intra- 
cranial neoplasm  to  implant  along  surfaces  bathed 
by  the  cerebrospinal  fluid.  It  is  therefore  manda- 
tory that  the  entire  brain  and  spinal  canal  be  com- 
prehensively irradiated.  Surgery  should  be  limited 
to  decompression  and  biopsy.  Recommended  doses 
vary  between  4,500  rads  and  5,000  rads  admin- 
istered to  the  posterior  fossa  over  five  to  seven 
weeks  with  3,500  rads  being  administered  to  the 
rest  of  the  brain  and  spinal  cord.  Experience  has 
proven  that  such  fractionation  is  well  within  the 
tolerance  of  the  central  nervous  system  and  adja- 
cent structures.* 

Five-year  survival  rates  between  20-40%  have 
been  achieved  in  older  reported  series. **  There 
is  recent  evidence  to  suggest  that  with  modern 
techniques  survival  may  approach  50-60%.*2.  15 
Recurrences  long  after  five  years  have  been  de- 
scribed. If  these  are  well  localized,  judicious  re- 
irradiation may  result  in  long  periods  of  apparent 
freedom  from  disease. 

Gliomas 

There  is  no  need  to  administer  postoperative 
irradiation  to  patients  with  apparent  complete 
excision  of  low-grade  gliomas,  particularly  the 
cystic  variety  which  commonly  occurs  in  the 
cerebellum  of  children.  When  surgical  removal 
of  a low-grade  glioma  is  incomplete,  a long  symp- 
tom-free interval  may  occur  without  any  further 
therapy.  The  role  of  radiation  treatment  in  such 
patients  has  yet  to  be  defined.  Well-controlled 
randomized  studies  from  institutions  treating  large 
numbers  of  brain  tumors  are  urgently  needed. 
Uihlein  et  al*®  could  not  demonstrate  a statisti- 
cally significant  difference  in  survival  rates  in 
patients  of  all  ages  with  grades  I and  II  astrocy- 
toma when  comparing  those  receiving  postopera- 
tive irradiation  in  excess  of  3,500  rads  with 
patients  treated  with  surgery  alone.  Admittedly, 
patients  in  whom  surgical  removal  was  consider- 
ed complete  probably  did  not  receive  radiation. 
Gliomas  arising  in  the  brain  stem  and  midbrain 
which  were  unresectable  because  of  their  strate- 
gic location  were  irradiated  by  Bouchard*®  who 


reports  five-year  survival  rates  of  33%  and  40% 
respectively.  It  is  our  policy  to  irradiate  such 
patients  with  relatively  small  fields  to  tumor 
doses  between  4,500  rads  and  5,000  rads  over 
five  to  six  weeks.  Patients  with  grade  III  and  IV 
astrocytomas  (glioblastoma  multiforme)  are  usu- 
ally treated  postoperatively  with  some  temporary 
improvement,  similar  to  the  response  seen  in 
adults. 

Ependymoma 

There  is  now  ample  evidence  that  these  tu- 
mors are  capable  of  seeding  throughout  the  en- 
tire subarachnoid  space  in  a fashion  similar  to 
medulloblastoma.**'  Consequently  it  is  considered 
advisable  to  irradiate  not  only  the  primary  lesion 
but  the  entire  central  nervous  system.  Evidence 
of  the  radiosensitivity  of  ependymoma  is  pro- 
vided by  Phillips  et  al**  who  show  that  when 
doses  greater  than  4,500  rads  are  delivered  an 
87%  overall  five-year  survival  rate  is  obtained, 
in  contrast  to  a 10%  survival  rate  in  those  re- 
ceiving doses  less  than  3,500  rads. 

Neuroblastoma 

Neuroblastomas  and  the  histologically  more 
mature  but  nonetheless  malignant  variant,  gan- 
glioneuroblastoma,  are  biologically  aggressive  tu- 
mors of  childhood  arising  principally  in  those 
less  than  five  years  old.  Priebe  and  Clatworthy*® 
found  that  only  20  of  92  patients  had  apparent 
localized  disease  at  the  time  of  diagnosis.  These 
tumors  arise  most  often  retroperitoneally  either 
within  the  substance  of  the  adrenal  medulla  or 
along  the  paravertebral  soft  tissues.  The  second 
most  frequent  primary  site  is  the  posterior  med- 
iastinum followed  by  the  pelvis,  cervical  region 
and  the  extradural  space  within  the  spinal  canal 
and  brain.  Metastases  are  found  frequently  in 
regional  lymph  nodes,  liver,  the  skeleton,  bone 
marrow,  and  within  the  soft  tissues  of  the  orbit. 

Retrospective  studies  of  large  numbers  of 
neuroblastoma  patients  are  in  agreement  that  a 
more  favorable  prognosis  is  associated  with  those 
less  than  one  year  old  and  those  having  intra- 
thoracic  primaries,  irrespective  of  their  age.*®'^® 
There  is  now  ample  evidence  that  patients  can 
be  cured  who  present  with  seemingly  far  ad- 
vanced disease.  Metastases  to  liver,  skin,  lung, 
bone  marrow,  and  rarely  bone  have  been  eradi- 
cated, resulting  in  long-term  survivors;  hence, 
there  is  room  for  cautious  optimism  when  con- 
fronted with  patients  having  distant  spread  of 
their  disease. 
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Neuroblastomas  are  extremely  radiosensitive 
and  as  a result  doses  in  the  range  of  2,000  rads  de- 
livered between  two  to  four  weeks  with  super- 
voltage equipment  are  both  effective  and  well 
tolerated.  Few  late  sequelae  will  occur  among 
long-term  survivors  treated  to  such  doses. 

We  believe  that  despite  the  apparent  ade- 
quacy of  surgical  extirpation,  patients  with  neu- 
roblastoma should  receive  a course  of  radiother- 
apy directed  to  the  tumor  bed.  In  support  of  this 
contention  is  the  data  of  Priebe  and  Clatworthy 
showing  cures  only  in  patients  receiving  postop- 
erative irradiation.^'* 

Wilms’  Tumor 

Wilms’  tumor  was  originally  managed  by 
surgery  alone,  though  occasional  cures  were 
achieved  in  inoperable  patients  exclusively  with 
radiation — testimony  to  the  radiosensitivity  of 
this  embryonic  tumor.^o  Subsequently  survival 
was  enhanced  by  the  addition  of  pre-  and/or 
postoperative  irradiation.  Treatment  prior  to  at- 
tempted excision  often  facilitated  removal;  where- 
as postoperative  irradiation  of  the  tumor  bed 
advocated  by  Gross  resulted  in  a widely  acclaim- 
ed two-year  survival  rate  of  47. 3%. 

Prior  to  the  actinomycin-D  era,  radiation 
was  largely  administered  with  orthovoltage  equip- 
ment and  the  maximum  dose  was  based  on  80% 
skin  tolerance  in  either  three  or  four  weeks, 
which  occasionally  produced  a moist  skin  reac- 
tion. Following  the  introduction  of  actinomycin- 
D,  clinicians  noted  recrudescent  skin  reactions 
when  the  drug  was  administered  subsequent  to 
the  radiation  and  when  given  concurrently  the 
reactions  were  enhanced. With  supervolt- 
age equipment,  doses  of  3,000  rads  in  three  to 
four  weeks  to  large  abdominal  volumes  are  well 
tolerated. 

It  is  not  mandatory  that  the  tumor  bed  be 
irradiated  in  every  instance.  When  a clean  re- 
moval of  a small,  well-encapsulated  lesion  has 
been  accomplished,  postoperative  radiotherapy  is 
unnecessary. 2 4 Metastatic  pulmonary  lesions  have 
been  permanently  controlled  with  radiation,  but 
indiscriminate  prophylactic  pulmonary  irradia- 
tion is  not  justified. 

Leukemia 

Radiation  therapy  was  one  of  the  earlier 
modalities  used  in  attempting  to  prolong  the  lives 
of  leukemic  patients.  Radiation  was  directed  to 
the  spleen  and  ribs  for  myelogenous  leukemia. 


to  enlarged  nodes  in  lymphocytic  leukemia,  and 
occasionally  to  the  liver  and  whole  body.^J* 

Obviously,  chemotherapy  is  now  the  primary 
mode  of  treatment,  but  judicious  use  of  radia- 
tion for  painful  bony  lesions,  meningeal  disease, 
orbital  lesions,  soft  tissue  involvement,  and  other 
local  problems  is  often  helpful. 2« 

Recently  Rhomes  and  associates,^*  noting 
complete  remissions  terminated  by  extension  to 
the  central  nervous  system,  attempted  whole 
brain  irradiation  (2,400  rads/2 j/2  weeks)  and 
concurrently  administered  methotrexate  intra- 
thecally.  Sixty-six  percent  of  patients  receiving 
such  treatment  were  in  continuous  remission  for 
23-30  months  at  the  time  of  their  report.  Further 
follow-up  data  are  eagerly  awaited. 

Hodgkin’s  Disease 

Available  data  indicate  that  Hodgkin’s  dis- 
ease in  children  has  a histologic  spectrum,  pat- 
tern of  spread,  radiosensitivity,  and  a stage  re- 
lated prognosis  similar  to  that  in  adults. 2 » 
Radiotherapy  is  unquestionably  the  preferred 
and  to  date  the  most  successful  form  of  treatment 
for  disease  apparently  confined  to  lymph  nodes. 
Prior  to  formulating  a treatment  plan  one  must 
know  the  status  of  the  retroperitoneal  nodes, 
bone  marrow,  and  liver  as  well  as  the  histologic 
subgroup. 

Rosenberg  and  Kaplan2  9 have  furnished  evi- 
dence in  support  of  an  orderly  progression  of 
Hodgkin’s  disease  throughout  the  lymphatic  sys- 
tem. They  advocate  irradiating  node  groups  ad- 
jacent to  those  harboring  gross  disease  because 
of  the  probable  existence  of  occult  tumor  in  the 
neighboring  nodes. 

Kaplan^o  believes  that  the  probability  of 
permanently  eradicating  gross  Hodgkin’s  disease 
with  doses  of  3,500-4,000  rads  approaches  90- 
95%.  End  results  obviously  do  not  as  yet  ap- 
proach such  figures  and  failures  often  result  from 
inadequate  assessment  of  tumor  extent  prior  to 
treatment,  technical  errors  in  treatment  planning 
or  dosage  calculations  as  well  as  inconsistency 
in  the  daily  application  of  the  beam. 

A patient  exhibiting  involvement  of  the  ex- 
tradural space,  lung  parenchyma,  or  bone  is 
classified  as  having  stage  IV  disease,  but  when 
such  involvement  is  localized  then  it  is  both 
feasible  and  advisable  to  treat  such  patients  with 
a curative  intent.  Some  long-term  survivors  have 
re.sulted  from  this  group. 
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Faced  with  unsatisfactory  end  results  in  stage 
III  patients  with  systemic  svTnptoms  some  cen- 
ters^i  are  now  attempting  to  combine  chemo- 
therapy and  comprehensive  irradiation,  especially 
in  the  mixed  cellularity  and  lymphocytic  deple- 
tion subgroups.  Survival  data  is  as  yet  incon- 
clusive but  the  combined  approach  appears  feasi- 
ble. 

Butler 2 8 reports  five  year,  stage-related  sur- 
vival data  in  a group  of  31  children  ages  4-15 
years:  stage  I 12/15  (80%), stage  II  3/9  (33%), 
stage  III  1/7  (14%). 

Lymphocytic  and  Histiocytic  Lymphoma 

These  neoplasms,  also  called  h'mphosarcoma 
and  reticulum  cell  sarcoma,  are  far  more  aggres- 
sive and  more  often  fatal  than  Hodgkin’s  disease. 
Their  pattern  of  spread  is  totally  unpredictable 
and  infrequently  contiguous  in  contrast  to  Hodg- 
kin’s disease.  The  most  frequent  site  of  origin  is 
the  gastrointestinal  tract — terminal  ileum,  cecum, 
ascending  colon,  appendix — followed  by  the  med- 
iastinum, retroperitoneal  nodes,  peripheral  nodes, 
and  Waldeyer’s  ring.  These  tumors  tend  to  be 
widespread  at  the  time  of  diagnosis  or  to  dis- 
seminate far  and  wide  shortly  thereafter.  In  many 
the  disease  evolves  to  acute  leukemia  prior  to 
death.  This  is  especially  true  of  those  presenting 
with  mediastinal  involvement. 

Though  these  tumors  are  frequently  extreme- 
ly radiosensitive  their  inherent  aggressiveness 
usually  invalidates  the  use  of  a localized  form 
of  therapy  such  as  irradiation.  Jenkin  and 
Sonley3  2 found  only  14  survivors  among  121 
patients  seen  at  the  Princess  IMargaret  Hospital 
between  1930-1965.  Of  these  14,  ten  presented 
with  gastrointestinal  disease,  two  with  retroperi- 
toneal nodes,  and  two  with  peripheral  lynnph 
node  involvement.  Among  those  with  gastroin- 
testinal disease  only  1/16  survived  without  ab- 
dominal irradiation  despite  apparent  complete 
resection  in  all;  whereas,  9/24  receiving  post- 
operative irradiation  were  apparently  cured. 

There  is  no  consensus  among  pediatric  oncol- 
ogists for  any  single  treatment  regimen  for  these 
two  vicious  tumors.  Since  in  patients  with  ap- 
parent localized  disease  the  next  site  of  involve- 
ment is  often  extranodal — liver,  bone,  CXS,  skin, 
bone  marrow — one  cannot  rationally  choose  the 
site  or  sites  to  “prophylactically”  irradiate.  In 
patients  with  apparent  localized  disease  we  cur- 
rently favor  irradiation  of  the  gross  disease 
coupled  with  aggressive,  long-term  chemotherapy. 


Bone  and  Soft  Tissue  Tumors 

Ewing’s  Tumor 

Ewing’s  tumor  tends  to  arise  in  long  bones 
but  has  been  noted  virtually  everywhere  in  the 
skeleton.  Pathologists  have  difficulty  differentiat- 
ing Ewing’s  tumor  histologically  from  mestasta- 
tic  neuroblastoma  or  reticulum  cell  sarcoma. 
Urinary  VMA  determinations  occasionally  help 
to  rule  out  the  former.  These  tumors  metastasize 
early  to  lung  and  other  bones.  Because  Ewing’s 
tumor  is  quite  radiosensitive,  and  in  the  absence 
of  better  results  in  surgical  series,  the  most  prev- 
alent practice  is  to  irradiate  the  primary  lesion 
to  doses  between  5,000  and  6,000  rads  in  five 
to  six  weeks.  Faced  with  the  high  probability  of 
the  presence  of  occult  distant  metastases  at  the 
time  of  diagnosis,  it  is  now  recommended  that 
chemotherapy  be  administered  for  periods  up  to 
two  years.  Early  reports  indicate  that  cyclic  drug 
therapy  may  improve  the  salvage  rate.33 

Osteosarcoma 

Occasional  patients  with  osteosarcoma  have 
been  cured  with  radiation  alone,  but  the  general 
experience  has  been  that  this  tumor  is  extremely 
radioresistant.  Amputation  if  possible  is  the  pre- 
ferred form  of  managing  the  primary  lesion.  Pa- 
tients incurable  by  surgery  because  of  proven 
distant  metastases  can  occasionally  receive  sub- 
stantial palliation  when  doses  in  the  range  of 
5,000  rads  in  five  weeks  or  greater  are  adminis- 
tered to  a painful  or  ulcerated  primary. 

Histiocytosis-x 

Though  considered  by  most  a benign  process, 
there  are,  nevertheless,  patients  with  histiocyto- 
sis-x who  can  receive  substantial  benefit  from 
radiotherapy.  Solitary  lesions  of  bone  are  best 
treated  by  curettage,  which  is  often  therapeutic 
as  well  as  diagnostic.  Even  when  the  abnormal 
tissue  is  not  completely  removed,  it  is  prudent 
to  withhold  radiation  until  the  bony  lesions  be- 
come symptomatic  because  often  the  residual  dis- 
ease will  regress  spontaneously.  Pain  relief  and 
often  permanent  control  are  achieved  with  doses 
in  the  range  of  1,000  rads  in  one  week.  Soft  tissue 
lesions,  if  localized,  frequently  respond  to  doses 
of  the  same  magnitude.  Long-term  sequelae  from 
such  low  dose  treatment  are  virtually  nil.  More 
generalized  forms  of  the  disease  are  best  treated 
with  systemic  chemotherapy,  reserving  irradia- 
tion for  specific  local  problems. 
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Soft  Tissue  Sarcomas 

There  are  now  data  which  seriously  challenge 
the  dictum  that  sarcomas,  as  a class,  are  radio- 
resistant. Cassady  et  al  have  shown  that  embry- 
onal rhabdomyosarcoma  arising  in  the  orbit  can 
be  cured  with  radiation  alone  and  vision  retain- 
ed.Lindberg  reports  that,  though  apparently 
ineffective  in  dealing  with  rhabdomyosarcomas 
arising  in  the  nasopharynx,  radiation  therapy 
alone  or  in  combination  with  surgery  and  chemo- 
therapy controlled  7/7  patients  with  orbital 
lesions. 

Suit  has  irradiated  42  patients  with  soft  tissue 
sarcomas  following  excisional  biopsy  and  has 
noted  a 10%  local  failure  rate  at  two  years.^® 
In  many  of  this  group  the  traditional  surgical 
approach  would  have  been  either  amputation  or 
resection  of  the  bulk  of  the  adjacent  skeletal 
muscle.  The  local  recurrence  rate  following  such 
procedures  at  Memorial  Hospital  is  29%  with 
85%  of  the  failures  being  evident  at  two  years. 

It  would  now  seem  legitimate,  if  the  surgical  al- 
ternative were  amputation,  to  irradiate  the  tumor 
bed  following  excisional  biopsy  of  moderate-size 
sarcomas  arising  on  the  extremities.  In  the  event 
of  radiation  failure  or  a severe  local  necrosis,  an 
operation  similar  to  that  traditionally  applied 
could  still  be  performed  subsequently. 
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Surgical  Aspects  of  Childhood  Cancer 


Albert  H.  Wilkinson  Jr.,  M.D. 


Not  too  many  years  ago  parents  who  watched 
the  physician  examine  their  new  baby  knew  as  well 
as  the  doctor  did  that  before  their  baby  reached 
adult  life  he  would  have  to  survive  potentially 
life-threatening  infections.  And  he  would  have  to 
do  so  mostly  on  his  own  without  the  help  of  im- 
munizations and  antibiotics.  No  one,  physician  or 
parent,  considered  neoplastic  disease  as  a threat 
to  survival  of  the  child  into  adult  life.  Such  is  not 
the  situation  today.  About  4,000  deaths  due  to 
various  forms  of  cancer  strike  down  children  in 
the  United  States  each  year.  Malignancy  repre- 
sents the  second  leading  cause  for  death  in  child- 
hood— next  to  accidental  injury.  About  40%  of 
malignant  tumors  occurring  in  childhood  may 
require  surgical  management. 

The  baby  with  a tumor  cannot  say,  “my  side 
hurts”  or  “my  trousers  fit  tightly.”  He  cannot 
call  his  mother’s  attention  to  the  early  symptoms 
and  signs  of  neoplastic  growth  which  are  usually 
vague.  An  observant  mother  will  often  remark 
to  the  physician  that  her  baby  is  irritable  or,  per- 
haps, has  a prominence  or  enlargement  of  one  side 
of  the  abdomen.  Cough  with  hemoptysis  and 
changes  in  bowel  habits  while  helpful  in  suspect- 
ing malignant  disease  in  the  adult,  are  rarely  so  in 
the  child.  One  must  be  more  highly  suspicious  and 
thoroughly  investigate  persistent,  vague  deviations 
from  the  normal  pattern  of  growth  and  activity. 
Maybe  while  changing  diapers  she  thought  she  felt 
a lump  in  the  side.  Such  vague  observations  regis- 
tered by  a parent  are  often  the  earliest  detectable 
signs  of  a tumor  hidden  in  the  abdomen,  chest  or 
extremity  of  a child. 

Dr.  Wilkinson  is  Chief  of  Surgery  and  Tumor  Program  Di- 
rector, Hope  Heaven  Children’s  Hospital,  Jacksonville,  and 
Clinical  Assistant  Professor  of  Surgery  (Pediatric),  University 
of  Florida  College  of  Medicine,  Gainesville. 


Nothing  is  so  valuable  in  detecting  the  pres- 
ence of  a tumor  in  childhood  as  the  periodic 
physical  examination.  And  nothing  is  more  im- 
portant to  successful  surgical  management — to 
cure — than  the  careful  examining  hand  of  the 
physician  who  detects  the  cancer  early  while  it  is 
still  contained  at  the  original  site. 

The  malignant  neoplasms  of  childhood  are 
mostly  different  from  those  encountered  in  adults. 
Seldom  do  they  represent  mucosal  origin.  More 
often  they  represent  embroyonal  nests  of  tissue 
in  the  brain,  nervous  system,  kidney,  liver,  bone 
and  muscle. 

The  outlook  for  the  child  with  a malignant 
tumor  is  no  longer  dismal  as  it  was  in  the  distant 
past.  Rather  it  is  reasonable  for  those  who  en- 
counter children  with  solid  cancers  to  talk  in  terms 
of  70  year  cures!  Given  prompt  surgical  removal 
coupled  with  radiotherapy  and  chemotherapy,  par- 
ents can  be  often  encouraged  that  their  baby  with 
a malignant  tumor  has  a good  chance  for  survival 
to  adult  life. 

The  following  papers  concisely  present  the 
surgeon’s  responsibilities  in  the  problem  of  malig- 
nant neoplasia  usually  encountered  in  childhood: 

1.  Tumors  of  the  Central  Nervous  System 

2.  Retinoblastoma 

3.  Neuroblastoma 

4.  Wilms’  Tumor 

5.  Testicular  and  Bladder  Tumors 

6.  Carcinoma  of  the  Liver 

7.  Bone  Tumors 

8.  Soft  Tissue  Tumors 

► Dr.  Wilkinson,  241  Marshall  Taylor  Doctors 
Building,  Jacksonville  32207. 
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Brain  Tumors  of  Childhood 


L.  E.  White  Jr.,  M.D. 


Childhood  malignancies  involving  the  brain 
are  rare — but  real — the  usual  children’s  hospital 
admitting  eight  to  12  cases  per  year.  In  a mixed 
population  of  a large  urban  practice,  tumors  of 
childhood  would  constitute  approximately  10% 
of  brain  tumors  treated. 

The  tumors  tend  to  occur  (60%  or  more)  in 
the  posterior  fossa  and  produce  symptoms  of  in- 
stability. Histologically  there  is  within  the  major- 
ity of  these  lesions  an  equal  distribution  of  astro- 
cytoma and  medulloblastoma.  The  astrocytoma  is 
completely  resectable  in  many  cases.  This  is  par- 
ticularly true  when  the  tumor  is  cystic.  Some  of 
Harvey  Cushing’s  later  patients  with  cystic  astro- 
cytoma are  still  surviving.  In  contrast,  while  me- 
dulloblastoma is  rarely  cured,  when  it  is  treated 
with  conservative  operative  decompression  and 
irradiation,  the  patient  may  have  a better  life 
expectancy  than  the  typical  patient  with  carcino- 
ma of  the  lung. 

The  next  most  prominent  tumor  is  a benign 
congenital  cystic  hamartoma  known  also  as  the 
craniopharyngioma.  This  tumor  occurs  at  the  base 
of  the  brain  in  the  parasellar  area  and  displaces 
the  hypothalamus  and  pituitary  gland.  With 


Dr.  White  is  Professor  and  Chief,  Division  of  Neurological 
Surgery,  University  of  Florida  College  of  Medicine,  Gainesville. 


modern  endocrinologic  management,  which  in- 
cludes preoperative  functional  adrenal  cortex  and 
thyroid  hormone  replacement  and  stress-oriented 
operative  and  postoperative  endocrine  manage- 
ment, this  lesion  can  now  be  successfully  removed 
in  many  cases  followed  by  normal  life  expectancy. 
Even  in  cases  of  subtotal  removal  with  endocrino- 
logic assistance,  useful  life  can  be  maintained  by 
careful  attention  to  the  management  of  ventricular 
pressure. 

The  remaining  tumors  seen  with  significant 
frequency  are  the  highly  radiosensitive  pinealoma 
and  benign  papillomas  of  the  choroid  plexus. 
Highly  malignant  glioblastomas  are  rate  in  child- 
hood. Granulomatous  lesions  secondary  to  chronic 
inflammation  and  acute  brain  abscess  are  less  fre- 
quent with  the  proper  use  of  antibiotics. 

In  essence,  although  it  is  discouraging  to  en- 
counter a child  with  a brain  tumor,  the  physician 
should  not  despair  and  expert  assistance  should  be 
sought  at  the  earliest  convenience.  Early  definitive 
diagnosis  is  readily  possible  and  the  combination 
of  operative  neurologic  management  with  the  assis- 
tance of  the  radiotherapist  is  most  rewarding. 

^ Dr.  White,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 
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Current  Management  of  Retinoblastoma 


Jorge  A.  Ferrer,  M.D. 


Retinoblastoma,  if  properly  treated  in  its  early 
stages,  is  one  of  the  childhood  malignancies  with 
an  excellent  potential  for  cure  rate  (70%).  Early 
diagnosis  requires  the  services  of  a multidisciplin- 
ary team  including  specially  oriented  ophthalmol- 
ogists, cancerologists  and  radiotherapists.  Ex- 
treme care  must  be  exercised  in  examinations  to 
prevent  overlooking  malignancies  or  performing 
erroneous  enucleations  in  cases  of  retinal  dysplasia 
or  metastatic  endophthalmitis. 

Tumor  Management 

The  following  basic  treatment  criteria  has 
greatly  increased  the  survival  of  these  patients. 

1.  Intraocular  stage 

a.  Beginning:  Patients  with  small  tumors, 
either  single  or  multiple,  are  considered  in  this 
classification.  In  these  cases  it  is  extremely  im- 
portant to  look  for  other  small  translucent  tumors 
which  may  be  present  in  the  contralateral  eye.  It 
is  also  essential  to  examine  siblings  for  such  mini- 
mal lesions. 

Here  simple  radiation  therapy  (without 
chemotherapy)  will  kill  the  active  tumor  and 
“sterilize”  cells  with  malignant  potential. 

Cr\'o  and  light  coagulation  are  indicated  for 
lesions  4 to  6 disk  diameters  in  size  and  for  recur- 
rences when  irradiation  is  no  longer  possible. 

b.  Advanced:  Patients  with  more  than 

one  third  of  the  fundus  occupied  by  tumor  mass 
are  classified  as  advanced.  In  such  cases  with 
monocular  involv^ement,  enucleation  of  the  dis- 
eased eye  and  periodic  follow-up  of  the  other  eye 
for  five  years  is  indicated. 

In  bilateral  cases  with  extensive  tumors,  it  is 
advisable  to  perform  radiotherapy,  supplemented 
by  Systemic  chemotherapy.  Enucleation  of  the  less 
responsive  eye  follows. 


Dr.  Ferrer  is  Assistant  Professor  of  Ophthalmology  and 
Pediatrics,  Department  of  Ophthalmology,  University  of  Florida 
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2.  Optic  nerve  penetration 
.Approximately  50%  of  these  patients  die  due 

to  intracranial  invasion  through  the  optic  nerve. 
Enucleation,  therefore,  must  include  not  less  than 
5 mm.  of  nerve  stump.  It  is  not  necessary  to  cut  ; 
more  than  10  mm.  since  beyond  this  point  the 
malignancy  has  probably  already  invaded  the  sub- 
arachnoid space.  If  a microscopic  examination  | 
shows  tumor  in  a proximal  section,  a transcranial 
approach  for  resecting  more  nerve  would  be  use- 
less. In  this  instance,  radiation  would  be  the  best 
course.  * 

3.  Hematogenous  dissemination  * 

Since  a positive  bone  marrow  tap  indicates  that  1 > 

the  disease  process  has  become  terminal,  this  test 
should  always  be  given  at  the  initial  examination  I 

and  follow-up  visits.  If  positive,  treatment  should  P 

be  simple  and  aimed  at  making  the  patient  as 
comfortable  as  possible. 

Chemotherapic  Agents 

.Although  the  superiority  of  any  one  drug  has 
not  been  proven,  TEAI  (triethylenemelamine)  is 
indicated  for  intracarotid  injections.  In  other 
cases,  cyclophosphamide  is  preferred  by  many  be- 
cause of  its  minimal  toxicit}'’  (reversible  bone  mar- 
row depression,  patchy  alopecia).  i 

Genetic  Advice 

1.  Survivors  should  not  procreate  as  there 
exists  no  way  to  differentiate  a sporadic  from  a 
genetic  case  (dominant  pattern). 

2.  Xo  member  in  the  family  should  procreate 

if  there  are  two  or  more  affected  members.  i 

3.  Bilateral  cases,  more  likely  to  be  familial, 

generate  restrictions  as  above.  I 

4.  Parents  of  isolated  affected  children  should 

be  warned  of  the  l%-6%  chance  of  having  other 
children  with  similar  problems.  ! 

^ Dr.  Ferrer,  University  of  Florida  College  of  j 
Medicine,  Gainesville  32601. 
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Diagnosis  and  Management  of 
Neuroblastoma  in  Children 


Michel  Gilbert,  M.D. 


Neuroblastoma  is  one  of  the  most  common 
malignancies  in  childhood.  These  tumors  account 
for  about  8%  of  cancer  deaths  in  children  as  com- 
pared with  5.5%  in  Wilms’  tumor.  Neuroblastoma 
arises  either  from  the  adrenal  medulla  or  from  the 
sympathetic  nervous  system.  Most  of  these  tumors 
are  retroperitoneal;  however,  extra-abdominal 
origins  are  not  uncommon.  Twenty  patients  with 
neuroblastoma  were  treated  at  Variety  Children’s 
Hospital  in  the  past  ten  years.  Eleven  had  pri- 
mary retroperitoneal  tumors,  eight  had  primaries 
in  the  chest  (two  of  which  had  spinal  cord  involve- 
ment), and  one  patient  had  primary  tumor  in  the 
neck.  It  does  appear  that  lesions  located  in  a 
position  in  which  early  diagnosis  is  likely  (such 
as  the  neck)  will  give  high  cure  rates  as  compared 
to  lesions  located  in  a position  in  which  late  diag- 
nosis is  likely,  as  in  the  abdomen.  About  50%  of 
abdominal  neuroblastomas  are  seen  in  the  first 
two  years  of  life.  Only  a small  percentage  of 
neuroblastomas  are  diagnosed  in  patients  after 
five  years  of  age.  The  incidence  of  long-term  sur- 
vivors is  5-6  times  higher  in  children  under  two 
years  of  age  as  contrasted  to  children  over  two 
years  of  age. 

Clinical  Manifestations 

The  presence  of  an  abdominal  mass  is  the  most 
common  clinical  manifestation.  This  mass  is  firm 
in  consistency,  lobulated,  and  commonly  crosses 
the  midline.  Hemorrhage  into  the  tumor  may 
cause  a sudden  enlargement.  As  compared  to  chil- 
dren with  Wilms’  tumor,  these  patients  usually  are 
sick  and  have  pain,  weight  loss,  weakness,  irrita- 
bility, and  anemia.  Quite  often,  the  first  symp- 
toms are  not  secondary  to  the  tumor  mass  but  to 
the  metastases.  The  tumor  metastasizes  widely 
both  by  lymphatics  and  the  blood  stream.  The 
regional  lymph  nodes,  bones,  and  orbits  are  com- 
monly involved.  The  liver,  skin,  and  subcutaneous 


tissue  are  also  relatively  frequent  metastatic  sites. 
Curiously,  pulmonary  metastases  are  infrequent. 
More  than  50%  of  patients  have  metastases  at  the 
time  of  diagnosis.  The  presenting  complaints  may 
be  bone  pain  or  periorbital  swelling,  and  ecchy- 
mosis  (Fig.  1). 

Radiological  Findings 

Plain  abdominal  and  chest  films  may  demon- 
strate a mass  showing  microcalcifications.  Radio- 
graphic  dye  for  intravenous  pyelograms  prefera- 
bly should  be  injected  into  a vein  in  the  lower 
extremity.  In  this  way  an  inferior  vena-cavagram 


Dr.  Gilbert  is  Chief  of  Pediatric  Surgery  and  pirector  of  ^*8;  metastatic  neuroblastoma  (note 

Surgical  Services,  Variety  Children’s  Hospital,  Miami.  periorbital  ecchymosis). 
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Fig.  2. — I.V.P.  showing  downward  displacement  of  left 
kidney. 


and  pyelogram  can  be  obtained  from  the  same 
injection.  Classically,  the  affected  kidney  is  dis- 
placed downward  and/or  laterally  (Fig.  2).  Usu- 
ally the  kidney  outline  is  maintained  and  hydro- 
nephrosis or  calyceal  deformity  is  rarely  seen. 
Lateral  films  should  be  taken.  Because  of  the  fre- 
quency of  osseous  metastases,  a skeletal  survey  is 
ordered  in  all  patients  suspected  of  having  neuro- 
blastoma. The  skull  along  with  the  head  and  neck 
of  the  femur  are  usually  the  first  bones  to  be  in- 
volved with  metastasis.  Later  practically  all  bones 
may  be  affected. 

Laboratory  Findings 

.Anemia  may  be  present  in  25%  of  patients. 
Bone  marrow  examination  is  of  value  only  if  posi- 
tive but  should  be  a routine  examination  in  all 
patients  suspected  of  this  highly  malignant  tumor. 


Urinary  excretion  of  vanylmandelic  acid  (VMA) 
and  homovanillic  acid  (HVA)  is  increased  with 
most  patients  with  neuroblastoma  and  is  useful 
in  the  postoperative  care  of  the  patient. 

Treatment 

.Abdominal  palpation  is  kept  to  a minimum. 
-An  adequate  amount  of  blood  is  crossmatched,  and 
a large  bore  catheter  is  inserted  into  an  arm.  A 
cut-down  in  the  leg  vein  should  not  be  done  in 
patients  with  abdominal  tumors,  particularly  if  the 
tumor  extends  across  the  midline  or  if  the  inferior 
vena-cavagram  shows  occlusion  of  the  vessel.  As 
much  of  the  primary  tumor  is  removed  as  is  con- 
sistent with  safety  and  good  surgical  principles.  If 
total  excision  is  impossible  due  to  local  extension 
of  the  tumor,  then  a partial  excision  should  be 
done.  This  has  been  our  policy  at  \"ariety  Chil- 
dren’s Hospital,  even  in  the  presence  of  distant 
metastasis.  Partial  excision  is  not  in  accord  with 
the  usual  precepts  of  cancer  surgery.  Many  au- 
thors, however,  have  described  a higher  rate  of 
survival  in  partial  resections  as  compared  to  a sim- 
ple biopsy.  In  planning  the  operative  procedure, 
the  surgeon  should  remember  that  spontaneous 
remissions  can  occur,  and  that  x-rays  and  chemo- 
therapeutic agents  can  be  used  to  shrink  the 
remaining  tumor.  One  should  not,  therefore,  jeop- 
ardize a child’s  chance  to  survive  with  a life- 
ihreatening  operation.  If  the  entire  mass  is 
unresectable,  unroofing  the  tumor  and  aspiration 
of  the  necrotic  material  should  be  done.  The  bed 
of  the  tumor  and  any  remaining  tumor  should  be 
marked  with  radiopaque  clips.  In  this  way  the 
course  of  the  remaining  tumor  can  be  evaluated 
radiographically.  In  those  instances  where  the 
tumor  is  completely  excised  with  no  evidence  of 
metastases  by  x-ray,  bone  marrow  aspiration  and 
catecholamine  studies,  further  treatment  is  unnec- 
essary. However,  faced  with  a nonresectable  or 
partially  resectable  tumor  and/or  metastasis,  a 
clear  indication  for  x-ray  therapy  plus  cytotoxic 
modalities  exist.  The  latter  include  several  agents 
of  which  the  most  efficacious  are  cyclophospha- 
mide (Cytoxan)  and  vincristine. 

^ Dr.  Gilbert,  Variety  Children’s  Hospital,  Miami 
33155. 
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Tumors  of 


the  Genitourinary  Tract 

Wilms’  Tumor 


H.  Warner  Webb,  M.D. 


In  1899  a German  surgeon,  Max  Wilms,  re- 
ported a childhood  tumor  of  the  kidney  which  he 
correctly  assumed  was  from  pluripotential  cells  in 
the  embryonic  anlage  of  the  kidney.  Although  ac- 
curately described  on  several  occasions  by  earlier 
authors,  this  tumor  and  the  name  of  Wilms  have 
been  irEseparably  associated  since  the  publication 
of  his  treatise. 

Wilms’  tumor,  known  also  (and  perhaps  more 
accurately)  as  embryoma  of  the  kidney  and  also 
as  embryonal  adenomyosarcoma,  is  one  of  the 
most  common  malignant  tumors  of  childhood.  It  is 
exceeded  in  incidence  only  by  leukemia  and  tumors 
of  the  central  nervous  system,  and  in  some  series 
by  neuroblastoma.  In  any  small  child  with  an  ab- 
dominal mass,  there  is  a 50%  likelihood  that  the 
mass  will  have  its  origin  from  the  urinary  tract, 
and  approximately  one  out  of  three  of  those  will 
be  a Wilms’  tumor. 

Histologically,  as  the  noneponymic  names  im- 
ply, the  tumor  shows  a picture  of  varied  cellular 
differentiation  from  pluripotential  embryonic  cells. 
Thus  one  may  encounter  highly  undifferentiated 
cells  in  addition  to  a combination  of  more  differ- 
entiated elements  such  as  smooth  or  striated  mus- 
cle, abortive  renal  tubules  and  glomeruli,  cartilage 
and  fat.  Usually  there  is  no  correlation  between 
the  histologic  makeup  and  the  prognosis  in  the 
individual  case,  although  there  has  been  recent 
evidence  that  certain  tumor  types  predominate  in 
the  small  infant  and  this  correlates  with  the 
strikingly  higher  survival  rate  in  that  group. 

One  of  the  most  outstanding  findings  in  the 
usual  case  of  Wilms’  tumor  is  the  virtual  absence 
of  symptoms.  The  tumor  is  usually  discovered 
only  when  it  is  either  palpable  or  visible  by  parent 
or  physician.  This  is  in  direct  contrast  to  renal 
tumors  in  the  adult  where  hematuria  or  pain  are 
the  most  likely  causes  for  seeking  medical  atten- 

Dr.  Webb  is  attending  Pediatric  Surgeon  and  Chief,  Section 
of  Urology  Hope  Haven  Childrens  Hospital,  Jacksonville. 


tion.  The  paucity  of  symptoms  is  a clinical  fact 
which  also  helps  to  differentiate  this  lesion  from 
the  equally  common  adrenal  neuroblastoma,  since 
children  with  the  latter  disease  are  usually  sick 
with  anemia,  weight  loss,  or  more  specific  symp- 
toms. 

Diagnosis 

Once  an  abdominal  mass  has  been  discovered 
it  is  then  incumbent  on  the  physician  to  determine 
its  nature.  Certain  physical  characteristics  of 
Wilms’  tumor  help  to  confirm  its  presence.  These 
include  its  origin  deep  in  the  flank,  its  unilaterality 
(usually),  its  moveability  (usually)  and  its  firm 
rubbery  feel.  All  of  these  characteristics  are  sub- 
ject to  variable  interpretation,  however,  and  in 
all  instances  an  intravenous  pyelogram  is  re- 
quired to  confirm  the  diagnosis.  The  absence  of 
function  of  the  kidney  in  question  usually  signifies 
hydronephrosis  rather  than  Wilms’  tumor,  since 
there  is  always  function  with  the  latter  unless 
there  is  vascular  occlusion  by  tumor.  This  latter 
happening  can  frequently  be  determined  by  the 
performance  of  an  inferior  vena-cavagram.  The 
characteristic  roentgen  finding  with  Wilms’  tumor 
is  one  of  marked  intrarenal  distortion  of  the  pelvi- 
calyceal  system,  without  disturbance  of  the  renal 
axis  itself.  Neuroblastoma,  on  the  other  hand, 
usually  shows  very  little  calyceal  distortion,  but 
the  kidney  is  considerably  displaced  from  its  usual 
position.  The  intravenous  pyelogram  allows  not 
only  an  accurate  diagnosis  in  most  instances,  but 
also  a careful  assessment  of  the  opposite  kidney 
both  for  function  and  for  the  presence  of  bilateral 
tumor  involvement.  A chest  x-ray  must  always  be 
obtained  since  the  lungs  are  the  most  common  site 
of  distant  metastasis. 

Treatment 

The  primary  treatment  of  Wilms’  tumor  is  sur- 
gical removal.  In  the  case  of  unilateral  tumor  with 
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a normal  opposite  kidney,  this  means  a complete 
nephrectomy.  In  those  rare  instances  where  the 
tumor  arises  in  a solitary  kidney  or  a horseshoe 
kidney,  then  a partial  nephrectomy  is  of  course 
indicated.  With  bilateral  tumors,  a situation  which 
occurs  3-5%  of  the  time,  a complete  nephrectomy 
is  done  on  the  side  of  the  larger  tumor  and  a par- 
tial resection  is  done  on  the  remaining  side.  Cer- 
tain cardinal  principles  of  tumor  surgery  should 
be  kept  in  mind:  wide  adequate  exposure,  careful 
handling  of  the  tumor,  early  ligation  of  venous 
drainage,  careful  removal  of  regional  lymph  nodes 
and  en  bloc  removal  of  any  contiguously  involved 
tissues. 

X-ray  therapy  has  been  a very  helpful  adjunct 
to  surgery  and  is  almost  universally  used  postoper- 
atiively.  In  recent  years  there  has  been  a trend  to 
withhold  x-ray  therapy  in  infants  under  one  year 
of  age  because  of  the  low  incidence  of  metastases 
and  high  survival  rate  in  this  group.  X-ray  thera- 
py, however  helpful,  is  not  without  occasionally 
serious  side  effects.  With  newly  acquired  expertise 
and  equipment,  and  by  keeping  the  total  radiation 
limited,  these  distressing  consequences  can  be 
minimized  or  eliminated.  Radiation  therapy  is  an 
especially  valuable  tool  in  the  treatment  of  the  all 
too  frequent  pulmonary  metastases  from  Wilms’ 
tumor.  Many  long-term  cures  have  been  obtained 
using  radiation  and  chemotherapy  and  occasional- 
ly surgical  removal  of  metastatic  tumor  in  the 
lung.  Chemotherapy  will  be  discussed  under  a 
separate  section  of  this  issue,  but  it  should  be 
noted  that  the  advent  of  dactinomycin  and  more 


recently  vincristine  have  been  major  factors  in  the 
improved  management  of  children  with  Wilms’ 
tumor. 

There  are  two  other  tumors  of  the  genitouri- 
nary tract  which  occur  with  sufficient  frequency  to 
warrant  inclusion  in  a review  of  this  t3q)e.  Em- 
bryonal rhabdomyosarcoma,  commonly  known  as 
sarcoma  botryoides,  may  arise  from  the  bladder  in 
either  sex  and  from  the  prostate  and  vagina  or 
uterus.  Adequate  treatment  usually  requires  radi- 
cal surgical  exenteration  with  urinary  diversion. 
X-ray  and  chemotherapy  are  of  limited  value,  but 
in  some  instances  may  afford  significant  palliation. 

Many  types  of  testicular  tumors  have  been 
described  in  childhood,  but  those  of  germinal 
origin  are  by  far  the  more  common.  They  include 
embryonal  carcinomas,  teratocarcinomas  and  sev- 
eral less  commonly  described  varieties.  A pre- 
dominant number  of  these  tumors  are  in  the  first 
year  of  life,  some  being  present  at  birth.  Any  un- 
explained testicular  swelling  at  any  age  should  be 
considered  suspicious  and  will  usually  lead  to  ex- 
ploration of  the  testicle.  Surgery  involves  com- 
plete removal  of  the  testicle  with  high  division  of 
the  cord  structures.  The  place  of  retroperitoneal 
lymph  node  dissection  is  not  universally  agreed 
upon,  but  this  procedure  is  less  commonly  done 
and  probably  less  often  indicated  in  the  small  in- 
fant, where  the  survival  rate  is  much  higher  than 
in  older  children. 

y Dr.  W'ebb,  241  Marshall  Taylor  Doctors  Build- 
ing, Jacksonville  32207. 


Look  For  a Delayed-Action  Brake  on  Medicare  Fees 

Though  Medicare  reimbursement  is  already  frozen  at  the  7Sth  percentile  of  1970  fees,  the  new 
price  freeze  is  likely  to  exert  a long-range  influence  on  fees.  Unless  Medicare’s  reimbursement  formula 
is  changed  by  pending  legislation,  the  program  will  update  its  payment  levels  next  year — with  frozen 
1971  fees  limiting  new  payments. 
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Liver  Tumors  In  Children 


Barry  F.  Sachs,  M.D. 


Much  of  the  pessimism  that  had  previously 
surrounded  this  subject  has  been  dispelled  by  in- 
creased sophistication  in  diagnostic  radiology,  by 
the  application  of  new  and  improved  concepts  of 
surgical  anatomy,  operative  technique,  postopera- 
tive care,  and  new  information  provided  by 
improved  reporting  of  pediatric  tumors.  The  im- 
provement in  the  collection  and  analysis  of  tumor 
information  has  provided  clarification  of  many  of 
the  pathologic  entities  that  present  as  mass  lesions 
of  the  liver  and  has  documented  experience  with 
many  tumors  that  can  be  accurately  diagnosed 
and  successfully  treated.^’-  The  liver  is  the  third 
most  frequent  anatomic  site  for  intraabdominal 
neoplasms  and  is  involved  with  three  distinct 
groups  of  tumors.  These  tumor  types  differ  in  the 
age  of  onset,  clinical  pattern  of  symptoms  and 
prognosis.  An  understanding  of  the  existence  of 
different  types  of  liver  tumors,  many  of  which  are 
curable,  is  important  as  we  face  the  diagnostic  and 
therapeutic  challenge  of  a child  with  a liver  tumor. 

Clinical  and  Pathologic  Patterns 

Liver  tumors  can  be  simply  classified  into 
malignant,  benign  and  vascular. 

Malignant  tumors^--^  represent  approximately 
one  half  of  all  liver  neoplasms  and  are  of  two 
clinical  and  histologic  types,  each  one  affecting  a 
characteristic  age  group  with  a specific  pattern  of 
symptoms,  children  under  three  years  and  chil- 
dren over  three.  Children  under  three  years 
present  with  a history  of  progressive  abdominal 
enlargement  observed  by  the  parent  or  with  an 
asymptomatic  mass  palpated  by  the  physician. 
Associated  symptoms  are  not  constant  and  are 
usually  non-specific,  including  failure  to  gain 
weight,  vomiting,  diarrhea,  reduced  appetite,  or 
irritability.  Pathologically  these  are  found  to  be 
hepatoblastomas  (mixed  or  epithelial  t}q)e). 


Dr.  Sachs  is  Consultant,  Childrens  Tumor  Board  and  At- 
tending Surgeon,  Pediatric  Surgical  Service,  Hope  Haven  Chil- 
dren’s Hospital,  Jacksonville. 
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Approximately  one  third  of  malignant  tumors 
will  occur  in  children  over  three  years  and  the 
symptoms  in  these  children  are  different.  Pain  is 
a frequent  complaint,  particularly  localized  to  the 
epigastrium  or  right  upper  abdomen  and  is  often 
described  as  a soreness  and  can  be  dull  and 
chronic,  or  sharp,  severe  and  sudden.  Physical 
findings  are  generally  limited  to  the  presence  of  a 
firm  irregular  upper  abdominal  or  epigastric  mass. 
The  general  clinical  appearance  is  variable  and 
many  of  these  children  appear  to  be  in  good  gen- 
eral health  although  some  may  appear  chronically 
ill  and  others  can  present  with  an  acute  illness 
produced  by  bleeding  of  the  tumor  into  the  peri- 
toneal cavity.  Occasionally  fever  and  pallor  are 
present.  Ascites  and  jaundice  are  unusual.  The 
pathology  of  these  tumors  is  also  different;  his- 
tologically they  are  hepatocellular  carcinomas. 

Benign  tumors  include  a variety  of  histologic 
entities  including  mesenchymal  hamartoma,®  focal 
hyperplasia,  hepatocellular  adenoma,  teratoma, 
fibroma,  and  lymphangioma.  These  present  in 
children  of  all  ages,  usually  as  an  asymptomatic 
mass  detected  during  a physical  examination  for 
unrelated  complaints. 

Tumors  of  vascular  origin®  have  certain  clini- 
cal characteristics  that  assist  in  diagnosis.  They 
occur  in  children  under  six  months  and  often  pres- 
ent with  congestive  heart  failure  or  abdominal  dis- 
tention. Observation  of  cutaneous  hemangiomas  is 
a valuable  diagnostic  clue  in  any  child  with  an 
abodminal  mass  or  hepatomegaly.  Histologically 
these  are  cavernous  hemangiomas  or  hemangioen- 
dotheliomas. Occasionally  they  may  present  with 
sudden  intraabdominal  bleeding  which  produces 
acute  symptoms  of  blood  loss  and  peritonitis. 
Anemia  and  thrombocytopenia  are  frequent  and 
the  latter  is  an  important  diagnostic  finding. 

Diagnosis  and  Treatment 

The  radiographic  evaluation  of  a child  with 
an  abdominal  mass  must  procede  in  a logically 
planned  manner.  The  potential  yield  from  a par- 
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ticular  study  should  be  considered  before  it  is 
ordered.  .Abdominal  survey  films  may  reveal  sig- 
nificant calcification  or  other  abdominal  masses. 
The  chest  x-ray  is  essential  because  of  the  high 
incidence  of  metasta.^es  to  the  lung  by  malignant 
liver  tumors  and  the  presence  of  cardiomegaly  in 
vascular  tumors.  .A  skeletal  survey  is  necessary 
because  malignant  liver  tumors  metastasize  to 
bones.  The  first  contrast  study  should  be  a com- 
bined inferior  vena  cavagram  and  intravenous 
pyelogram  with  lateral  films.  .Angiography  with 
selective  celiac  studies  should  be  considered  both 
for  diagnostic  evaluation  and  as  an  important  pre- 
operative study  to  define  the  surgical  anatomy. 
Cholecystogram  and  intravenous  cholangiogram 
are  occasionally  of  value  in  localization  of  the 
tumor.  Barium  studies  of  the  upper  intestine  and 
colon  provide  little  direct  diagnostic  or  therapeutic 
information  and  will  usually  show  displacement. 
They  are  of  limited  value  and  frequently  impede 
the  work-up  by  delaying  the  more  important 
angiographic  studies. 

The  improved  technology  of  liver  scanning, 
particularly  the  use  of  technetium  sulfide  (Tc  99 
m)  has  greatly  facilitated  the  use  and  value  of 
liver  scans  in  infants  and  children. * 

Liver  function  studies  tend  to  be  normal  and 
hyperbilirubinemia  is  uncommon.  Occasionally  a 
slight  elevation  of  alkaline  phosphatase  and  SCOT 
is  found  but  these  changes  are  not  specific.  Inter- 
pretation of  alkaline  phosphatase  values  in  chil- 
dren is  difficult  as  the  normal  value  is  higher  than 
in  adults  and  is  more  variable.  The  presence  of 
very  high  enzymes  suggests  a diagnosis  other  than 
liver  tumor,  or,  in  certain  instances,  a liver  car- 
cinoma superimposed  on  nodular  cirrhosis.  In  far 
advanced  liver  malignancies  liver  function  can  be 
significantly  deranged.  The  demonstration  of 
alpha-one  fetoglobulin  is  strong  supporting  evi- 
dence for  the  presence  of  hepatocellular  carcinoma. 

Needle  biopsy  is  mentioned  only  to  be  con- 
demned— not  only  can  it  produce  serious  hemor- 
rhage and  rupture  of  the  tumor,  but  the  tissue 
sample  obtained  can  be  misleading.  The  decision 
to  obtain  tissue  for  diagnosis  demands  exploratory 
laparotomy  with  preparation  for  possible  curative 
resection. 

Liver  tumors  can  produce  acute  abdominal 
pain  and  can  mimic  the  more  common  intraab- 
dominal inflammatory  conditions  for  which  emer- 
gency surgery  is  frequently  done  at  night.  Faced 
with  the  presence  of  a liver  tumor,  the  surgeon 
must  be  prepared  to  back  out  and  avoid  incom- 


plete and  dangerous  attempts  at  removal  under 
less  than  optimal  conditions. 

The  treatment  and  cure  of  liver  tumors  is  sur- 
gical.^ The  surgery  must  be  carried  out  as  an 
elective  planned  procedure  and  the  surgeon  must 
be  prepared  to  enter  the  chest  for  control  of  the 
proximal  vena  cava,  he  must  be  knowledgeable 
of  the  more  recently  defined  segmental  anatomy 
of  the  liver,  blood  must  be  transfused  through  the 
jugular  vein,  venous  pressure  must  be  monitored 
and  the  metabolic  derangements  of  hepatic  resec- 
tion (hypoglycemia,  hypoalbuminemia,  reduced 
fibrinogen  and  associated  clotting  disorders)  must 
be  recognized  and  effectively  treated.  The  effect 
of  postoperative  chemotherapeutic  agents  on  liver 
regeneration  must  be  appreciated. The  role  of 
radiotherapy  and  chemotherapy  remains  to  be 
defined;  at  this  time  they  serve  only  as  adjuncts 
and  successful  treatment  is  based  on  proper  sur- 
gical excision. 

Results 

The  results  of  treatment  have  been  steadily 
improving.  Benign  liver  tumors  and  vascular 
tumors  can  be  successfully  treated  and  many  series 
report  no  fatalities.  Survival  rates  between  25% 
and  50%  have  been  reported  in  children  with 
hepatoblastomas  in  whom  curative  liver  resections 
were  possible.!^  In  the  presence  of  metastatic  or 
nonresectable  disease  results  are  dismal,  although 
reports  of  occasional  success  are  noted.^2  Results 
in  older  children  with  hepatocellular  carcinoma  are 
poor.  The  promise  of  total  hepatectomy  and  liver 
transplantation  as  an  effective  treatment  for  malig- 
nant liver  tumors  has  not  been  achieved  and  the 
results  are  disappointing.^^ 

Conclusions 

.All  physicians  involved  in  the  primary  care  of 
children  must  be  aware  of  the  variety  of  clinical 
patterns  presenting  in  children  with  liver  tumors: 
older  children  with  chronic  abdominal  pain,  in- 
fants with  cutaneous  hemangiomas  and  heart  fail- 
ure, and  children  of  all  ages  with  asymptomatic 
abdominal  masses,  acute  abdominal  pain  or  intra- 
abdominal bleeding  requiring  emergency  surgery. 

.A  high  index  of  suspicion  is  fundamental  to 
early  diagnosis.  Palpation  of  the  abdomen  is  the 
best  “cancer  check-up”  a child  can  have.  Diag- 
nostic evaluation  should  proceed  along  logical  lines 
to  quickly  obtain  the  most  information  with  the 
least  patient  discomfort  and  e.xpense.  Proper  diag- 
nosis can  lead  to  appropriate  planned  curative 
surgery  with  low  mortality  and  morbidity.  Liver 
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tumors  are  curable  if  diagnosed  early  and  treated 
surgically.  Earlier  diagnosis  and  more  aggressively 
skilled  treatment  can  make  them  even  more  so. 

E.xperience  with  tumors  of  childhood  must  be 
pooled  and  shared  in  order  to  provide  optimal 
treatment  for  the  next  child  who  will  present  with 
a neoplastic  disease. 
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Fewer  Court  Appearances  for  Doctors 

That  could  become  a growing  trend  now  that  the  Ohio  Supreme  Court  is  putting  its  weight  behind 
the  use  of  video-taped  testimony.  The  court  says  lawyers  should  take  depositions  on  tape  “in  the  doc- 
tor’s office  at  his  convenience”  when  necessary  in  order  to  avoid  trial  postponements  caused  by  un- 
availability of  busy  M.D.s.  At  least  two  other  states  use  video  tape  in  court. 


What  Next  For  National  Health  Insurance? 

The  President’s  reordering  of  priorities  may  give  only  catastrophic  insurance  a chance  of  quick 
Congressional  consideration — if  Senator  Russell  Long  (D.,  La.)  tacks  it  to  a House-passed  Social  Se- 
curity bill  as  he’s  said  he  may. 
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Primary  Bone  Tumors  in  Children 

Richard  G.  Dedo,  M.D. 


While  statistically  “cancer”  in  children  is  not 
common,  perhaps  20%  of  these  lesions  are  neo- 
plasms involving  bone.  For  the  practitioner  the 
rare  bone  lesion  maj’  present  a seemingly  over- 
whelming problem,  but  understanding,  a definite 
approach  aimed  at  establishing  a diagnosis,  and  a 
knowledge  of  facilities  available  to  him  eases  the 
burden  considerably. 

Some  generalizations  about  these  neoplasms 
are  valid  and  will  help  in  formulating  an  approach 
to  the  problem: 

The  job  of  the  primary  physician  is  to  estab- 
lish a diagnosis  and  the  cooperation  of  the  radiol- 
ogist and  pathologist  is  essential. 

The  rather  limited  ability  of  bone  to  react  to 
a neoplasm  can  be  recognized  but  is  not  specific 
for  a given  tumor. 

Biopsy  is  essential  for  diagnosis. 

The  growing  child  contributes  to  the  diagnosis 
by  virtue  of  his  age  but  complicates  the  diagnosis 
with  the  open  epiphyseal  plate. 

The  chance  of  cure  is  much  smaller  for  a recur- 
rence, so  the  first  attack  is  the  most  important. 

Benign  lesions  in  the  skeletal  system  of  a 
growing  child  are  many  times  more  common  than 
malignant  ones. 

Amputation  is  not  an  enormous  disability. 

Before  considering  the  clinical  problem,  it  is 
important  to  understand  and  to  have  a working 
classification  of  neoplasms  that  involve  bone. 
Standard  reference  texts  such  as  those  of  Jaffe  and 
Lichtenstein  are  too  detailed  to  provide  a survey 
of  tumors. 

' Dr.  Enneking,  in  his  “Principles  of  Musculo- 
skeletal Pathology',”  has  provided  an  e.xcellent 
overview  of  these  lesions:  “Of  the  primary  sar- 
comas there  are  two  general  groups.  One  group  is 
composed  of  the  tumors  that  arise  from  the  mesen- 
chymal, matrix  forming  cells  of  the  bone  itself. 
This  would  then  include  the  osteosarcoma  (bone), 
chondrosarcoma  (cartilage),  fibrosarcoma  (con- 


Dr.  Dedo  is  Chief  and  -Assistant  Professor  of  Orthopedic 
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nective  tissue),  and  chordoma  (notochord).  This 
group  of  lesions  tends  to  destroy  the  surrounding 
bone,  is  insensitive  to  irradiation  or  chemotherapy, 
and  occurs  most  commonly  about  the  end  of  the 
long  bones.  The  second  group  arises  from  the  cells 
housed  within  the  bones  and  would  include  the 
myelomas  (plasma  cells),  reticulum  cell  sarcoma 
(reticular  cells),  the  Ewing’s  sarcoma,  and  vascu- 
lar lesions  (endothelial  and  related  cells),  and  the 
giant  cell  sarcoma.  These  lesions  are  prone  to 
creep  through  the  marrow  spaces  insidiously,  be 
sensitive  to  radiation  and  or  chemotherapy,  and 
occur  in  areas  of  the  skeleton  housing  hematopoie- 
tic marrow.” 

Tissue  Diagnosis 

The  clinical  approach  to  the  problem  of  “bone 
tumors”  is  directed  toward  establishing  a tissue 
diagnosis.  The  history,  physician  examination, 
and  radiographic  features  of  the  lesion,  cor- 
related with  appropriate  laboratory  examinations, 
provide  the  framework  for  the  differential  diag- 
nosis; the  radiologist  and  pathologist  help  in 
planning  the  procedure,  and  the  biopsy  will  estab- 
lish the  diagnosis  in  most  cases.  The  purpose  of 
this  discussion  is  to  help  the  physician  who  first 
sees  the  child  with  a skeletal  malignancy  plan 
and  understand  a logical  work-up. 

The  history  of  minor  trauma,  swelling,  pain, 
and  limited  use  of  an  arm,  or  limp  if  a leg  is  in- 
volved is  certainly  common  in  the  first  two  de- 
cades. When  physical  examination  reveals  a mass, 
dilated  venous  pattern,  swelling  distal  to  the  mass, 
pain  on  palpation  and  decreased  joint  motion  com- 
pared with  the  normal  side  “neoplasm”  must  be 
considered.  As  with  growth  problems  and  fracture 
care,  the  open  epiphyseal  plate  adds  a variable  not 
present  in  adults,  and  comparison  films  of  the 
other  extremity  should  be  ordered  at  the  same  time 
for  standardization  of  technique  for  comparison. 

The  radiograph  can  contribute  to  the  find 
diagnosis  by  presenting  a mute  history  of  the 
lesion.  Bone  reacts  to  a neoplasm  by  osteoclastic 
resorbtion  of  bone  or  the  osteoblastic  deposition 
of  reactive  bone. 
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Two  important  considerations  to  be  given  a 
radiograph  are  the  location  within  the  bone,  both 
in  relation  to  the  cortex  and  to  the  epiphyseal 
plate,  and  the  appearance  of  the  entire  bone  com- 
pared with  the  other,  normal  side.  Is  there  a gen- 
eralized loss  of  density  indicating  a relatively  long 
standing  condition,  or  an  alteration  of  bone  tex- 
ture? Finally,  is  there  a correlation  between  the 
clinical  and  radiographic  appearance  of  the  soft 
tissue  in  regard  to  edema,  atrophy,  or  calcifica- 
tion? 

The  significance  of  the  laboratory  examina- 
tions is  appreciated  when  the  proper  correlation 
is  made  with  the  clinical  and  radiographic  findings. 
The  CBC,  sometimes  considered  routine,  may 
show  the  anemia  of  a widespread  malignant  dis- 
ease, and  the  differential  can  pinpoint  cell  type. 
Serum  calcium  is  elevated  in  disorders  in  which 
bone  is  being  destroyed.  Serum  alkaline  phos- 
phatase levels  reflect  osteoblastic  activity  and, 
therefore,  would  be  associated  with  the  production 
of  bone.  “Normal”  alkaline  phosphatase  levels  in 
children  and  adolescents  may  be  up  to  twice  that 
of  an  adult,  however,  and  the  use  of  automated 
laboratory  equipment  has  decreased  the  value  of 
this  determination  for  the  problem  under  consider- 
ation. Serum  protein  and  serum  electrophoresis 
should  be  performed  to  exclude  diseases  which 
may  be  considered  in  the  differential  diagnosis. 

During  the  work-up  of  a child  with  a bone 
lesion,  a differential  diagnosis  will  evolve  and  it  is 
certainly  appropriate  to  point  out  some  special 
problems.  Pyogenic  osteomyelitis  can  mimic  a 
primary  skeletal  malignancy  in  its  often-seen 
metaphyseal  location,  duration  of  symptoms,  ra- 
diographic appearance  and  physical  findings. 
Other  infections  such  as  tuberculosis,  the  rare 
fungal  lesions  and  parasites  must  be  considered. 
Rickets,  scurvy,  and  metabolic  disorders,  both 
congenital  and  acquired,  present  primarily  in  the 
first  two  decades.  Sickle  cell  disease  and  trait  may 
be  brought  to  the  physician’s  attention  on  routine 
x-ray  examination.  Finally,  the  active  periosteum 


of  a growing  child  may  produce  exuberant  callus 
in  response  to  minor  trauma  which  has  produced 
an  incomplete  (greenstick)  fracture  that  has  gone 
untreated.  In  an  effort  to  immobilize  the  healing 
fragments  an  enormous  callus  can  be  mistaken  for 
a neoplastic  mass  and  its  radiographic  appearance 
is  responsible  for  the  occasional  biopsy  that  causes 
much  unnecessary  concern. 

Definitive  Diagnosis 

In  order  to  establish  a definitive  diagnosis  a 
tissue  diagnosis  is  essential,  and  open  biopsy  is  the 
method  of  choice.  This  biopsy  must  be  carefully 
planned,  and  the  surgeon  is  well  advised  to  discuss 
the  x-ray  films  and  laboratory  data  not  only  with 
the  radiologist,  but  the  pathologist  as  well,  in 
order  that  he  may  obtain  the  maximum  amount 
of  information  with  the  least  trauma.  Treatment 
based  on  frozen  section  is  mentioned  only  to  be 
condemned.  The  pathologist  should  be  in  the 
operating  room,  however,  in  order  to  see  the  speci- 
men in  situ,  offer  advice  about  location  of  biopsy, 
and  receive  the  specimen  for  processing. 

While  the  use  of  a needle  or  aspiration  biopsy 
is  generally  discouraged,  it  has  a place  for  inac- 
cessible areas  or  to  confirm  suspected  metastases. 
This  virtually  excludes  pediatric  patients  because 
lesions  of  the  vertebral  bodies  are  seen  almost  ex- 
clusively in  the  fourth  decade  of  life  and  later. 

When  a tissue  diagnosis  is  established  the  goal 
of  the  primary  physician  has  been  reached.  There 
is  no  question  that  the  skeletal  malignancy  is  best 
treated  by  a complete  team  of  specialists.  This 
team  should  include  orthopedists,  diagnostic  and 
therapeutic  radiologists,  pathologists,  hematolo- 
gists, oncologists  and  pediatricians  with  experience 
in  these  serious  problems.  The  paramedical  help 
often  essential  to  successful  management  includes 
prosthetists,  physicial  and  occupational  therapists 
and  social  services  who  can  provide  whole  patient 
care. 

^ Dr.  Dedo,  2000  Jefferson  Street,  Jacksonville 
32206. 
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Skin  and  Soft  Tissue  Cancer 


Albert  H.  Wilkinson  Jr.,  M.D. 


The  subject  of  cancer  in  childhood  in  this  issue 
of  the  Journal  of  the  Florida  Medical  Association 
is  not  complete  without  including  the  subject  of 
malignancy  as  it  develops  in  the  skin  and  soft 
tissues  of  the  extremities,  trunk,  head,  face  and 
neck  of  infants  and  children. 

Although  in  these  parts,  benign  tumors  occur 
with  much  greater  frequency  than  malignant  ones, 
the  alert  physician  must  be  aware  that  malignant 
lesions  do  occur.  An  anxious  mother  will  often 
seek  the  early  advise  of  her  child’s  physician  be- 
cause of  a persistent  lump  under  the  skin,  or  a 
growth  on  the  skin.  Its  readily  discernible  appear- 
ance signals  early  help.  Armed  with  the  knowledge 
that  although  rare  malignancy  of  these  parts  does 
occur  in  childhood,  the  physician  can  be  reassur- 
ing to  the  parents,  but  firm  in  recommending 
prompt  surgical  removal  and  or  biopsy. 

Appearing  in  the  skin  and  soft  tissues  of  chil- 
dren may  be  malignancies  which  arise  from  the 
epidermis,  sweat  and  sebaceous  glands,  nerve  tis- 
sue, pigmented  structures,  and  primitive  mesen- 
chyme. Specifically  these  may  include  basal  cell 
and  epidermoid  carcinoma,  adenocarcinoma, 
neurofibrosarcoma,  malignant  schwannoma,  malig- 
nant melanoma,  fibrosarcoma,  hemangiopericy- 
toma and  liposarcoma.  In  this  group  of  malignan- 
cies those  of  mesodermal  origin  are  considerably 
more  common  than  those  of  epidermal  origin.  Al- 
though these  malignant  lesions  may  be  present  at 
birth,  it  is  a far  more  frequent  circumstance  for 
them  to  appear  in  adolescence  as  a new  lesion,  or 
as  malignant  change  occurring  in  a previously 
existing  benign  lesion. 


Dr.  Wilkinson  is  Chief  of  Surgery  and  Tumor  Program  Di- 
rector. Hope  Haven  Childrens  Hospital.  Jacksonville  and  Clinical 
Assistant  Professor  of  Surgery  (Pediatric),  rniversity  of  Florida 
College  of  Medicine.  Gainesville. 


Because  the  cells  of  childhood  often  demon- 
strate mitotic  figures,  expert  pathological  consulta- 
tion is  sought  to  confirm  the  presence  of  malignan- 
cy. The  pathologist  will  often  seek  the  opinion 
of  several  of  his  colleagues  before  he  renders  a 
final  decision. 

Surgical  management  including  wide  local  ex- 
cision with  or  without  lymph  node  removal  forms 
the  mainstay  of  treatment  for  these  malignancies. 
In  a few  instances  radiotherapy  is  clearly  indic- 
ated, but  in  general  the  use  of  combinations  of 
chemotherapy  and  irradiation  has  not  been  clearly 
defined. 

Xevi  with  their  malignant  potential  represent 
the  most  frequent  skin  lesions  for  which  the  phy- 
sician is  most  often  consulted  in  childhood.  Be- 
cause of  this  fact,  they  deserve  special  mention. 
Although  nevi  of  various  cell  types  occur  fre- 
quently in  childhood,  malignant  melanoma  is  quite 
rare.  When  the  child  becomes  an  adolescent  and 
later  an  adult,  however,  the  nevus  then  takes  on  a 
greater  potential  for  malignant  change.  While 
many  nevi  in  childhood  do  not  need  to  be  excised, 
wide  experience  has  indicated  that  nevi  in  certain 
areas  of  the  body  have  a greater  chance  for  malig- 
nant change  and  hence  should  be  removed  in 
childhood.  These  areas  are  the  soles  of  the  feet 
and  palms  of  the  hand,  the  nail  beds,  genital  areas, 
mucous  membranes  of  the  mouth  and  lips,  the 
eyelids,  and  on  skin  surfaces  subject  to  repeated 
trauma. 

Because  tumors  of  the  skin  and  somatic  soft 
tissues  may  be  detected  early  by  the  parents,  per- 
haps in  no  other  area  of  childhood  cancer  has  the 
surgeon  a better  opportunity  for  early  diagnosis 
and  hence  potential  cure. 

^ Dr.  Wilkinson,  241  Marshall  Taylor  Doctors 
Building,  Jacksonville  32207. 
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In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


There’s  a soup 

for  almost  every  patient  and  die 
...foreverymeal  ^ . 

and,  it’s  made  by  v(Wlfiodl 


CALORIES  / 7 oz  Serving* 


Vegetable  68 

Tomato  69 

Cream  of  Asparagus  70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


Beef  Broth 
Consomm§ 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


fter  a 4,000-year  search, 

ave  women  finally  found  freedom? 

.bortion  and  infanticide  have,  throughout 
fstory,  been  the  final  and  desperate  resort  of 
omen  who  were  unable  to  control  their  fertility, 
ut  for  almost  4,000  years  they  have  sought 
ays  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
'ocodile  dung  or  tried  to  clog  the  motile  sperm 
ith  honey  and  a gumlike  substance.  The 
omen  of  Islam  used  tampons  of  pomegranate 
jlp  and  rock  salt.  In  Japan  they  burned  little  balls 
f “burning  grass”  on  the  mons  veneris  or,  more 
'actically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  oral 
contraception  and  the  lUD  have  freed  women 
from  this  often  fruitless  search  and  consequent 
suffering,  but  there  are  millions  of  women  in  the 
United  States  and  elsewhere  who  have  less  1 
knowledge  of,  and  less  recourse  to,  contracepti( 
than  Egyptian  women  of  the  Twelfth  Dynasty. 
Nothing  is  more  urgent  to  all  of  us  than  to  bring 
them  help.  We  cannot  long  support  the  ecologic 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


Searle  contributions  to  the  science  of  contraception 


BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulerf*  Demulen" 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulerf -28  is  a placebo,  containing  no  active  ingredients 

Demulen  (for  its  low  estrogen  and  Searle’s  progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a low  incidence  of  side  effects— both  with  a choice  of  pill- 
taking schedules... simple  “Sunday-starting”  and  patient-proof  Compack' 
tablet  dispensers. 


Actions  — Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH) 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products. 
Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted In  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
ance to  carbohydrates,  have  not  been  quantitated  with  precision 
Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas  These  data  cannot  be 
transposed  directly  to  man  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception 

Contraindications  — Patients  with  thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 
Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis. pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives  There  have  been  three  principal 
studies  in  Britain'"^ leading  to  this  conclusion,  and  one"  in  this  country 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll^was  about  sevenfold,  while  Sartwell  and  associates" 
in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers  The  American  study  was  not 
designed  to  evaluate  a difference  between  products  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
bolic disease  in  users  of  sequential  products  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
tosis. diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn 
Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
sidered at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions- The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
mate animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen  Therefore,  if  such 
tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  prepara- 
tions preexisting  uterine  fibromyomas  may  increase  in  size  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing seriousadverse  reactions:  neuro-ocular  lesions,  e g.,  retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness, enlargement  and  secretion),  change  in  weight  (Increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome. headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism. loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X,  thyroid  function:  increase  in  FBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T^  uptake  values, 
metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease.  J Coll  Gen.  Pract 
73  267-279  (May)  1967  2.  Inman.  W H W.  and  Vessey.  M P:  In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age,  Brit  Med  J, 
2:193-199  (April  27)  1968  3.  Vessey,  M P . and  Doll.  R : Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report.  Brit  Med  J 2:651-657  (June  14)  1969 
4.  Sartwell.  P E . Masi,  A T . Arthes.  F G : Greene.  G R . and 
Smith.  H E : Thromboembolism  and  Oral  Contraceptives:  An  Epi- 
demiologic Case-Control  Study.  Amer  J Epidem  90:365-380 
(Nov.)  1969  1A7 

OVULEN  • DEMULEN 
Manufactured  by  SEARLE  & CO. 
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stalled  medical  information  write: 

G D Searle  & Co  . Medical  Department 
PO  Box  5110.  Chicago.  Illinois  60680 
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I SEARLE 

For  more 


Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  =:  patient  acceptance 
Relieves  G.J.  gas  distress* 
Non-constipating 

*with  the  detoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


' Still  prescribing  oral  iron  in  salt  form- 

(with  a stool  softener)  ? 


rauwLiP’ 

(ferrocholinate) 

—the  chelated  iron— gentler  and 
safer  for  the  iron-sensitive  patient 
who  cannot  tolerate  other  forms 
of  oral  iron. 

FERROLIP  is  ferrocholinate.  The  iron  is 
held  as  a chelate  complex,  similar  to  the 
way  in  which  iron  is  breld  in  the  hemo- 
globin molecule.  As  a result,  unlike  ^reely 
dissociated  iron  salts  (such  as  ferrous  sul- 
fate and  ferrous  gluconate),  FERROLIP 


does  not  release  high  concentrations  of 
free  ionic  iron,  which  have  been  reported 
to  cause  G.I.  distress. 

FERROLIP  provides  iron  supplement 
for  anemia.  It  stays  in  solution  through- 
out the  entire  pH  range  of  the  gastro- 
intestinal tract.  And  FERROLIP  pos- 
sesses a higher  factor  of  safety,  in  terms  of 
prevention  of  accidental  poisoning,  than 
iron  salts  do. 

FERROLIP  is  available  in  several  forms 
to  suit  your  patients’  needs:  as  tablets  or 
syrup,  and  in  combinations  with  vita- 
mins. Get  full  information  from  your 
Flint  man,  or  send  the  coupon  today. 


FERROLIP  PLUS  • FERROLIP 
FERROLIP  T LrqUID 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Morton  Grove,  Illinois  60053 


Please  send  me  free  samples  and  literature  on 
the  FERROLIP  (ferrocholinate)  line  of  iron 
supplements. 
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TiiZ  new  Rocom  Medical  Management  System*  can 
".sip  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 


Medical  Management  System  by  sending  us  the 


accompanying  coupon. 


Please  do  not  forget  Zip  Code 
10 


ROCOM" 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 


□Health  History 
System 

I I Telephone  System 
Name 


Medical  Record 
System 


n Appointment  System 
Specialty 


Street 

City 


State 


locom  Telephone  System  ..  a complete 
ystem;  one  that  can  be,  understood  quickly 
y your  newest  office  aide;  one  that  permits 
our  staff  to  answer  specific  patient  questions 
ith  confidence;  one  that  will  make  your 
ractice  more  productive  by  assuring  that  you 
jre  interrupted  only  when  you  think  it 
'ecessary.  Self-adhesive  backing  assures  that 
>11  incoming  calls  can  become  part  of  the 
btient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


1 


I 


It 


S: 


i 


i 


•Created  and  developed  by  Patient  Care  System?. 


rntroducing... 

iHew  products  to  help  improve 
batient  care  while  providing 
more  effective  use  of  ofCice  time 

I 


The  Rocom 

Medical  Management 
iSystem... 


locom  Health  History  System 
provides  maximum  screening  information  about  the 
Ratient  with  a minimum  expenditure  of  your  time, 
■rior  to  your  examination,  the  patient  answers 
29  carefully  chosen  questions  arranged  by  body 
ystem.  Only  positive  answers  transfer  through 
i 0 the  summary  sheet.  You  get  an  immediate 
icture  of  the  patient's  current  complaints  with 
ae  assurance  that  all  important  screening 
' aestions  are  covered. 


Rocom  Medical  Record  System  --  ^ simple  |jl 
but  comprehensive  method  for  keeping  a complete  ;| 
record  on  every  one  of  your  patients.  Permits  you  ll 
to  review  a patient's  medical  history  in  seconds  jiii 
and  retrieve  information  quickly.  Can  be  used  withij. 
the  "problem-oriented"  method  of  keeping  patient  'ijj 
records.  Color  coding  eliminates  the  likelihood  j 
of  misplaced  files.  A disease  cross-index  card  I 
keeps  track  of  all  patients  with  the  same  disease,  ! 
Well-kept  records  can  be  one  of  the  greatest  j 
deterrents  to  malpractice  suits.  The  Rocom  Medical  ; 
Record  System  helps  protect  your  good  name.  ' 


Editorial 


We,  the  AMA 


Recently,  the  journal  of  a large  state  medical 
association  reprinted  an  editorial  from  another 
state  journal  quoting  a county  society  bulletin. 
In  this  thesis,  a practicing  physician  wrote  that 
it  is  time  to  stop  blaming  all  our  problems  on  the 
.\MA  and  begin  doing  something  on  the  local 
level.  One  organization,  he  says,  well  suited  as  a 
continuing  professional  assembly  of  physicians 
and  a link  between  the  profession  and  the  public, 
is  the  county  medical  society.  And  since  levels 
of  representation  follow  precisely  the  levels  of 
government;  local,  state  and  national,  and  moving 
from  the  bottom  upward  with  an  input  of  1,940 
county  and  other  affiliated  societies  including  more 
than  75%  of  the  practicing  physicians,  the  AMA’s 
structure  should  be  one  of  strength  and  authority. 
Critical  of  the  poor  attendance  at  county  society 
meetings,  limited  participation  in  activities  and  the 
difficulty  of  designing  programs  appealing  to  a 
majority  of  the  doctors  too  busy  to  attend  or  get 
involved,  the  writer  reasons  that  county,  state 
and  national  medical  organizations  are  the  only 
existing  organizations  which  have  the  know^-how 
and  the  prestige  to  represent  all  physicians  and  the 
only  way  that  anyone  can  be  assured  that  all 
physicians  are  represented  is  for  all  physicians  to 
participate  actively. 

Recent  years  have  seen  a national  antagonism 
toward  organized  medicine  with  physicians  con- 
tributing to  this  through  neglect  and  outright 
criticism  while  others  have  silently  walked  away. 
State  societies  are  no  longer  making  .\MA  mem- 
bership mandatory  while  some  individuals  who 
belong  are  not  renewing  their  membership.  Does 
this  indicate  disdain  of  organized  medicine  or  are 
these  physicians  really  ducking  responsibility? 
One  often  hears  the  remark,  “What’s  the  AMA 
done  for  me?”  Obviously  to  many  it  is  a strong 
voice  on  important  national  affairs,  an  internal 
ethical  structure  for  organized  medicine  and  a 


carrier  of  the  physician’s  views  to  the  public. 
Within  the  representative  framework  of  the  AiMA 
federation,  constructive  dispute  motivates  leader- 
ship and  makes  for  better  medicine  and  by  its 
democratic  nature,  majority  opinion  and  dissent 
are  heard  and  constructive  change  can  be  accom- 
plished. An  increase  in  governmental  programs 
means  increasing  organization  of  the  medical  pro- 
fession and  under  the  sweeping  form  of  national 
health  insurance  on  the  horizon,  organized  physi- 
cian groups  acting  as  government  agents  will  be- 
come more  powerful.  With  current  patterns  of 
AiMA  representation  on  national  policy  groups  and 
manpower  development,  the  is  becoming 

more  of  a negotiating  body  with  government  and 
governmental  agencies.  This  should  strengthen  its 
power,  for  no  national  health  insurance  scheme  can 
work  effectively  without  organization  of  the  med’- 
cal  profession.  The  AMA’s  problems,  diminishin" 
interest  and  lack  of  participation  by  doctors,  need 
careful  analysis  and  prompt  solution. 

Following  recent  recommendations  of  AMA 
leaders,  why  not  locally  go  on  record  as  recogniz- 
ing the  need  to  relieve  poverty,  emphasize  preven- 
tive medicine  and  health  education,  endorse  capi- 
tation prepayment  of  medical  care  for  the  poor, 
but  preserving  fee-for-service  without  producing 
two  levels  of  medical  care  and  establishing  tighter 
controls  over  the  cost  and  quality  of  medical  ser- 
vices as  well?  Why  not  push  a plan  to  rescue  our 
state  iMedicaid  program,  including  a provision  to 
underwrite  part  of  the  risk  as  a guarantee  of  our 
concern  about  cost  and  utilization  control?  Why 
not  sit  down  with  labor  and  industry  to  seek  all 
avenues  to  provide  better  quality,  adequacy  and 
timeliness  of  health  care  for  their  members?  Why 
not  make  continued  membership  in  professional 
societies  contingent  on  proof  of  continuing  educa- 
tion affirming  to  the  public  and  the  government 
that  we  are  keeping  professional  standards  high? 
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Public  policy  has  determined  that  everyone  has 
the  right  of  access  to  health  care,  but  as  the  doctor 
also  is  a member  of  the  free  society,  giving  away 
the  right  to  his  services  places  him  in  a state  of 
servitude.  Somehow,  a firm  stand  must  be  taken 
on  maintaining  physicians’  rights  and  prerogatives. 
There,  of  necessity,  must  be  a give-and-take  be- 
tween doctors’  exercise  of  those  rights  and  the 
legitimate  demands  of  the  public  we  serve  and 
the  government  that  foots  the  bill. 


Every  day,  doctors’  patients  trust  them  to  be 
right  in  decisions  that  literally  mean  life  or 
death.  Are  we  going  to  accept  that  patient’s 
trust,  do  the  best  we  can  for  him  and  then  sit  back 
and  let  some  politician  plan  his  future  health 
care,  and  at  the  same  time,  plan  our  destiny? 

The  AMA,  that’s  us,  needs  all  the  help  we  can 
give! 

C.M.C. 


Physician’s  Assistants  for  Ophthalmologists 

David  M.  Worthen,  M.D. 


Proposed  legislation  in  Washington  regarding 
national  health  insurance  will  increase  the  bur- 
den on  practicing  physicians  if  implemented.  Be- 
cause of  the  anticipated  increase  in  the  number 
of  patients  to  be  cared  for,  the  medical  schools 
have  increased  their  enrollment  and  new  medical 
schools  have  opened.  Another  approach  to  the 
problem  is  to  increase  the  quantity  and,  hope- 
fully, the  quality  of  medical  care  by  training 
assistants  for  the  physicians.  An  assistant  is  en- 
visioned as  being  a new  member  of  the  health 
team  different  from  nurses,  technicians,  aides,  and 
other  ancillary  help. 

The  ophthalmologist  with  his  multiple  mea- 
surement tasks  seems  an  ideal  candidate  for  such 
an  assistant.  At  the  urging  of  the  Florida  Society 
of  Ophthalmology,  the  Department  of  Ophthal- 
mology at  the  University  of  Florida  College  of 
Medicine  is  embarking  upon  such  a program.  In 
hopes  of  learning  their  needs,  we  recently  con- 
ducted a survey  among  212  Florida  ophthalmol- 
ogists asking  their  help  in  formulating  the  train- 
ing program.  Of  them,  137  (65%)  responded 
with  the  following  results. 

Question  1.  From  your  standpoint,  is  there 
a need  for  ophthalmic  assistants  in  the  state  of 
Florida?  Reply:  Yes — 87%,  No — 6%,  Undecid- 
ed—7% 

Comment:  Of  those  indicating  “No,”  most 

of  them  added  the  comment  that  more  physicians 
would  be  a better  solution  than  the  training  of 
assistants. 


Dr.  Worthen  is  Assistant  Professor,  Department  of  Oph- 
thalmology, University  of  Florida  College  of  Medicine,  Gaines- 
ville. 


Question  2.  If  such  an  assistant  were  avail- 
able tomorrow  and  personalities  compatible, 
would  you  hire  him?  Reply:  Yes — 63%,  No — 
25%,  Undecided — 12% 

Comment:  More  than  half  of  those  who  said 
“No”  indicated  that  was  because  they  already 
had  such  an  assistant  in  the  form  of  a nurse  or 
office  assistant.  These  could  likely  be  grouped 
in  with  the  “Yes”  replies. 

Question  3.  What  salary  range  would  you 
feel  reasonable?  Reply:  $5-7,000 — 29%,  $7-9,- 
000 — 54%,  $9-11,000 — 16%,  and  more — 1% 
Comment:  A number  of  those  responding  in- 
dicated that  the  current  need  exceeds  the  supply 
and  therefore  the  actual  salaries  commanded  at 
this  time  are  considerably  higher  than  indicated. 

Question  4.  The  three  areas  most  useful  to 
you  in  your  practice: 

Reply:  a.  Visual  fields — ^69% 

b.  Visual  acuity  and  refraction — 64% 

c.  History  taking  and  records  comple- 
tion— 46% 

d.  Contact  lens  fitting  and  instruction 
—35% 

e.  Tonometry  and  tonography — 35% 

f.  Patient  instruction — 27% 

g.  Strabismus  measurement — 14% 

h.  Photography — 11% 

Comment:  The  tasks  indicated  to  be  the 
most  useful  to  the  physician  are  those  that  are 
the  most  repetitive  yet  extremely  important  to 
the  practice  of  ophthalmology.  It  is  anticipated 
that  if  ophthalomoligsts  were  free  of  these  time- 
consuming  tasks  they  could  more  readily  use 
their  time  for  medical  problems. 


J.  FLORIDA  M.A./NOVEMBER,  1971 
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Conclusion 


It  is  the  goal  of  the  Department  of  Ophthal- 
mology to  develop  curriculum,  classroom  and 
bedside  teaching  aides,  and  to  cooperate  nation- 
ally with  the  certification  of  physicians  assistants 
in  ophthalmology.  Our  facilities  for  training  are 
too  limited  to  meet  the  needs  of  the  ophthalmol- 
ogists in  the  State  of  Florida,  however,  we  will 
be  able  to  assist  those  setting  up  such  training 


programs  by  sharing  the  knowledge  we  gain. 
Such  information  will  also  be  useful  to  those 
training  assistants  for  positions  in  family  medi- 
cine and  other  specialty  areas. 

^ Dr.  Worthen,  Department  of  Ophthalmology, 
University  of  Florida  College  of  Medicine. 
Gainesville  32601. 


Physician’s  Assistants  Legislation 


Published  on  Page  29  of  the  September  issue 
of  The  Journal  was  a legislative  bill  purporting 
to  be  the  enactment  of  the  1971  Legislature  pro- 
viding for  certification  and  training  of  Physician’s 
.Assistants  in  Florida.  Through  error,  this  was  not 
the  version  passed  by  the  Legislature  which  be- 
came the  law  of  the  state  on  July  1,  1971.  The 
correct  statute  will  be  reproduced  in  the  official 
1972  FM.A  Directory  to  be  published  in  January 
and  will  be  distributed  to  all  members  of  the  FALA. 

After  a casual  reading  of  this  version,  com- 
ments heard  last  week  in  a hospital  coffee  shop 
make  one  wonder  if  the  law  will  be  needed,  for 
none  of  the  speakers  gave  any  intent  of  hiring 
a physician’s  assistant,  remarking  on  the  increased 
revenue  needed  to  make  it  worthwhile  to  pay  an 
assistant  the  going  salary.  There  was  concern 
about  what  these  assistants  will  do  to  justify  their 
stipend,  and  the  ability  of  the  assistant  and  his 
doctor  to  obtain  malpractice  insurance? 

On  rereading  the  bill,  one  wonders  if  the  Legis- 
lature, “concerned  with  the  growing  shortage  and 
geographic  maldistribution  of  health  care  ser- 
vices in  Florida,”  is  aware  of  the  increasing  num- 
ber of  aid’s  taking  Florida  state  boards  and  can 
foresee  the  effects  of  our  new  licensure  by  en- 
dorsement legislation  plus  medical  school  pro- 
grams providing  service  in  areas  that  are  devoid 
of  doctors. 

The  bill  states  that  assistants  working  under 
supervision  shall  require  the  easy  availability  or 
physical  presence  of  the  licensed  physician  (to 
whom  they  are  certified)  for  consultation  and 
direction  of  actions  and  that  the  assistant  may 
perform  services  in  the  specialty  area  for  which 


he  is  trained  in  the  office  of  the  physician  for 
whom  he  works;  or  in  a hospital  where  his  phy- 
sician is  a member  of  the  staff;  or  on  house  calls 
on  the  direct  order  of  his  physician-employer,  or 
when  such  services  are  rendered  within  the  scope 
of  an  approved  program. 

Certificates  of  approval  for  programs  of  edu- 
cating and  training  of  physician’s  assistants  will 
be  issued  by  the  Board  of  Medical  Examiners.  The 
educational  program  must  extend  for  24  months 
and  have  provisions  for  continuing  education.  .A 
physician  must  have  an  approved  application 
from  the  Board  to  obtain  the  services  of  a physi- 
cian’s assistant  who  will  be  certified  by  the  Board 
of  Medical  Examiners.  Xo  more  than  two  physi- 
cian’s assistants  will  be  certified  for  any  physi- 
cian practicing  alone.  The  profession  and  the 
public  are  protected  by  a paragraph  stating  that 
anyone  guilty  of  practicing  as  an  assistant  without 
being  certified  will  be  subject  to  prosecution. 

The  Board  will  administer  the  physician’s 
assistant’s  program  and  will  report  to  the  Legis- 
lature no  later  than  1973  and  yearly  thereafter 
as  to  the  number  of  programs,  the  number  of 
physician’s  assistants  and  the  evaluation  of  the 
program  as  well  as  its  acceptance  by  the  com- 
munity. There  is  a $500  fee  for  initiating  a 
physician’s  assistant  program  and  a $50  fee  for 
any  physician  wishing  to  use  a physician’s  assis- 
tant. 

Copies  of  the  correct  Physician’s  .Assistant 
.Act  are  available  upon  request  to  The  Journal, 
P.  O.  Box  2411,  Jacksonville,  Fla.  32203. 

C.AI.C. 
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NOW! 

PRICE  CUT 

50% 

FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


V^isapenK 

WASSIUM^HETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


For  my  patients  who  need  a laxative,  I recommend 
EVAC-U-GEN . . . because  it  relieves  constipation 
gently . . . particularly  important  in  cardiac  and 
post  surgical  patients 


EVAC-U 


® 

GEN 


CHEWABLE 
VERY  PALATABLE 
ECONOMICAL 


A highly-flavored  and  palatable  tablet  of  yello\w  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
m special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP.  & CO.,  INC.  Syracuse,  New  York  13200 
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Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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move  up  to 
“the  Rebinul 
response” 


inriien  lower 
G-l  symptems 
demand 
a potent 
synthetic 
antispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G*l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul"2mg. 

FOI*t0  (glycopyrrolate) 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glydopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  ^ nQg||^5 


if  skin  is  infected, 
open  to  infection  ••• 

choose  the  topicals 
jthat  yovir  patient- 

j broad  antibacterial  activity  against 
I susceptible  skin  invaders 
low  allergenic  risk— prompt  clinical  response 

j Special  Petrolatum  Base 

[Neosporin*  ointment 

Kpolymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 

I neomycin, base);  special  white  petrolatum  q.  s. 


Cre^i 

'(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
:units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
'gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
icream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxy propylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  ; 
methylparaben  as  preservative. 

,lln  tubes  of  15  g. 


In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

|\bni$hin£  Grejim  Base 

'NeosoorinM 


'INEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
; impetigo,  sutgical  after-care,  and  pyogenic  dermatoses. 

I Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
; result  in  overgrowth  of  nonsu'sceptible  organisms  and/or  fungi.  Approit'iate 
' measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  ■, 
''neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  ^ 
■Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is/ 
jperforated.'  These  products  are  contraindicated  in  those  individuals  who  * 
'[have  shown  hypersensitivity  to  any  of  the  components. 
ijComplete  literature  available  on  request  from  Professional  Services 
‘iDept.  PML.  X 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
>5-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  davs. 
Studies  indicate  that 
:JLincocin  does  not  share 
^^^intigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page 
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(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylocooi 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  )3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia. leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  e.xfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Card/ovfliCM/ar— Instances  of  hypo  i- 
sion  following  parenteral  administra  n 
have  been  reported,  particularly  after  o 
rapid  I.V.  administration.  Rare  instar^ 
of  cardiopulmonary  arrest  have  been*- 
ported  after  too  rapid  I.V.  administrah  i. 
If  4.0  grams  or  more  administered  I 
dilute  in  500  ml.  of  fluid  and  admini  r 
no  faster  than  100  ml.  per  hour.  Lew 
reac/joni— Excellent  local  tolerance  dtU 
onstrated  to  intramuscularly  administe  T 
Lincocin.  Reports  of  pain  following  ^ 
jection  have  been  infrequent.  Intray 
nous  administration  of  Lincocin  in  '.I)i 
to  500  ml.  of  5%  glucose  in  distill 
water  or  normal  saline  has  produced  ) 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg.  and  500 
Capsules— bottles  of  24  and  100. 


Sterile  Solution,  300  mg.  per  ml.— 2 e1 
10  ml.  vials  and  2 ml.  syringe.  j 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  p| 
bottles. 


For  additional  product  information,  c< 
suit  the  package  insert  or  see  your  Upjo\ 
representative. 

JA71-1203  MED  B-5-SR  (KZL, 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


PRECAUTIONS;  Like  any  drug. 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 
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Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 

Guides  to  the  Evaluation  of  Permanent  Impair- 
ment by  the  Committee  on  Rating  of  Mental  and  Phys- 
ical Impairment  of  the  American  Medical  Association.  Pp. 
164.  Price  $5.  Copyright,  Chicago,  American  Medical 
Association,  1971. 


Brands,  Generics,  Prices  and  Quality  by  PMA.  Pp. 
118.  Price  $1.00.  Washington,  D.  C.,  Pharmaceutical 
Manufacturers  Association,  1971. 


Fifth  Conference  on  War  Surgery,  Tokyo,  Japan, 
March  29-April  2,  1971.  Pp.  73.  Copies  available  from 
CINCPAC,  Attn:  Surgeon,  FPO  San  Francisco,  California 
96610. 


Development  and  Legal  Regulation  of  Coercive 
Behavior  Modification  Techniques  With  Offenders 

by  Ralph  K.  Schwitzgebel,  Ed.D.,  J.D.,  Harvard  Univer- 
sity. Pp.  90.  Price  45  cents.  Public  Health  Service 
Publication  2067,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 


Symposium  on  the  Functional  Physiopathology  of 
the  Fetus  and  Neonate,  Clinical  Correlations. 

Edited  by  Harold  Abramson,  M.D.  Pp.  182.  61  illustra- 
tions. Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1971. 


The  Mental  Health  of  the  Child.  Edited  by  Julius 
Segal,  Ph.D.  Pp.  588.  Price  $5.00.  Washington,  D.  C., 
U.S.  Government  Printing  Office,  1971. 


Handbook  of  Clinical  Dermatoglyphs  by  Musallam 
S.  Elbualy  and  Joan  D.  Schindeler.  Pp.  64.  Price  $6.95. 
Coral  Gables,  University  of  Miami  Press,  1971. 


Synopsis  of  Pediatrics  by  James  G.  Hughes,  M.D. 
Pp.  1141.  Illustrated.  Price  $14.50.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 


Speech  Pathology  by  William  H.  Perkins,  Ph.D.  Il- 
lustrated. Pp.  449.  Price  $11.75.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 


Review  of  Medical  Physiology  by  William  F.  Ga- 
nong,  M.D.  Pp.  573.  Illustrated.  Price  $8.50.  Los  Altos, 
California,  Lange  Medical  Publications,  1971. 


The  Human  Heart — A Guide  to  Heart  Disease. 

Second  Edition  by  Brendan  Phibbs,  M.D.  Pp.  247.  102 
illustrations.  Price  $5.75.  St.  Louis,  The  C.  V.  Mosby 
Company,  1971. 


Health  Resources  Statistics  by  U.  S.  Department  of 
Health,  Education,  and  Welfare.  Pp.  362.  Price  $3.25. 
W'^ashington,  D.  C.,  U.S.  Government  Printing  Office,  1970. 


Management  of  Juvenile  Diabetes  Mellitus, 

Second  Edition  by  Howard  S.  Traisman,  M.D.  Pp..  223. 
62  illustrations.  Price  $19.75.  St.  Louis,  The  C.  V.  Mosby 
Company,  1971. 


Book  Review 


Medical  Parasitology  by  J.  Walter  Beck,  B.S.,  M.S., 
Ph.D.  and  Elizabeth  Barrett-Connor,  B.A.,  M.D.,  D.C. 
M.T.  (London).  Pp.  210.  Price  $10.75.  150  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1971. 


The  authors,  either  presently  or  in  the  immedi- 
ate past,  associated  with  our  own  University  of 
Miami  medical  school,  state  in  the  preface  of  this 
small  volume,  that  their  text  is  an  outgrowth  of  a 
manual  developed  by  the  senior  author  for  teach- 
ing medical  parasitology  to  medical  students,  tech- 
nologists and  practicing  physicians.  Also  the  text 
is  to  serve  as  a simplified  handbook.  It  is  an  excel- 
lent reference  for  the  identification  of,  and  clinical 
conditions  associated  with,  the  more  common  para- 
sitic diseases.  The  nomenclature  and  classification 
of  the  organisms  is  simplified  and  understandable. 
The  importance  of  collection  methods,  laboratory 
techniques,  and  pitfalls  in  diagnosis  are  stressed. 
Vectors  are  also  described  and  classified.  Insects 
and  arthropods  which  occasionally  annoy  the  out- 
doorsman  are  enumerated.  The  book  would  be 
most  useful  in  the  laboratory  as  a quick  reference 
source  and  would  serve  admirably  as  a manual  for 
re'”’'»’v  for  medical  parasitology  examinations. 

CoURTLANDT  D.  BeRRY,  M.D. 

Naples 
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THE  TEACHING  HOSPITAL  AND  THE  SCHOOL  OF  MEDICINE 

A Plan  for  Affiliation 


E.  M.  Papper,  M.D. 


The  University  of  Miami  School  of  Medicine 
is  a private,  independent  university  school,  but  it 
receives  substaittial  assistance  from  the  State  of 
Florida,  which  puts  it  into  a rather  unique  aspect 
in  many  ways. 

However,  because  of  the  circumstances  and 
the  terms  of  the  aid  given  to  the  School  of  Medi- 
cine by  the  State  of  Florida,  one  of  the  areas, 
i.e.,  the  problems  of  affiliation  with  hospitals  to 
provide  for  the  important  mission  of  education 
of  students  and  of  house  officers  is  not  included 
in  these  arrangements.  The  State  is  not  permitted, 
under  present  legislation,  to  provide  capital  funds 
to  the  University  of  Miami  School  of  Medicine 
and  it  has  proposed  no  programs  of  affiliation 
with  state-owned  or  state-controlled  hospitals. 

In  a School  of  Medicine  that  has  expanded 
its  enrollment  by  something  more  than  50%  in 
the  last  three  years,  the  problem  of  affiliations 
with  fine  hospitals  for  teaching  purposes  becomes 
a serious  matter  indeed. 

From  the  beginning  of  the  establishment  of  the 
School  of  Medicine  of  the  University  of  Miami, 
the  Jackson  Memorial  Hospital,  at  that  time 
owned  by  the  City  of  Miami,  now  owned  by 
Dade  County  was  the  sole  teaching  institution 
for  the  School.  Subsequently,  an  affiliation  was 
developed  with  the  Veterans  Administration  and 
at  present  these  two  institutions  are  the  backbone 
of  the  education  of  medical  students  and  of  interns 
and  residents. 

However,  in  the  last  two  or  three  years  an  ex- 
tensive network  of  affiliation  has  been  developed 
to  provide  educational  opportunities  for  medical 
students  and  to  provide  the  opportunity  for  col- 
laboration and  research  with  other  institutions. 
These  include  an  organic  affiliation  with  the 


Dr.  Papper  is  Vice  President  for  Medical  Affairs  and  Dean, 
University  of  Miami  School  of  Medicine,  Miami. 


Mount  Sinai  Hospital  of  Miami  Beach,  an  evolv- 
ing and  developing  affiliation  with  the  Cedars  of 
Lebanon  Hospital  in  Miami,  an  affiliation  for 
the  teaching  of  elective  courses  in  clinical  medi- 
cine at  the  Baptist  Hospital  in  South  Miami,  and 
an  agreement  in  principle  to  provide  affiliation 
opportunities  with  Broward  General  Hospital — a 
County  Hospital,  which  has  a substantial  number 
of  private  patients — in  the  reasonably  near  future. 

The  School  of  Medicine  is  also  fortunate  to 
have  the  Mailman  Center  for  Child  Development 
where  opportunities  for  education  exist  for  medi- 
cal students  and  house  officers  in  patients  who 
are  afflicted  with  one  or  another  form  of  mental 
retardation  or  neurological  deficit  of  serious  pro- 
portions. An  opportunity  is  also  being  developed  in 
the  East  Ridge  Development — a project  for  geri- 
atrics controlled  by  the  Lutheran  Church. 

This  need  for  the  provision  of  opportunities 
for  education  is  becoming  a prominent  one  in 
many  schools  throughout  the  nation  and  I am 
sure  is  the  case  in  the  University  of  Florida  and 
the  University  of  South  Florida,  both  state  owned 
and  operated  institutions. 

A most  interesting  development  has  occurred 
recently  in  Toronto,  Ontario,  Canada,  in  which 
the  University  of  Toronto  and  its  teaching  hospi- 
tals and  affiliated  institutions  have  formed  a vol- 
untary association  which  they  entitle  “University 
Teaching  Hospitals  Association.” 

It  is  still  too  early  in  the  course  of  the  experi- 
ence in  Toronto  to  make  judgments  as  to  the 
direction  of  those  institutions  but  it  is  clear  that 
they  mean  to  develop  a remarkably  close  interac- 
tion for  common  goals  and  the  implementation 
of  common  policies  and  programs  for  their  mutual 
benefit.  They  propose  to  do  this  by  agreement 
on  common  policies  and  yet  maintain  the  preserva- 
tion of  their  own  independence  for  individual  goals 
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that  are  not  part  of  the  community  effort  in  this 
regard. 

Their  objectives  are:  (1)  To  encourage  the 
development  among  its  members  of  integrated 
programs  of  excellence  in  patient  care,  education 
and  research  in  the  field  of  health;  (2)  To  co- 
ordinate the  operations  of  its  members  in  such 
a manner  as  to  eliminate  unnecessary  duplication 
of  effort,  service  and  facilities;  and  (3)  To  pro- 
mote the  operation  and  growth  of  the  association 
as  an  efficient  and  effective  health  organization. 

We  have  similar  problems  and  similar  aspira- 
tions in  Miami.  Our  affiliation  program  is  being 
developed  in  the  spirit  that  a hospital  is  primarily 
designed  for  the  care  of  the  sick  and  a school  of 
medicine  is  primarily  designed  for  the  education 
of  a number  of  different  kinds  of  students,  includ- 
ing medical  students  and  house  officers,  in  a 
health  sciences  center.  It  is  believed  that  these 
goals  can  be  mutually  reinforcing  rather  than 
competitive. 

We  are  hard  at  work  in  an  attempt  to  de- 
velop such  collaboration  and  are  hopeful  and 
optimistic  that  it  will  be  possible  to  do  so. 

^ Dr.  Tapper,  Box  875,  Biscayne  Annex,  Miami 
33152. 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

I arch  laboratories 

1 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Still  serving... 


Miltown^ 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
Cranbury  N.J.  08512  ^ 


lull  I 

are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin^Otic 

• (nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contoins  (w/w)  0.2%  FURACIN,  brand  of  nitrofurozone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethyleneglycol. 

- Indications:  For  treotment  of  bacterial  otitis  externa,  bactenol  otitis 
media  ond  otomycosis.  In  otitis  medio,  this  preporotion  is  not  effec- 
tive if  the  tymponic  membrane  is  intact, 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  ore  active  agoinst 
a voriety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonos  sp.  is  limited  to  certain  stroins.  Micofur 
(nifuroxime)  is  octive  against  Condida  (Monilio)  aibicons. 


Precoufions:  Sensitizotion  moy  occur  with  prolonged  use  ond  is 
more  likely  to  develop  in  eczemotous  otitis  externa.  To  minimize 
such  reactions  (a)  limit  opplicotion  to  o week  or  less,  ond  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preporotion  is  not  indicated  for  use  in  treatment  of 
cholesteotomo,  where  surgical  intervention  is  necessory. 

Supplied:  Bottle  of  15  cc.  with  dropper. 

®0riginators  ond  Developers  of  The  Nitrofurons 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Compony 
NORWICH,  NEW  YORK  13815 
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When  doctors  speak... 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we've  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak. ..Medicenter  lis- 
tens.” May  we  hear  from  you? 


I 


Medicenter  of  America 


Riverside  Avenue  & Barrs  Street 
Jacksonville,  Florida  32204 


2121  East  Commercial  Boulevard 
Fort  Lauderdale,  Florida  33308 


441 1 North  Habana 
Tampa,  Florida  33614 


715  East  Dixie  Avenue 
Leesburg,  Florida  32748 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T,  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

SiHiUiroid 

^um  leviithyraxine) 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ts  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 
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MTIENTS  CAN  BE 
lUCCESSFULLY 
MAINTAINED  ON  A 
)RUG  CONTAINING 

■hyroxine  alone. 

hyroxine  (T4)  is,  as  you  know, 
le  major  circulating  hormone 
Iroduced  by  the  thyroid  gland. 

3 is  also  produced,  in  smaller 
mounts,  and  is  active  at  the 
Ullular  level.  For  years  it  has  been 
1 working  hypothesis  among 
lidocrinologists  that  T4  is 
ynverted  by  the  body  to  T3.  In 
^70  this  process,  called 
■eiodination,”  was  demonstrated 
/ Sterling  and  Braverman’. 

, does  convert  to  T3,  though  the 
l«cise  quantities  are  still  being 
udied. 

The  conversion  has  been 
inically  derfionstrated  during  the 
jministration  of  T4  to  athyrotic 
stients.  Their  thyroid  status  is 
jrmalized  on  SYNTHROID  alone. 
It  the  presence  of  T3  in  these 
atients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T,? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID^ 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligertce  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.;  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


TIE  FACTS  ARE 
JLEAR  AND  HERE 
S OUR  OFFER. 

ACTS; 

ynthetic  thyroid  drugs  are  an 
nprovement  over  animal  gland 
roducts.  Patients,  even  athyrotic 
oes,  can  be  completely 
^laintained  on  SYNTHROID  (T4) 
i one.  Thyroid  function  tests  are 
asy  to  interpret  since  they  are 
redictably  elevated  when  the 
^ atient  adheres  to  SYNTHROID. 
f all  synthetic  thyroid  drugs, 
YNTHROID  is  the  most 
:onomical  to  the  patient. 


^ 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip  | 
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Indications:  SYNTHROID  (sodium  levothyroxine)  is  spl 
cific  replacement  therapy  for  diminished  or  absen 
thyroid  function  resulting  from  primary  or  secondar] 
atrophy  of  the  gland,  congenital  defect,  surgery,  e| 
cessive  radiation,  or  antithyroid  drugs.  Indications  fo 
SYNTHROID  (sodium  levothyroxine)  Tablets  includi 
myxedema,  hypothyroidism  without  myxedema,  hypi 
thyroidism  in  pregnancy,  pediatric  and  geriatric  hyp( 
thyroidism,  hypopituitary  hypothyroidism,  simpf 
(nontoxic)  goiter,  and  reproductive  disorders  ass( 
ciated  with  hypothyroidism.  SYNTHROID  (sodium  lev) 
thyroxine)  for  Injection  is  indicated  for  intravenou 
use  in  myxedematous  coma  and  other  thyroid  dysfuni 
tions  where  rapid  replacement  of  the  hormone  is  r| 
quired.The  injection  is  also  indicated  for  intramuscull 
use  in  cases  where  the  oral  route  is  suspect  or  col 
traindicated  due  to  existing  conditions  or  to  absor| 
tion  defects,  and  when  a rapid  onset  of  effect  is  nC 
desired. 


Precautions:  As  with  other  thyroid  preparations,  a 
overdosage  may  cause  diarrhea  or  cramps,  nervouij 
ness,  tremors,  tachycardia,  vomiting  and  continue! 
weight  loss.  These  effects  may  begin  after  four  or  fiv 
days  or  may  not  become  apparent  for  one  to  thre, 
weeks.  Patients  receiving  the  drug  should  be  observa 
closely  for  signs  of  thyrotoxicosis.  If  indications  q| 
overdosage  appear,  discontinue  medication  for  2- 
days,  then  resume  at  a lower  dosage  level.  In  patient 
with  diabetes  mellitus,  careful  observations  should  b 
made  for  changes  in  insulin  or  other  antidiabetic  drp 
dosage  requirements.  If  hypothyroidism  is  accOi 
panied  by  adrenal  insufficiency,  as  Addison’s  DiseaS 
(chronic  subcortical  insufficiency),  Simmonds's  Di|i 
ease  (panhypopituitarism)  or  Cushing’s  syndrome  (hj 
peradrenalism),  these  dysfunctions  must  be  correcte 
prior  to  and  during  SYNTHROID  (sodium  levothyroxin)  ^ 
administration.  The  drug  should  be  administered  wil 
caution  to  patients  with  cardiovascular  disease;  devej 
opment  of  chest  pains  or  other  aggravations  of  cardi| 
vascular  disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardii 
infarction.  Side  effects:  The  effects  of  SYNTHROI 
(sodium  levothyroxine)  therapy  are  slow  in  being  man  I 
tested.  Side  effects,  when  they  do  occur,  are  secondai 
to  increased  rates  of  body  metabolism;  sweating,  h'eai 
palpitations  with  or  without  pain,  leg  cramps,  ai 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  hai| 
also  been  observed.  Myxedematous  patients  with  h^ ! 
disease  have  died  from  abrupt  increases  in  dosage  1 1 
thyroid  drugs.  Careful  observation  of  the  patient  durii ; 
the  beginning  of  any  thyroid  therapy  will  alert 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  da 
age  followed  by  a more  gradual  adjustment  upwai 
will  result  in  a more  accurate  indication  of  the  pi 
tient’s  dosage  requirements  without  the  appearail 
of  side  effects. 


Dosage  and  Administration:  The  activity  of  a 0.1  ml 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiv: 
lent  to  approximately  one  grain  thyroid,  U.S.P.  Admit ! 
ister  SYNTHROID  tablets  as  a single  daily  dosij 
preferably  after  breakfast.  In  hypothyroidism  withoi 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daiQ 
and  may  be  increased  by  0.1  mg.  every  30  days  uni 
proper  metabolic  balance  is  attained.  Clinical  evali 
tion  should  be  made  monthly  and  PBI  measuremenl 
about  every  90  days.  Final  maintenance  dosage  w| 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  nfl 
edema,  starting  dose  should  Jse  0.025  mg.  daily.  T| 
dose  may  be  increased  to  0.05  mg.  after  two  weel 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  H 
daily  dose  may  be  further  increased  at  two-month  ii 
tervals  by  0.1  mg.  until  the  optimum  maintenance  dQ 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.] 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-codei 
in  bottles  of  100,  500,  and  1000.  Injection:  500  mc| 
lyophilized  active  ingredient  and  10  mg.  of  MannitC 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sj; 
dium  Chloride  injection,  U.S.P.,  as  a dilueni 
SYNTHROID  (sodium  levothyroxine)  for  Injection  mi 
be  administered  intravenously  utilizing  200-400  me 
of  a solution  containing  100  meg.  per  ml.  If  significa 
improvement  is  not  shown  the  following  day,  a repe 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  Of  TRAVFNOL  LASORATOftlCS.  INC 
Morton  Grove.  Illinois  60053 


Need  an 
office  wing? 


Need  an 
extension? 


Call  the 

phone  company! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Specialized  services  demand  specialized 
knowledge.  That’s  why  an  architect  is  con- 
snlted  when  you  want  the  construction  you 
contemplate  to  he  properly  j)lanned.  It’s 
why  you  call  the  phone  company  wlien  you 
want  your  teleplione  service  extended  or 
revised  . . . and  it’s  why  you  should  call  on 
your  Guild  Optician  for  optical  services  of 
any  kind. 

It’s  not  just  hy  accident  that  the  Guild 
Optician  is  an  expert.  His  qualifications  arc 
based  on  knowledge  and  experience,  his 
will  to  serve  the  doctor,  his  ability  to 


handle  not  only  the  routine  problems  of 
after-service  for  your  patients,  hut  also  the 
unusual. 

hen  you  w rite  a prescription,  above  all 
you  expect  to  have  that  Rx  properly  filled 
so  the  patient  obtains  the  full  benefit  of 
your  professional  services.  Tou  also  expect 
to  have  your  patient  receive  after-service 
for  the  life  of  his  glasses.  That’s  why  it’s 
wise  to  call  on  an  expert  — your  Guild 
Optician.  Guild  of  Prescription  Opticians 
of  Florida. 


USING  GUILD  SKILLS  AND  EXPERIENCETO  SERVE  YOUR  PATIENTS 


A Damon  Medical  Laboratory  is . . . 
a pathologist  available  for  professional  consiiltation. 


5taff  pathologists  direct 
i supervise  the  entire 
iration  in  each  and 
i!ry  laboratory  in  the 
I !r-growing  Damon 
i >up.  They’re  backed  by 
Jerienced,  highly  skilled 
chemists  and  medical 
hnologists  equipped 

I 


with  the  most  advanced, 
automated  analytical  in- 
strumentation. 

Accuracy  and  reproduci- 
bility are  assured  by  con- 
stant, careful  attention 
to  quality  control  and  lab- 
oratory methodology. 

And,  as  a final  check, 
results  are  routinely  re- 


viewed by  a pathologist. 
He  is  also  available  for 
professional  consultation. 

Damon  Medical  Labora- 
tories, a comprehensive 
clinical  laboratory  service 
to  physicians  in  private 
and  group  practice,  hospi- 
tals, nursing  homes,  in- 


dustry, government,  other 
clinical  laboratories  and 
research  institutions. 

Write  for  full  information 
to  5415  Laurel  Blvd., 

Tampa,  Fla.  33607 

DAMON 

Medical  Seivices  and  Products 


BRADENTON /CLEARWATER /ORLANDO /POMPANO  BEACH/ST.  PETERSBURG /TAMPA 


THE  DYNAMIC  NIGHT  SPLINT 

FOR  INFANTS  AND  OLDER  CHILDREN 

FOR  INTERNAL  ROTATION  PROBLEMS  OF  THE  LOWER  EXTREMITIES 

*KNEE  LIGAMENTS  ARE  NOT  SUBJECT  TO  STRAIN  RESULTING 
FROM  A BAR  PLACED  BETWEEN  THE  LEGS  OR  FEET 


NO  HARDWARE  ON  SOLES 


Distributed  in  Canada  by: 

Professional  Orthopaedic  Supplies,  Ltd. 

3069  Universal  Drive 
Missisauga  (Toronto),  Ontario,  Canada 


INTRODUCTORY  OFFER — Free  Installation  Kit 
with  order  of  12  splints.  Available  to  doctors, 
brace  shops  and  shoe  store. 

• DYNAMIC — The  leather  splint  permits  unlimit- 
ed motion  in  all  planes,  except  internally 

• AGES — Infants  thru  the  older  child 

• QUICKLY  ATTACHED — By  surgeon  in  office  or 
by  brace  shop  or  shoe  store 

• DETACHABLE — May  be  removed  from  shoes 
for  daytime  activity 

• ADJUSTABLE — From  0°  to  90°  bilat. 

• WEIGHT — Lightest  of  all  splints,  only  1%  oz. 

• ECONOMY — Low  cost  to  parents 

• ADAPTS  TO  ALL  SHOES — Normal,  Orthopedic, 
Surgical,  Straight  Last,  Outflare,  Old  or  New 
Pair,  Regardless  of  Manufacturer. 

• For  Information  and  Confirming  Medical  Papers  Write. 

FRIEDMAN  COUNTER  SPLINTS,  INC. 

P.  0.  Box  212,  West  Chester,  Penna.  19380 


of  the 
tetracycline-nystatir 
products 


...none  is  lower  priced 


TETRACYCLINE  HCI  25  mg.  NYSTATIN  25,000  U./cc.;> 

LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York  10965 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers.* 

Four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the 
many  patients  who  need  to  have  the  pace  set  just  a little 
slower.  Its  gentle  daytime  sedative  action  is  often  all  that’s 
needed  to  help  the  usually  well-adjusted  patient  cope 
with  temporary  stress... or  to  relieve  the  anxiety  associated 
with. hypertension,  coronary  disorders,  premenstrual  tension, 
surgical  procedures,  functional  Gl  disorders,  or  the  strains 
of  aging. 

*Based  on  surveys  of  average  daily  prescription  costs. 


ButiisolsoouM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 

Warning:  May  be  habit  forming. 

Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease. 

Elderly  or  debilitated  patients  may  react  with  marked  excitement  or  depressioi 
Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes, 


hangover  " and  systemic  disturbances  are  seldom  seen. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 
For  hypnosis.  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg„  30  mg..  50  mg..  100  mg..  Elixir,  30  mg.  per  5 cc. 
(alcohol  T^'o). 

BUTICAPS^  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)] 

15  mg..  30  mg..  50  mg..  100  mg. 


I McNEIl ) 

MrNlpil  1 phnratnrips  Inc  Fort  Washinaton.  Pa.  19034 


ORGANIZATION 


Podiatrists,  The  Other  Doctors 

Joseph  C.  Flynn,  M.D.  and  E.  W.  Trice,  D.P.M. 


In  May  of  1969,  the  Florida  Medical  Asso- 
ciation reactivated  the  Committee  on  Podiatry 
for  the  express  purpose  of  studying  the  profession 
of  podiatry  in  the  State  of  Florida.  The  Com- 
mittee has  established  communication  with  the 
Medical  Liaison  Committee  of  the  Florida  Podia- 
tric  Association. 

In  order  to  adequately  study  the  podiatry 
situation,  a member  of  the  FMA  Podiatry  Com- 
mittee visited  the  National  Headquarters  of  the 
American  Podiatry  Association  in  Washington, 
D.C.  and  the  Pennsylvania  College  of  Podiatric 
Medicine  in  Philadelphia.  Several  preliminary 
meetings  were  arranged,  and  finally  the  FMA 
Podiatry  Committee  met  with  the  Florida  Podia- 
tric Association’s  Medical  Liaison  Committee  in 
September  of  1970. 

Out  of  this  meeting  has  come  an  appreciation 
of  each  other’s  problems.  A good  deal  of  misin- 
formation has  been  corrected.  Through  this  ave- 
nue of  communication,  both  organizations  have 
begun  the  first  sound  steps  toward  a cooperative 
effort  in  the  field  of  health  services  for  the  peo- 
ple of  Florida. 

Nevertheless,  we  are  aware  that  there  is  still 
considerable  apprehension,  distrust,  and  even  dis- 
like between  our  two  professions.  The  proposed 
exchange  of  speakers  recently  between  the  Flori- 
da Podiatry  .%sociation  and  the  Florida  Medical 
.Association  evoked  much  comment,  good  and 
bad,  in  both  organizations. 

, The  purpose  of  this  article  is  to  provide  the 
Florida  Medical  Association  membership  a can- 
did view  of  podiatry  in  the  United  States  and 
especially  in  Florida. 

Podiatrists,  formerly  known  as  chiropodists, 
have  gone  through  the  process  of  changing  their 
professional  identity  solely  to  that  of  podiatry. 
In  the  years  past,  graduates  received  the  degree, 
Doctor  of. Surgical  Chiropody,  D.S.C.,  and  in- 
deed, many  practitioners  are  so  identified  today. 


Dr.  Flynn  is  chairman,  Florida  Medical  Association  Commit- 
tee on  Podiatry. 


New  podiatrists  may  now  receive  a Doctor  ot 
Podiatric  Medicine,  D.P.M. , degree.  State  and 
federal  regulations,  insurance  company  forms, 
and  older  textbooks  may  continue  to  refer  to 
chiropody;  but  the  profession  indicated  is  that 
of  podiatry.  Before  long,  the  identification  of 
chiropody  will  assume  only  historical  interest. 

The  early  roots  of  podiatric  care  are  found 
in  the  European  Trade  Guilds  of  the  19th  cen- 
tury. From  this  origin,  the  podiatry  profession 
has  evolved.  There  are  two  men  prominent  in 
the  annals  of  podiatric  history,  William  Dur- 
lacher  and  Isachar  Zacharie.  Durlacher,  Queen 
Victoria’s  private  foot  doctor,  is  credited  with  the 
first  podiatry  text,  A Treatise  on  Corns  and  Bun- 
ions, published  circa  1850.  Zacharie  was  the  per- 
sonal podiatrist  to  .Abraham  Lincoln  and  gained 
some  fame  as  a secret  courier  in  the  Civil  War. 
The  first  American  podiatric  text  was  published 
by  Zacharie  in  Cincinnati  in  1862.  The  first 
foot  care  practice  in  the  United  States  was  estab- 
lished in  Boston  during  this  time.  .As  the  trade 
flourished,  other  people  took  up  the  work  and, 
in  1895,  the  first  law  to  license  chiropodists  was 
passed  in  New  York  State. 

Podiatrists  deal  entirely  with  conditions  of 
the  foot  and  leg.  They  treat  foot  and  leg  defor- 
mities, disease  and  infections,  order  and  interpret 
laboratory  tests,  prescribe  drugs,  institute  shoe 
and  appliance  therapy,  administer  physical  ther- 
apy and  palliatively  accommodate  as  well  as 
surgically  correct  existing  pathology  within  their 
scope  of  practice. 

By  law,  the  primary  limitations  on  the  prac- 
tice of  podiatrists  are  that  they  may  not  ampu- 
tate the  foot  or  leg,  and  the  Florida  Statutes 
limit  their  administration  of  anesthetics  to  those 
of  a local  nature  such  as  infiltration,  nerve  block, 
etc.  This  does  not  preclude  the  use  of  general 
anesthesia  when  administered  by  an  anesthetist 
under  medical  supervision.  Inasmuch  as  the  foot 
is  an  integral  part  of  the  lower  extremity  and 
cannot  be  considered  separate  therefrom,  the 
Florida  State  Board  of  Podiatry  Examiners  has 
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interpreted  the  statutes  to  mean  that  the  leg  ends 
at  the  anterior  tibial  tuberosity. 

Drug  privileges  are  similar  to  those  exercised 
by  medical  doctors.  In  addition  to  drugs  for  lo- 
cal use  on  the  foot,  podiatrists  prescribe  systemic 
medications  such  as  antibiotics  and  analgesics. 
Understandably,  podiatrists  hold  narcotic  licenses. 

Podiatrists  are  trained  to  recognize  systemic 
conditions  which  may  manifest  themselves  in  the 
foot  and  to  refer  these  patients  to  such  practi- 
tioners as  may  be  needed.  For  example,  when  a 
patient  with  undiagnosed  gout  presents  a pain- 
ful great  toe,  the  podiatrist  would  diagnose  and 
treat  the  immediate  symptoms  and  send  the 
patient  to  his  family  physician  for  systemic  treat- 
ment. 

Specialists  are  recognized  and  certified  with- 
in the  podiatry  profession.  Only  in  one  specialty 
area  in  podiatry  is  postgraduate  training  a re- 
quirement. Residency  in  foot  surgery  is  one  year, 
while  certification  in  other  specialty  areas  in- 
volve testing  and  practice  requirements  only. 

The  specialties  are:  foot  surgery,  dermatology, 
orthopaedics  and  radiology.  x\lthough  certified, 
podiatric  specialists  do  not  limit  their  entire 
practice  time  to  that  specialty.  As  a rule,  spe- 
cialists maintain  interest  in  a particular  field 
while  continuing  to  do  general  podiatry  practice. 

In  the  United  States,  approximately  one  of 
four  practicing  podiatrists  has  hospital  privileges. 
The  Joint  Commission  on  Accreditation  of  Hos- 
pitals approves  staff  privileges  for  podiatrists 
within  this  framework. 

Podiatrists  and  staff  physicians  treat  inpatients 
under  a dual  responsibility  concept.  The  medical 
doctor  must  do  an  admission  history  and  physical 
and  has  the  responsibility  of  the  nonpodiatric 
aspects  of  the  patient’s  care.  He  is  required  to 
check  the  heart  and  lungs  before  a general  anes- 
thetic is  given  and  would  treat  any  systemic  com- 
plications which  might  arise,  such  as  pneumonia  or 
thrombophlebitis. 

The  podiatrist  has  responsibility  for  the  foot 
treatment  and  orders  drugs  and  medications  nec- 
essary for  proper  care.  Providing  the  hospital 
stay  is  uncomplicated,  the  podiatrist  then  dis- 
charges the  patient.  Recognizing  this  dual  re- 
sponsibility and  its  ensuing  liabilities,  those  po- 
diatrists afforded  hospital  privileges  carry  “hold 
harmless”  insurance  coverage  through  the  Ameri- 
can Podiatry  Association  which  protects  the  co- 
admitting physician  from  any  act  of  negligence 
or  malpractice  committed  by  the  podiatrist. 


Inasmuch  as  podiatry  most  closely  approxi- 
mates those  areas  of  treatment  falling  within  the 
scope  of  orthopaedic  surgery,  a certain  degree 
of  friction  has  developed  between  the  two  dis- 
ciplines. Many  orthopaedists  resent  the  dialogues 
between  the  Florida  Medical  Association  and  the 
Florida  Podiatry  Association,  which  nevertheless, 
have  greatly  clarified  the  dual,  if  overlapping 
degree  of  responsibility  for  care  of  the  foot  dis- 
abilities. 

long  ago  as  1932,  the  Judicial  Council  of 
the  AMA  recognized  podiatry  as  an  ancillary  to 
the  practice  of  general  medicine.  Aside  from  pro- 
nouncements from  medical  groups,  a health  pro- 
fessions relation  to  the  national  health  care 
scheme  can  be  defined  by  examining  these  policies 
adopted  by  major  institutions  in  our  society.  In 
the  case  of  podiatry,  these  facts  emerge: 

The  Social  Security  Administration’s  defini- 
tion of  “Physician”  includes  podiatrists,  and,  as 
a result,  their  services  are  covered  under  Medi- 
care. 

In  the  State  of  Florida,  podiatry  is  also  cov- 
ered under  Medicaid. 

Podiatrists  are  commissioned  in  the  Armed 
Forces  and  there  are  at  present  74  commissioned 
officers  serving,  59  in  the  Army,  11  in  the  Navy 
and  four  in  the  Air  Force. 

Students  of  podiatry  are  eligible  for  federal 
loans  via  the  Health  Manpower  Act. 

The  Public  Health  Service  utilizes  podiatrists 
in  an  advisory  capacity  and  there  are  23  podia- 
trists in  an  advisory  capacity.  There  is  an  equal 
number  in  the  Veteran’s  Administration.  As  yet, 
no  podiatrists  have  served  in  the  Peace  Corps 
although  they  are  welcome  to  apply  for  such 
service  and  encouraged  to  do  so  by  the  Corps. 

Blue  Shield,  and  most  major  private  insurance 
companies  include  podiatric  services  in  their 
schedule  of  benefits.  At  this  time,  85%  of  all 
Blue  Shield  insurance  subscribers  may  seek  the 
professional  services  of  a podiatrist. 

Local  health  departments  and  welfare  agencies 
use  the  services  of  podiatrists. 

Podiatrists  are  on  the  faculties  of  such  medical 
schools  as  the  Medical  College  of  Virginia, 
Georgetown  Medical  School,  and  the  University 
of  California  Medical  School.  What  then,  is  the 
academic  background  of  this  profession? 

Two  years  of  college  (60  semester  hours)  are 
required  for  entrance  to  a school  of  podiatry, 
which  includes  the  study  of  biology,  chemistry, 
physics  or  mathematics,  English,  and  one  semes- 
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ter  of  organic  chemistry.  More  than  80%  of 
entering  freshmen  in  podiatry  classes  have  a bac- 
calaureate degree. 

The  five  colleges  of  podiatry  in  the  United 
States  are  California  College  of  Podiatric  Medi- 
cine in  San  Francisco,  Illinois  College  of  Podiatric 
Medicine  in  Chicago,  M.  H.  Lewis  College  of  Po- 
diatry in  New  York  City,  Ohio  College  of  Podiatry 
in  Cleveland,  and  the  Pennsylvania  College  of 
Podiatric  Medicine  in  Philadelphia. 

These  are  nonprofit,  private  institutions  which 
are  not  affiliated  with  other  colleges  or  univer- 
sities and  do  not  receive  state  tax  support. 
(The  Pennsylvania  School  is  an  exception  as  it 
receives  state  tax  funds).  They  do,  however,  re- 
ceive federal  funds  for  improvement  grants.  In 
fiscal  year  1967-68,  the  five  colleges  received  a 
total  of  $559,850.  In  1968-69,  the  total  grants 
authorized  were  $918,127.  In  addition  to  private 
contributions,  clinic  fees  and  student  tuition,  the 
schools  enjoy  regular  support  from  their  alumni. 
Indeed,  40%  of  dues  paid  to  the  American  Po- 
diatry .Association  go  to  support  podiatry  educa- 
tion. 

In  1960,  there  were  a total  of  124  podiatrists 
and  76  doctors  of  medicine  on  the  faculties.  We 
are  informed  that  there  are  Ph.D.’s  as  well,  num- 
bering 20. 

There  are  about  850  students  in  podiatry 
schools  this  year.  Their  curriculum  covers  four 
years  and  a minimum  of  4,142  clock  hours  of 
instruction,  at  the  end  of  which  the  Doctor  of 
Podiatric  Medicine,  D.P.M.,  is  awarded. 

The  first  two  years  cover  basic  science  courses, 
and  the  last  two  years  emphasize  clinical  skills. 
Course  titles  include  anatomy,  (gross,  micro- 
scopic, developmental);  biochemistry;  physiol- 
ogy; microbiology;  pathology;  pharmacology; 
roentgenology;  medicine;  physical  medicine;  der- 
matology; socioeconomic  relations;  orthopaedics; 
surgery;  neurology;  public  health;  practice  man- 
agement; ethics  and  jurisprudence;  preventive 
podiatry  and  hygiene;  history  of  podiatry  and 
hospital  relations  and  service.  The  majority  of 
the  students’  studies  in  the  last  two  years  involve 
clinical  experience  under  supervision  in  out- 
patient clinics  and  affiliated  hospitals. 

Before  entering  practice,  the  young  podia- 
trist is  required  to  pass  a state  board  examina- 
tion. In  most  states,  the  examining  boards  are 
entirely  composed  of  podiatrists,  but  in  13  states, 
doctors  of  medicine  are  also  on  the  board.  In 
two  states,  the  complete  board  is  comprised  of 
doctors  of  medicine.  In  Florida  the  examining 


board  is  a composite  of  three  podiatrists  and  one 
medical  doctor. 

Further,  some  states  require  applicants  to 
serve  a one-year  internship  in  a hospital  or 
clinic.  Nationally,  there  are  five  hospitals  or 
clinics  approved  for  podiatry  internships  by  the 
Council  on  Education  of  the  American  Podiatry 
Association.  Currently,  40%  of  all  graduating 
podiatrists  take  additional  training  in  the  form 
of  internships. 

When  asked  to  describe  the  national  research 
budget  in  podiatry,  how  it  is  funded  and  the 
chief  areas  of  activity,  the  American  Podiatry 
Association  replied:  “Research  at  the  podiatry 
colleges  is  being  stimulated  by  grants  from  the 
Fund  for  Podiatry  Education  and  Research  which 
began  annual  faculty  improvement  grants  to  the 
colleges  in  1963.”  The  fund  has  also  provided  a 
grant  of  $46,926  to  assist  the  colleges  in  financ- 
ing a clinical  curriculum  study.  A basic  science 
curriculum  study  was  done  in  1969,  which  forms 
the  current  basic  standard. 

Adding  to  the  fund  of  knowledge  of  diseases 
of  the  foot,  podiatry  supports  and  contributes  to 
the  Journal  of  the  American  Podiatry  Associa- 
tion, Current  Podiatry,  Journal  of  the  Florida 
Podiatry  Association,  Podiatry  News  and  to  basic 
texts  such  as  Diseases  of  the  Foot,  (Weinstein) 
exerpted  in  Surgery  of  the  Foot,  (Duvries), 
Peripheral  Vascular  Diseases,  (Alan,  Barker  & 
Hines)  and  Arthritis,  (Comreo),  etc. 

There  are  154  podiatrists  in  active  practice 
in  Florida.  Their  existence  cannot  be  ignored  by 
medical  doctors.  Podiatrists  are  doing  more  and 
more  surgery  of  the  foot,  most  of  it  in  their 
offices.  Osteopathic  hospitals  have  given  podia- 
trists privileges  in  many  counties  and  in  these, 
the  podiatrists  have  moved  into  the  operating 
room. 

Many  orthopaedists  feel  that  podiatrist  fees 
are  disproportionately  high  for  foot  surgical  pro- 
cedures. On  the  other  hand,  podiatrists  resent 
the  denial  of  recognition  and  of  hospital  privi- 
leges by  medical  doctors.  Many  of  these  “hurts” 
will  never  fully  heal  on  both  sides. 

The  Podiatry  Committee  of  the  Florida  Medi- 
cal Association  and  the  Medical  Liaison  Com- 
mittee of  the  Florida  Podiatry  Association  have 
cooperated  to  present  this  article  for  information. 
Further  progress  can  be  made  only  by  keeping 
these  lines  of  communication  open. 

► Dr.  Flynn,  1315  South  Orange  Avenue,  Orlan- 
do 32806. 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  1 1 001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

Jomes  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

A/AERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and 
is  olso  opproved  for  Medicare  potients. 


C/test 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Ph.  355-8391 


Fifty-two  Years  in  Florida  J.  Beatty  Williams 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 

P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  879-4411 
2655  Swann,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 
GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr. 
caffeine  gr.  V^. 


the 
choke  is 
dear: 


Pyopen 

(sterile  disodium  carbenicillin) 


A serious  urinary  tract  infection . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  ah  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities. . .A  Pro^/e  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia: 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis):  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms.  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa,  Proteus  mirabilis,  Pr.  morganii,  Pr.  rettgeri,  Pr,  vul- 
garis,  E.  coli,  Enterobacter  species.  Salmonella  species.  Hemophilus 
Influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Staph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus,  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus' faecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly.  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available.  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium:  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual.  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated.  Adverse  Reactions:  Hypersensitivity 
Reactions  — Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  — Nausea. 
Hemic  and  Lymphatic  Systems  — Hemolytic  anemia,  thrombocyto- 
penia, leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies -SQOJ  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous System  — Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


"Drug  research 
gives  me  the  tools 
that  save  lives." 


4 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 


Medical  News 


Central  Florida  Medical  Meeting 

The  17th  Annual  Central  Florida  Medical  Meeting  will  be  held  at  Disney  World,  near  Orlando, 
March  15-18,  1972. 

The  Orange  County  Medical  Society  will  sponsor  the  seminar  on  “Cardiology,  Endocrinology  and 
Infectious  Diseases.” 


Miami  Medical  School  Receives  Grant 

The  Commonwealth  Fund  of  New  York  has  awarded  a grant  of  $34,344  to  the  University  of 
Miami  School  of  Medicine  to  help  fund  a new  medical  curriculum. 

The  money  will  be  used  to  implement  the  special  program  enabling  individuals  with  Ph.D.  degrees 
in  natural  and  biological  sciences  to  obtain  medical  degrees  within  a two-year  period.  The  program, 
which  began  in  July,  has  17  men  and  three  women  enrolled. 

It  is  hoped  that  the  new  program  will  help  ease  the  nation’s  physician  manpower  shortage  by 
tapping  the  supply  of  scientists  trained  in  allied  fields. 


Oncology  Program  in  Miami 

An  in-house  clinical  training  program  in  oncology  has  been  announced  by  the  University  of  Miami 
School  of  Medicine. 

Programs  have  been  arranged  in  all  clinical  disciplines  for  physicians  interested  in  spending  two 
weeks  or  more  at  the  University.  The  program  is  sponsored  by  the  Clinical  Cancer  Training  Program 
of  the  University  and  is  supported  by  the  National  Cancer  Institute. 

Samuel  A.  Gunn,  M.D.,  Professor  of  Pathology  at  the  School  of  Medicine,  is  Program  Director. 

Interested  physicians  should  contact  Howard  E.  Lessner,  M.D.,  Medical  Oncology  Division,  Uni- 
versity of  Miami  School  of  Medicine,  P.  O.  Box  875,  Biscayne  Annex,  Miami,  Fla.  33152. 


Dean  Suter  Assumes  AMA-AAMC  Post 

Emanuel  Suter,  M.D.,  of  Gainesville,  has  been  appointed  to  the  AMA-AAMC  Liaison  Commit- 
tee on  Medical  Education. 

He  will  represent  the  American  Association  of  Medical  Colleges  on  the  Committee,  which  also 
includes  representatives  of  the  American  Medical  Association.  Dr.  Suter,  Dean  of  the  University 
of  Florida  College  of  Medicine,  succeeds  Merlin  K.  DuVal,  M.D.,  who  recently  became  Assistant  Sec- 
retary of  Health,  Education  and  Welfare  for  Health  and  Scientific  Affairs. 

The  Executive  Council  of  the  .\AMC  selected  Dean  Suter  for  the  vacancy. 


Chest  Physicians  Announce  Florida  Course 

The  American  College  of  Chest  Physicians  has  announced  a 13-course  postgraduate  program 
for  the  coming  academic  year,  including  one  in  Florida. 

A course  in  “Management  of  Cardiorespiratory  Failure”  will  be  held  in  Miami,  March  5-10, 
1972.  The  University  of  Miami  School  of  Medicine  will  join  the  College  in  sponsorship  of  the  course. 

Additional  information  about  this  and  other  ACCP  courses  may  be  obtained  by  writing  to 
American  College  of  Chest  Physicians,  112  East  Chestnut  Street,  Chicago,  Illinois  60611. 
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Migrant  Health  Survey  is  Completed 

Florida’s  Bureau  of  Comprehensive  Health  Planning  has  completed  a sur\^ey  of  medical  service 
to  migrant  farm  workers  in  the  state. 

The  study  was  conducted  in  cooperation  with  the  Florida  iMedical  Association. 

Questionnaires  were  sent  to  421  physicians  in  23  counties  which  attract  195,000  migrants  dur- 
ing the  peak  of  the  harvest.  Sixty-three  per  cent  responded,  and  of  these,  125  physicians  reported 
that  they  had  treated  26,828  migrants  and  dependents  over  a 12-month  period.  One  hundred  and 
seven  of  these  physif-ians  reported  losses  from  non-pa\anent  and  non-billing  totaling  $137,948. 

Reports  of  the  surv'ey  are  being  sent  to  county  medical  societies.  Additional  copies  may  be  ob- 
tained from  the  Bureau  of  Comprehensive  Health  Planning,  908  South  Bronough  St.,  Tallahassee 
Fla.  32304. 


Ophthalmologists  Meet  in  Orlando 

The  annual  interim  meeting  of  the  Florida  Society  of  Ophthalmologists  will  meet  December  9-11 
at  Bay  Hill  Country  Club  in  Orlando.  Among  other  subjects  to  be  discussed  will  be  ophthalmic  assis- 
tants. For  more  information  contact  Charles  F.  McCrorv,  iM.D.,  Ill  West  .\dams  Street,  Jacksonville 
32202. 


Courses  on  Human  Relations-Drug  Dependency 

Fort  Lauderdale  University  is  offering  three  courses  in  the  category  of  “Human  Relations- 
Drug  Dependency”  during  the  current  semester. 

Courses  are  entitled  Introduction  to  the  Physiology  and  Psychology  of  Drug  .Abuse;  Techniques 
of  Drug  Dependency  Management;  and  .Advanced  Techniques  of  Drug  Dependency  Counseling, 
Sensitivity  Training  and  Experimental  Programs. 

Faculty  includes  David  J.  Lehman,  M.D.,  of  Fort  Lauderdale,  a member  of  the  .Ad  Hoc  Com- 
mittee on  Drug  .Abuse  of  the  Florida  Aledical  .Association;  .Arthur  T.  Stillman,  M.D.,  and  Stanley 
W.  Keiserman,  Ph.D. 


Scientific  Meeting  at  Disney  World 

Recent  advances  in  internal  medicine  will  be  discussed  during  a scientific  program  to  be  held 
at  Disney  World  near  Orlando,  Nov.  19-21. 

Sponsors  of  the  program  are  the  Florida  Society  of  Internal  Medicine  and  the  .American  Col- 
lege of  Physicians.  Speakers  from  the  schools  of  medicine  of  the  University  of  Miami  and  the  Lmi- 
versity  of  Florida  will  update  participants  on  new  developments  in  nephrology,  rheumatology,  he- 
matology and  other  fields. 

.A  registration  fee  of  $25.00  will  be  charged,  and  additional  information  may  be  obtained  by 
contacting  .Albert  AI.  Ziffer,  AI.D.,  22  West  Lake  Beauty  Drive,  Orlando,  Fla.  32806. 


Conference  on  Sports  Medicine 

The  13th  National  Conference  on  the  Aledical  .Aspects  of  Sports  will  be  held  in  New  Orleans,  La., 
on  Sunday,  Nov.  28. 

. The  program,  at  the  Jung  Hotel,  is  held  in  conjunction  with  the  Clinical  Convention  of  the 
.American  Medical  .Association  and  is  sponsored  by  the  .AAI.A  Committee  on  the  Aledical  .Aspects  of 
Sports. 

Topics  this  year  will  include  drugs  in  sports,  protection  of  the  lower  extremities,  electrolyte  and 
thermal  balance  and  crucial  health  perspectives. 

Nonmedical  athletic  personnel  are  welcome  to  the  conference  as  well  as  physicians.  .Additional 
information  may  be  obtained  from  the  Committee  on  the  Medical  .Aspects  of  Sports,  American  Aledical 
.Association,  535  North  Dearborn  Street,  Chicago,  111.  60610. 
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Cardiology  College  Admits  Five  Floridians 

Five  Dade  County  physicians  have  been  admitted  to  Fellowship  in  the  American  College  of 
Cardiology.  Dr.  Henry  R.  Cooper  of  Fort  Lauderdale,  ACC  Governor  for  Florida,  listed  the  new 
Fellows  as:  Drs.  Eugene  L.  Nagel  of  Miami;  and  Arthur  J.  Gosselin,  Frank  J.  Hildner,  Martin  J. 
Nathan,  and  K.  Ramaswamy,  all  of  Miami  Beach. 


Educational  Program  on  Fieart  Disease 

“Controversies  in  Cardiovascular  Medicine:  Practical  Aspects”  is  the  title  of  a continuing  med- 
ical education  program  which  will  be  conducted  in  Miami,  Jan.  12-14,  1972. 

Sponsored  by  the  American  College  of  Cardiology  in  cooperation  with  the  University  of  Miami 
School  of  Medicine,  the  program  will  be  held  at  the  Sheraton-Four  Ambassadors  Hotel. 

Fees  include  $90  for  members  of  the  American  College  of  Cardiology  and  $130  for  nonmem- 
bers. Credit  toward  the  American  Medical  Association’s  Physician’s  Recognition  Award  is  available. 

Additional  information  may  be  obtained  by  contacting  Miss  Mary  Anne  Mclnerny,  Director  of 
the  Department  of  Continuing  Education  Programs,  American  College  of  Cardiology,  9650  Rock- 
ville Pike,  Bethesda,  Md.  20014. 


Treatment  of  Teenagers  for  VD 

A recent  change  in  the  law  regarding  treatment  of  minors  for  venereal  disease  has  been  point- 
ed out  by  the  Florida  Division  of  Health. 

As  of  Oct.  1,  physicians  may  treat  minors  who  have  been  exposed  to  VD  without  the  consent 
of  the  parents  or  other  responsible  persons,  according  to  Dr.  E.  Charlton  Prather,  Chief  of  the  Bu- 
reau of  Preventable  Disease. 

One  year  previously,  physicians  were  given  legal  authority  to  treat,  without  parental  consent, 
teenage  patients  who  had  contracted  venereal  disease. 

Dr.  Prather  pointed  out  that  parents  or  other  responsible  individuals  may  be  informed  if  the 
physician  considers  it  advisable. 


American  Physicians  Art  Association 

We  would  like  to  invite  our  medical  colleagues  to  become  members  of  our  national  non-profit 
organization  which  is  dedicated  to  furthering  art  interests  of  the  medical  profession;  to  broadening  the 
physician’s  knowledge  and  appreciation  of  the  past  and  present;  to  stimulating  physician  artists  to 
produce  works  of  art  in  the  fields  of  painting,  sculpture,  photography,  graphic  arts,  design  and  creative 
crafts;  to  holding  a national  annual  exhibition  of  physicians’  art  works;  and  to  stimulating  regional  art 
exhibitions  of  physicians’  works  at  local,  state  and  specialty  meetings. 

Our  art  exhibit  is  held  annually  in  conjunction  with  the  annual  meeting  of  the  American  Medical 
Association.  The  APAA  has  a membership  which  extends  across  the  entire  United  States,  Canada  and 
Latin  America.  Every  state  in  the  Union  is  represented  through  a Regional  Director.  It  is  the  hope  of 
the  APAA  to  establish  a central  photographic  archive  of  its  members’  art  works,  to  be  used  for  year 
round  press  and  magazine  publicity  in  the  physicians’  home  towns  as  well  as  nationally. 

You  do  not  necessarily  have  to  be  currently  engaged  in  any  art  activity  to  become  a member.  We 
also  welcome  the  support  of  anyone  interested  in  furthering  physicians’  art  in  America,  as  our  organiza- 
tion is  totally  supported  by  the  members  and  friends  of  the  APAA.  The  types  of  membership  are: 


Life  Sponsor  Membership  $200.00 

Sponsor  Membership  30.00 

Regular  Membership  15.00 

*Associate  Membership  5.00 


(* Associate  Membership  is  for  medical  students,  interns,  and  residents.) 

If  you  are  interested  in  becoming  a member,  or  if  you  wish  further  information,  please  contact  the 
President  of  APAA,  A.  M.  Gottlieb,  M.D.,  3801  Miranda  Avenue,  Palo  Alto,  California  94304. 
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ACS  Sectional  Meeting  in  Miami 

The  preliminary  program  has  been  announced  for  a sectional  meeting  of  the  American  College  of 
Surgeons  in  Miami,  Jan.  17-19,  1972.  The  meeting  will  be  at  the  Sheraton-Four  Ambassadors. 
Program  chairman  for  the  meeting  is  Robert  Zeppa,  M.D.,  of  Miami. 

Information  may  be  obtained  by  writing  to  the  American  College  of  Surgeons,  55  East  Erie  Street, 
Chicago,  111.  60611. 


Postgraduate  Seminar  in  Surgery 

The  University  of  Miami  School  of  Medicine  will  sponsor  a Postgraduate  Seminar  in  Surgery, 
Jan.  12-15,  1972. 

Discussion  topics  will  be  “Surgical  Care,”  “Transplantation,”  “The  Pancreas”  and  “Pediatric 
Surgery.” 

A registration  fee  of  $100  will  be  charged,  and  the  program  has  been  approved  by  the  American 
.\cademy  of  General  Practice  for  16  hours  of  credit.  Additional  information  may  be  obtained  by  con- 
tacting: Department  of  Surgery,  University  of  Miami  School  of  Medicine,  Jackson  Memorial  Hospi- 
tal, P.  O.  Box-  875,  Biscayne  Annex,  Miami,  Fla.  33152. 


Former  State  Physician  Joins  PMA 

Frank  B.  Voris,  M.D.,  a former  Florida  physician,  has  been  appointed  to  the  post  of  director  of 
medical  relations  of  the  Pharmaceutical  Manufacturers  Association. 

Dr.  Voris  received  his  M.D.  degree  from  the  University  of  Illinois  School  of  Medicine  in  1933,  af- 
ter which  he  entered  private  practice  in  Miami.  He  joined  the  Navy  in  1941,  and  at  the  time  of  his 
retirement  he  was  a surgeon  in  the  Pacific  with  th?  rank  of  Rear  Admiral. 


Deadline  for  BNDD  Registration 

No  extension  has  been  granted  past  the  October  1,  1971  deadline  for  Bureau  of  Narcotics  and 
Dangerous  Drugs  registration.  Anyone  who  does  not  have  a valid  BNDD  registration  number  after 
October  1,  1971,  will  not  be  permitted  to  handle  controlled  substances  as  defined  by  Public  Law  91- 
513  (CSA  of  1970). 

.All  efforts  are  being  made  by  BNDD  to  expedite  the  processing  of  all  new  applications  for 
BNDD  registration. 

We  should  point  out  that  ESKATROL,  FETAMIN  and  BIPHETAMINE  are  included  as  Sched- 
ule II  nonnarcotic  substances.  Methylphenidate  and  phenmetrazine  are  being  considered  for  inclusion 
as  Schedule  II  nonnarcotic  substances.  No  final  order  has  been  published  to  change  the  status  of  me- 
thylphenidate and  phenmetrazine  as  of  this  writing. 

For  further  information  Contact:  Anthony  R.  Acri,  Group  Supervisor,  Compliance,  Bureau  of 
Narcotics  and  Dangerous  Drugs,  1200  Biscayne  Boulevard,  Miami,  Fla.  33132. 


FMA  Meetings 


November  6 
November  13-14 


November  12 
December  7 

11-12 


Committee  on  Health  Insurance 

Manger  Motor  Inn,  Tampa  1:00  p.m. 

Committee  on  Relative  Value  Studies 
Gold  Key  Inn,  Orlando 

Note:  Members  of  the  Council  on  Specialty  Medicine  and  the  Subcommit- 
tee on  Specialty  Medicine  have  been  invited  to  this  meeting. 

Ad  Hoc  Committee,  Florida  Medical  Insurance  Trust 
Orlando  7:00-10:00  p.m. 

Florida  Joint  Council  on  Health  of  Aging — 10:00  a.m. 

Jacksonville  (FMA  Board  Room) 

Judicial  Council 
Miami 
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Blue  Shield  Cites  Enrollment  Growth 

Membership  in  the  72  Blue  Shield  plans  of  the  United  States  and  Puerto  Rico  exceeded  65.5  mil- 
lion at  the  end  of  last  year. 

The  record  membership  was  cited  in  the  1971  Annual  Report  of  the  National  Association  of  Blue 
Shield  Plans.  The  Blue  Shield  Plans  are  commemorating  25  years  as  a national  prepayment  system. 

The  plans  had  a total  membership  of  about  1 million  in  1946.  During  last  year,  membership  in- 
creased by  more  than  2.4  million.  Another  13.4  million  are  covered  under  government  programs  for 
which  Blue  Shield  Plans  are  fiscal  agents,  bringing  to  almost  79  million  the  number  of  persons  served 
by  the  Blues. 


EENT  Seminar  in  Miami  Beach 

The  26th  Annual  Florida  Midwinter  Seminar  in  Ophthalmology  and  Otolaryngology  will  be 
held  Jan.  30-Feb.  5,  1972,  at  the  Hotel  Americana  in  Miami  Beach. 

Lectures  in  ophthalmology  will  be  presented  the  first  three  days  of  the  program.  The  re- 
maining three  days  will  be  devoted  to  otolaryngology  subjects. 

The  program  is  presented  in  cooperation  with  the  University  of  Florida  College  of  Medicine 
and  the  University  of  Miami  School  of  Medicine. 

There  will  be  a registration  fee  of  $75.  Application  and  other  information  may  be  obtained 
by  contacting  Kenneth  Whitmer,  M.D.,  550  Brickell  Avenue,  Miami,  Fla. 


Dr.  Talbott  Joins  University  of  Miami  Staff 

John  H.  Talbott,  M.D.,  Editor  Emeritus  of  the  Journal  of  the  American  Medical  Association, 
has  been  named  Clinical  Professor  of  Medicine  at  the  University  of  Miami  School  of  Medicine. 

Dr.  Talbott  edited  JAMA  for  10  years. 


Bowling  Green  Inn,  Inc. 

The  Institute  For  Better  Living 
Alcohol/Drug  Abuse  Treatment 
(Opened  August  2,  1971) 

Director:  James  H.  Strack 

Assistant  Director:  Lois  Dutton,  R.N.,  M.P.H. 

Medical  Director:  E.  J.  Eisenbarth,  M.D. 


Admission  by  appointment  only 
P.  O.  Box  337 

Bowling  Green,  Florida  33834 
Phone:  (813)  375-2218 


Bowling  Green  Inn,  Inc.,  is  located  on  Highway 
17  in  west-central  Florida — six  miles  north  of 
Wauchula,  25  miles  south  of  Winter  Haven  and 
70  miles  southeast  of  Tampa. 

Approved  treatment  facility  by  CHAMPUS 
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prevention 
of  the 
gripping 
pain  of 
anaina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate*SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-1 1 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  hlanor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denRreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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Approved  by  FMA 

Committee  on  Continuing  Education 


DECEMBER 

2-  5 Ninth  Annual  Cardiology  Seminar,  Princess 
Hotel,  Acapulco,  Mexico.  For  informa- 
tion: Henry  J.  L.  Marriott,  M.D.,  St.  An- 
thony’s Hospital,  St.  Petersburg  33733. 

8-10  Clinical  Nephrology  and  Heart  Disease 
Seminar,  Eden  Roc  Hotel,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Mt. 
Sinai  Hospital,  4300  .Mton  Rd.,  Miami 
Beach  33140. 

13-18  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 

10100,  St.  Petersburg  33733. 


JANUARY 

3-  8 Courses  of  Instruction  in  Coronary  Care 

for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

4-  9 Special  Procedures:  Radiological  Inter- 

pretations, Playboy  Plaza,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Mt. 
Sinai  Hospital,  4300  Alton  Rd.,  Miami 
Beach  33140. 

6-  9 Ninth  Annual  Postgraduate  Seminar  in 
Anesthesiology,  Playboy  Plaza  Hotel,  Mi- 
ami Beach.  For  information:  Jordan  Katz, 
M.D.,  Box  875,  Biscayne  Annex,  Miami 
33152. 

10-11  Infectious  Disease  1972:  Treatment  and 
Prevention,  Eden  Roc  Hotel,  Miami 
Beach.  For  information:  Frances  Richard- 
son, Mt.  Sinai  Hospital,  4300  Alton  Rd., 
Miami  Beach  33140. 

24-29  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 


MARCH 

4 Sixteenth  Watson  Clinic  Annual  Seminar, 
Watson  Clinic,  Lakeland.  For  information: 
Brunildo  A.  Herrero,  M.D.,  Watson  Clinic, 
Lakeland,  Florida  33802. 

15-18  Fourth  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton-Four  .\mbassadors 
Hotel,  Miami.  For  information:  Michael 
S.  Gordon,  M.D.,  Box  875,  Biscayne  Annex, 
Miami  33152. 

15-19  Fourth  Annual  Nuclear  iMedicine  Seminar, 
Playboy  Plaza  Hotel,  IMiami  Beach.  For 
information:  Susan  R.  Cohen,  B.A.,  Div.  of 
Nuclear  Medicine,  Box  875,  Biscayne  An- 
nex, Miami  33152. 


National  and  Regional 
Meetings  Held  in  Florida 

JANUARY 

17- 19  American  College  of  Surgeons,  Sectional 

i\I  e e t i n g.  Sheraton-Four  Ambassadors 
Hotel,  IVIiami.  Info.  Communications  Divi- 
sion, 55  E.  Erie  St.,  Chicago  60611. 

APRIL 

18- 20  American  Academy  of  Facial  Plastic  and 

Reconstructive  Surgery,  Hollywood  Beach 
Hotel,  Hollywood  Beach.  Sec.:  Carl  N. 
Patterson,  M.D.,  1110  W.  Main  St.,  Dur- 
ham, North  Carolina  27701. 

18-19  .American  Broncho-Esophagological  .Asso- 
ciation, Hollywood  Beach  Hotel,  Holly- 
wood. Walter  H.  Alaloney,  M.D.,  2065 
.Adelbert  Rd.,  Cleveland  44106. 


Florida  State  Board  of  Medical  Examiners: 
January  16-18,  1972,  Tampa 

For  information:  Mrs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 
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All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning;  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylhne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Trocinate 

400 mg: 


WILLIAM  P.  POYTHRESS&  COMPANY,  INC. 


P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


Convention 
Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 

QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 

WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

6315  Anderson  Rd.  33614 
(813)  884-3409 


ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


TUCKER  HOSPITAL  INC. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 
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physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 
gressive GP  associate.  Central  Florida  near  Disney 
World.  Excellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


FAMILY  PRACTITIONER  to  join  two  associates 
in  beautiful  Miami  Lakes,  Florida.  Prefer  young  man 
with  military  obligation  completed.  Modern  new  office 
under  construction,  large  office  and  hospital  practice. 
No  OB,  no  surgery.  Open  hospital  staff  in  Dade  Coun- 
ty’s newest  and  major  hospital.  Full  PA  benefits,  terms 
open.  Write  C-S16,  P.O.  Box  2411,  Jacksonville,  Flor- 
ida 32203. 


FORT  LAUDERDALE  AREA:  Associate  for 
Family  Practice  with  A.A.G.P.  member.  No  OB, 
Florida  license  required.  Five  minutes  from  260-bed 
general  hospital.  Good  residential  area  and  schools. 
Send  resume  to:  Max  Sluchak,  M.D.,  P.A.,  6991  West 
Broward  Boulevard,  Plantation,  Florida  33314. 


PHYSICIAN  WANTED:  To  associate  with  estab- 
lished young  family  physician.  Primarily  general  medi- 
cine and  pediatrics.  No  obstetrics.  Lovely  waterfront 
residential  community.  Has  excellent  professional 
climate.  Can  easily  absorb  three  new  doctors.  Local 
general  hospital  doubling  in  size.  Contact  Fred  O. 
Smith,  M.D.,  1015  Bartelt  Road,  Tarpon  Springs, 
Florida  33589.  Phone  (813)  937-5104. 


WANTED:  General  Practitioner  or  internist  to 

work  in  busy  South  Miami  Beach  Clinic.  Telephone 
Dr.  Lamphier  at  (305)  531-3336. 


BUSY  G.P.  NEEDS  ASSOCIATE:  Beautiful  small 
town  50  miles  south  of  Disney  World.  Adequate  office 
facilities  and  two  excellent  hospitals.  Professional  as- 
sociation with  profit  sharing  plan  and  employee  pension 
trust.  Excellent  salary  with  generous  yearly  bonus. 
Call  collect  or  write  to  B.  C.  Ostling,  M.D.,  P.A.,  Box 
1468,  Avon  Park,  Florida  33825.  (813)  453-3121. 


GENERAL  PRACTITIONER,  Greater  Miami  area, 
in  need  of  an  associate.  Starting  salary  $24,000  plus 
incentive.  Please  send  curriculum  vitae  to  C-513,  P.O. 
Box  2411,  Jacksonville,  Florida  32203. 


GENERAL  PRACTITIONER  WANTED  with 
Florida  license,  assume  duties  of  recently  deceased 
practitioner  in  three  man  group.  Good  recreation  area 
in  which  to  live,  in  lake  region  of  Central  Florida. 
Excellent  income  potential.  Pharmacy,  laboratory, 
x-ray  included  in  clinic.  Good  hospital  facilities. 
Write  C-515,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


URGENTLY  NEEDED:  GP  to  join  well  estab- 

lished physician.  Newly  constructed  office  including 
laboratory  and  x-ray.  Town  close  to  Miami  and  Palm 
Beaches,  with  all  sports  available.  Write  Edward  B. 
McConville,  M.D.,  406  Deane  Duff  Ave.,  Clewiston, 
Florida  33440.  Phone  983-8531. 


Specialists 


INTERNIST,  UROLOGIST,  GP’s.:  Outstanding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perry,  Florida  32347. 


RADIOLOGIST  WANTED:  Must  be  board  cer- 
tified, for  55-bed  accredited  community  hospital,  in 
expansion  to  100  beds,  Brooksville,  Florida.  Please 
contact  Dr.  J.  C.  AJac,  Radiologist  at  (904)  796-3507 
or  (904)  796-9636. 


INTERNIST:  Clinical  cardiology  subspecialty 

preferred  for  association  in  new  office.  Outstanding 
opportunity  for  eager  individual.  Terms  open.  Excel- 
lent hospital  facilities.  Irwin  Leider,  M.D.,  1012 
Volusia  Avenue,  Daytona  Beach,  Florida  32014. 


GENERAL  SURGEON,  UROLOGIST,  INTER- 
NIST wanted  to  join  a multi-specialist  group,  special- 
ist-oriented. Excellent  facilities,  fee  for  service  basis. 
Financial  arrangements  open.  All  the  above  specialties 
are  represented.  Contact  Dr.  Tim  N.  Howell,  Gessler 
Clinic,  Winter  Haven,  Florida  33880. 


INTERNIST  WANTED;  Board  eligible  or  cer- 
tified, preferably  with  subspecialty,  interest  in  hematol- 
ogy and/or  gastroenterology  to  join  flourishing  practice 
in  Fort  Lauderdale  area.  Excellent  salary  and  fringe 
benefits  first  year,  leading  to  association.  Must  have 
Florida  license.  Please  phone  (305)  565-6434. 
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Miscellaneous 


PHYSICIANS  WANTED  IN  FLORIDA,  DIVI- 
SION OF  MENTAL  HEALTH:  Positions  are  avail- 

able for  qualified  physicians  (Florida  license  not  re- 
quired). General  practitioners,  internists,  surgeons,  psy- 
chiatrists— in  the  hospital  facilities  of  the  Division  of 
Mental  Health.  Interest,  accompanied  by  a curriculum 
vitae,  should  be  directed  to  E.  Arthur  Larson,  M.D., 
Deputy  Director  for  Hospitals  and  Institutes,  Division 
of  Mental  Health,  200  East  Gaines  Street,  Room  425, 
Tallahassee,  Florida  32304. 


WANTED  IMMEDIATELY:  Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (30S)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  Coun- 
ty, Northwest.  General  practitioners,  internists  and 
pediatricians  in  particular.  Inquiries  regarding  practice 
in  this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


DUNEDIN,  Pinellas  County,  middle  west  coast, 
Clearwater  area.  Thirty-six  physician  multispecialty 
group  seeking  internist-gastroenterologist,  neurologist, 
pathologist,  obstetrician-gynecologist,  GP,  and  emer- 
gency room  physician.  Affiliated  general  hospital  just 
expanded  to  308  beds.  Clinic  expansion  to  be  com- 
pleted January  1972.  Long  range  plans  for  650  beds 
and  75-physician  clinic.  No  investment  required.  Con- 
tact Donald  M.  Schroder,  administrator.  Mease  Hos- 
pital and  Clinic,  P.O.  Box  760,  Dunedin  33528,  phone 
(813)  733-1111. 


ADDITIONAL  PHYSICIANS  URGENTLY 
NEEDED:  GP,  internal  medicine,  obstetrics,  pediat- 

rics, and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819  Quincy,  Florida  32351. 


STAFF  PHYSICIAN:  State  facility  for  mentally 

retarded.  Beginning  salary  depending  on  qualifications. 
Reply  to  include  brief  summary  of  professional  experi- 
ence. Send  to  W.  B.  Barrow,  M.D.,  Medical  Director, 
P.O.  Box  2369,  Ft.  Myers,  Florida  33902. 


GENERAL  PRACTITIONERS,  INTERNISTS, 
PEDLATRICIANS:  Urgently  needed  in  new  Central 

Brevard  Medical  Center  located  midway  between  two 
fine  hospitals  and  minutes  from  the  Kennedy  Space 
Center.  Space  supplied,  rent  free,  until  office  com- 
pleted to  individual  specifications.  Further  details: 
Central  Brevard  Medical  Center,  Suite  210,  1395  N. 
Courtenay  Parkway,  Merritt  Island,  Florida  32952. 


EMERGENCY  ROOM  PHYSICLAN  PLACE- 
MENT BURE.AU.  Exclusively — nationwide.  Write 
for  information  and  procedure.  Prompt  service  and 
placement.  P.  O.  Box  22368,  Fort  Lauderdale,  Florida 
33315. 


URGENT — Partner  to  share  expanding  practice 
(GP  & OB).  Excellent  opportunity  to  right  young  man 
with  Florida  license.  Salary  first  6-12  months,  then 
partnership.  Lovely  small  Central  Florida  community 
close  to  Orlando  and  new  Disney  World.  GP  area  with 
155  bed  hospital  nearby  and  ability  to  advance  surgical 
privileges.  Phone:  (904)  383-3767  or  (904)  383-3143. 
Contact  Randall  B.  Whitney,  M.D.,  408  Highway  19- 
■Alt.,  Mount  Dora,  Florida  32757. 


EMERGENCY  ROOM  PHYSICIANS  for  24-hour 
coverage.  Part  time  acceptable.  Florida  license  and 
malpractice  required.  Contact  J.  Allen  Baker,  M.D., 
Chief  of  Staff  or  Ben  Clarke,  Adm.,  Glades  General 
Hospital,  Belle  Glade,  Florida  33430.  (305)  996-6571. 


situations  wanted 


POSITION  WANTED:  GP,  12  years,  Florida 

license,  wishes  emergency  room,  industrial,  group  or 
clinic  on  East  or  West  coast.  .Available  July  1972. 
Elliot  Polsky,  M.D.,  127  Dogwood  Rd.,  West  Haven, 
Conn.  06516.  (203)  795-3644. 


IMMEDIATELY  AVAILABLE:  Associate  anes- 
thesiologist or  head  of  anesthesia  department.  Prefer 
hospital  of  25,000-75,000.  F.A.C.A.  with  20  years’  ex- 
perience. For  mutual  exchange  of  information  write 
C-512,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


SITUATION  WANTED:  Internist,  board  eligible, 

age  50,  interested  in  association  with  group  in  the 
Orlando  area.  Twenty  one  years  very  successful  prac- 
tice in  midwest  (subspecialty  training-cardiology). 
Desire  climate  change.  Abundant  references,  Florida 
license.  Write  C-517,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


RADIOLOGIST:  Florida  license.  Board  certified 

and  experienced,  seeks  hospital,  clinic  or  association 
with  radiologist (s).  Reply  to  C-511,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


BOARD  CERTIFIED  GASTROENTEROLOGIST, 
Florida  licensed,  age  56,  excellent  health,  would  re- 
locate to  the  lower  East  Coast  if  offer  interesting.  Ex- 
perienced all  phases  internal  medicine.  Write  C-514, 
P.O.  Box  2411,  Jacksonville,  Florida  32203. 


PEDI.ATRICLAN:  Board  eligible,  age  29,  married, 

university  trained.  Military  completed  August  1972. 
Wish  to  associate  with  group  of  two  or  more  pedia- 
tricians in  a Florida  coastal  city.  Barry  Blacker,  M.D., 
7016  E.  Reno,  Midwest  City,  Okla.  73110. 


GENERAL  SURGEON:  Board  certified,  FACS, 

age  50,  Florida  licensed,  tremendous  experience  in  all 
phases  of  general  surgery  including  endoscopy,  head 
and  neck  and  thoracic,  desires  opportunity  in  his  field 
in  Florida.  Will  consider  medical  group,  partnership, 
full  time  hospital  position  or  private  practice  oppor- 
tunity. Willing  to  invest.  Contact  Leonard  Lieberson, 
M.D.,  7900  Kennedy  Blvd.,  North  Bergen,  New  Jersey 
07047.  Phone  (201)  869-5549. 
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SITUATION  WANTED:  40  year  old,  active  mid- 

western  general  practitioner  with  Florida  license  desires 
position  or  association  with  either  group,  private  or 
industrial  practice  in  Miami  or  nearby  Florida  areas. 
Write  C-983,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


real  estate 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S150. 


FOR  SALE:  Five  room,  red  brick,  medical  office 

building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0SS2. 


FOR  S.'^LE:  Medical  office  and  practice.  Central- 

ly located,  fully  equipped.  Suitable  for  almost  any 
type  of  practice.  Modern  S room  building  with  ade- 
quate parking.  Write  E.  Waite,  M.D.,  587  Ballough 
Rd.,  Daytona  Beach,  Florida  32022.  Phone  253-3234. 


PROFESSIONAL  OFFICES  AVAILABLE.  Medi- 
cal .\rts  Building,  1012  Volusia  Avenue,  Daytona 
Beach,  Florida.  Ideal  central  location,  can  remodel  to 
suit.  All  utilities  and  services.  Contact  J.  Wescott, 
M.D.  or  call  (904)  252-4621. 


FOR  LE.\SE:  Medical  Arts  Building  in  Florida. 
Gulf  Coast,  Cleanvater,  St.  Petersburg  area,  across 
street  from  300-bed  general  hospital.  For  information 
write  Medical  Arts  Building,  P.O.  Box  999,  Dunedin, 
Florida  33528. 


OFFICE  SP.-\CE  for  lease  in  booming  Orange  Park, 
Florida,  in  the  Carter  Center  on  Highway  17.  Con- 
struction to  start  immediately.  Call  (264-2425)  Dr. 
Tim  Carter  for  further  information. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Floyd  K.  Hurt,  M.D.,  Jacksonville,  President 
William  J.  Dean,  M.D.,  St.  Petersburg,  President-Elect 
Ray  E.  Murphy  Jr.,  M.D.,  Pompano  Beach,  Vice  President 
Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 
James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 
James  T.  Cook,  M.D.,  Marianna,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Allied  Professions  and  Vocations 

Vincent  P.  Corso,  M.D.,  Miami,  Judicial  Council 

Philip  B.  Phillips,  M.D.,  Pensacola,  Legislation  and  Public  Agencies 

Vernon  B.  Astler,  M.D.,  Boynton  Beach,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

O.  William  Davenport,  M.D.,  Miami,  Scientific  Activities 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Special  Activities 

Edward  J.  Sullivan  Jr.,  M.D.,  Jacksonville,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  3-7,  1972,  Hollywood 
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For. many  patients  with 
hypochondriacal  tendencies,  physica 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 

LibriunnlO  mg 

(chlordiazepoxide  HCI)  j q 

I or  I capsules 

t.i.d./q.i.d. 


YORK  ACADEMY 

, .F  f/.FDIClNE 


The  hypochondriac 

fugitive  from  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
hav 


sible  hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 

Variable 
lave  been 
. receiving 
Its;  causal 


relationship  has  not  been  establish« 
clinically. 

Adverse  Reactions:  Drowsiness,  atox 
and  confusion  may  occur,  especially 
the  elderly  and  debilitated.  These  a 
reversible  in  most  instances  by  prop 
dosage  adjustment,  but  are  also  occ 
sionally  observed  at  the  lower  dosoc 
ranges.  In  a few  instances  syncope  he 
been  reported.  Also  encountered  a 
isolated  instances  of  skin  eruption 
edema,  minor  menstrual  irregularitie 
nausea  and  constipation,  extrapyrorr 
dal  symptoms,  increased  and  decrease 
libido— all  infrequent  and  generally  co 
trolled  with  dosage  reduction;  changes 
EEG  patterns  (low-voltage  fast  activit 
may  appear  during  and  after  treatmer 
blood  dyscrasias  (including  agranuloc 
tosis),  jaundice  and  hepatic  dysfunctic 
have  been  reported  occasionally,  makir 
periodic  blood  counts  and  liver  functic 
tests  advisable  during  protracted  therap' 

Roche  Laboratories 
Division  ot  Hoffmann-La  Roctu  ' 
Nutley,  N.J.  07110  : 
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Daimane  (flurazepam  HCi)  30  mg  reduced  awake 
time— both  before  and  after  failing  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  lnsomnia.^-2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Daimane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Daimane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
ofsubfects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Daimane  therapy 
and  the  seven  consecutive  nights  on  Daimane 
30  mg. 

Daimane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  iightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Daimane  15  mg 
should  be  prescribed  for  these  patients.) 

Reterances:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971, 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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0*mg  capsule  h.s.— usual  adult  dosage. 
5-mg  capsule  h.s.— initial  dosage  for 
y or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows; 
Indications;  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  tor  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  G1  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  m focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g..  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

y V Roche  Laboratories 

< ROCHE > Division  of  Hoffmann -La  Roche  Inc. 
\ X Nutley,  New  Jersey  07110 


0U*7019 


Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  isthecureforenemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 
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With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
. . . particularly  children,  pregnant  women,  and 
geriatric  patients 


EVAC 


U-GEN 


CHEWABLE 
VERY  PALATABLE 
ECONOMICAL 


A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100,  Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up, to  age  10):  1/2  tablet,  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP  & CO.,  INC.  Syracuse,  New  York  13201 
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A Damon  Medical  Laboratory  is . . . 
a pathologist  available  for  professional  consultation. 


Staff  pathologists  direct 
and  supervise  the  entire 
operation  in  each  and 
every  laboratory  in  the 
ever-growing  Damon 
group.  They’re  backed  by 
experienced,  highly  skilled 
biochemists  and  medical 
technologists  equipped 


with  the  most  advanced, 
automated  analytical  in- 
strumentation. 

Accuracy  and  reproduci- 
bility are  assured  by  con- 
stant, careful  attention 
to  quality  control  and  lab- 
oratory methodology. 

And,  as  a final  check, 
results  are  routinely  re- 


viewed by  a pathologist. 
He  is  also  available  for 
professional  consultation. 

Damon  Medical  Labora- 
tories, a comprehensive 
clinical  laboratory  service 
to  physicians  in  private 
and  group  practice,  hospi- 
tals, nursing  homes,  in- 


dustry, government,  other 
clinical  laboratories  and 
research  institutions. 

Write  for  full  information 
to  5415  Laurel  Blvd., 

Tampa,  Fla.  33607 

DAMON 

Medical  Sei-vice.s  and  Products 


BRADENTON /CLEARWATER /ORLANDO /POMPANO  BEACH/ST.  PETERSBURG /TAMPA 


T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

SynthroiiT 

(sodium  levothyroxine) 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  les 
concern  because  of  this  factor)*; 

(2)  since  SYNTHROID  contains  onl 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 
Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969 


TEST 

HYPOTHYROID 

SYNTHROID  ' 

THERAPEUTIC 
NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % j 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ts  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11  % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

- -i 
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TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T,? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID"* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE-COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animat  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  1 • a.  s.  *■  s 

Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content."* 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  * * Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

“T3  and  T«  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”* 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.’'^ 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine."* 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.*- ’ ’O'  'i- 
u.  13. 14. 15. 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  ".  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels.”'* 

1.  Mangieri,  C.  N.  and  Lund,  M.  H,:  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tablets  as  determined  by  the  antigoitrogenic  assay  in 
rats.  J.  Clin.  Endocrinol.  Metab..  30:102-4.  1970. 

2.  Lavietes,  P.  H.  and  Epstein.  F.  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man.  Ann.  Intern.  Med.,  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid,  PROLOID, 
other  generics.  Literature  No.  21329  — 274— YZ—1—  IM  2/7l. 

4.  Abelson,  D.  M.:  Hypothyroidism,  Med.  Sci.,  70:442-8.  1961. 

5.  McGregor.  A.  G.:  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  7: 

329-32  1961 

6.  Hart,  F.  D.  and  Maclagen.  N.  F.:  Oral  thyroxine  in  treatment  of 
myxedema.  Brit.  Med.  J.,  7:512-8,  1950. 

7.  Goodman.  L.  S.  and  Gilman.  A.:  The  Pharmacological  Basis  of 
Therapeutics,  4th  Ed.  p.  1479,  New  York:  Macmillan.  1970. 

8.  Harrison,  T,  R.,  et  at.:  Principles  of  Internal  Medicine.  6th  ed.  p.  456. 
Philadelphia:  Blakiston,  1970. 


9.  Braverman,  L.  E.  and  Ingbar,  S.  H.:  Anomalous  effects  of  certain 
preparations  of  desiccated  thyroid  on  serum  protein-bound  iodine. 

New  Eng.  J.  Med.,  270:439-42.  1964. 

10  Green  W.  L.:  Guidelines  for  the  treatment  of  myxedema,  Med.  Clin. 

N.  Amer.,  52:432-50,  1968. 

11.  Dowling.  J.  T.:  Hypothyroidism  in  Current  Therapy,  Conn.  H.  F.,  ed. 
pp.  345-7.  Philadelphia:  Saunders,  1964. 

12.  Dunn.  J.  T.:  Excessive  dose  of  thyroid  medication  in  hypothyroidism. 

J.  Am.  Med.  Assn.,  276:152.  1971. 

13  Runyan,  J.  W.:  Hypothyroidism  and  myxedema,  J.  Tenn.  State  Med. 

Assn.,  56:391-4,  1963. 

14.  Albright,  E.  C.:  Use  and  abuse  of  thyroid  hormones,  comments  on 
treatment,  Marquette  University,  Milwaukee,  Wise. 

15.  Catz,  B.:  Ginsburg,  E.  and  Salenger,  S.:  Clinically  inactive  thyroid 
U.S.P.:  a preliminary  report.  New  Eng.  J.  Med..  266:136-7,  1962. 

16.  Bartuska,  D.  G..et  al.:  Desiccated  thyroid  U.S.P.  or  sodium  l-thyroxine?, 

J.  Amer.  Med.  Women's  Assn..  27:137-9,  1966. 

See  next  pages  for  prescribing  information. 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman*. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 
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FREE  TAB-MINDER  medication 
dispensers— color-coded  in  4 dos- 
age strengths— get  patients  off  to 
a good  start  and  encourage  reg- 
ular habit  patterns.  Contain  free 
4-weeks'  supply  of  SYNTHROID, 
and  are  reusable  for  maintenance 
dosage. 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  Ts 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 
(Liotrix) 
Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 
Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyrox >:e) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  Va  gr. 

V4  gr. 

0.025  mg. 

N.A. 

1/2 

V2 

unscored  V2  gr. 

V2  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

1V2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2 gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 


^Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

♦♦Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

►♦♦Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  Ts. 


^nthraid 

(soaium  levothpxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  ( 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  d| 
feet,  surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  lew 
thyroxine)  Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  pre| 
nancy,  pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxii 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  lew 
thyroxine)  for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyro 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicat( 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existil 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramp 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  beg 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  I 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appel 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabeti  ' 
meliitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drj  j 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Di 
ease  (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushir)| 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHRO 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patien 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovasculi 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYl 
THROID  (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  ( 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  bei 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  w 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustme  ' 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  I 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABL 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a sipf  | 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adl 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  b [ 
ance  is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  ew 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedel  ! 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  we| 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  ||  j 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  I 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection;  500  meg.  lyophilized  active  ingredil 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Inji  i 
tion,  U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administei  i 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  I 
provement  is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given.  1 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  aninral  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are. 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORE 

DIVISION  Of  TRAVENOL  LABORATORIES.  iNC 
Morton  Grove.  Illinois  60053 


OFFER:  A , 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 
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City 


are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'/ 


FuracinOtic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contoins  (w/w)  0.2%  FURACIN,  brond  of  nitrofurazone, 
0 375%  Micofur®,  brand  of  nifuroxime,  ond  2%  diperodon  hydro- 
* chloride  dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethyleneglycol. 

Indications:  For  treatment  of  bocteriol  otitis  externo,  bocteriol  otitis 
medio  ond  otomycosis.  In  otitis  medio,  this  preporotion  is  not  effec- 
tive if  the  tympanic  membrone  is  intoct. 

FURACIN  (nitrofurazone)  ond  Micofur  (nifuroxime)  ore  active  ogoinst 
0 variety  of  grom-positive  and  grom-negotive  orgonisms  Activity 
versus  Pseudomonas  sp.  is  limited  to  certoin  stroins.  Micofur 
(nifuroxime)  is  octive ogoinst  Condido  (Monilia)  albicans. 


Precautions:  Sensitizotion  moy  occur  with  prolonged  use  ond  is 
more  likely  to  develop  in  eczemotous  otitis  externo  To  minimize 
such  reoctions  (o)  limit  opplicotion  to  o week  or  less,  and  (b)  ovoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preporotion  is  not  indicated  for  use  in  treotment  of 
cholesteotomo,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  IS  cc.  with  dropper. 


*Originators  and  Developers  of  The  Nitrofurons 
EATON  laboratories 

Division  of  The  Norwich  Phormocol  Company 
NORWICH,  NEW  YORK  13815 


President's 


Working  Together 

One  of  the  most  heartening  and  rewarding  aspects  of  serving  as  President  of  the  Florida  Medical 
Association  has  been  witnessing  the  great  esprit  de  corps  of  the  many  members  who  serve  on  the  more 
than  90  committees  of  the  FMA.  They  work  endless  hours,  usually  on  the  weekends,  usually  without 
compensation,  and  during  those  hours  when  their  time  is  actually  not  for  sale  and  cannot  be  bought. 
They  are  away  from  their  families  and  loved  ones  and  sometimes  their  tasks  are  quite  dull  and  routine 
and  are  not  particularly  rewarding  to  them  personally. 

When  I review  and  read  the  reports  of  these  many  committees,  I am  often  amazed  and  gratified 
at  the  results  of  their  endeavors.  I have  known  for  some  time  that  the  physician  in  Florida  is  more 
dedicated  in  his  efforts  for  organized  mcd'cine  than  is  found  in  other  parts  of  the  country.  It  is 
manifested  by  the  great  deal  of  work  which  comes  from  our  various  committees. 

I recently  attended  the  meeting  of  the  Board  of  Directors  of  the  Woman’s  Auxiliary  and  I was 
impressed  also  with  the  tremendous  amount  of  work  they  are  doing.  I feel  we  justifiably  can  be 
quite  proud  of  our  wives.  It  is  important  that  all  of  these  workers  be  given  recognition,  because  in 
recent  years  our  profession  has  been  subjected  to  a rising  chorus  of  criticism  from  virtually  all  ele- 
ments of  society.  It  is  not  medicine’s  achievements  that  are  under  fire,  since  it  is  almost  universally 
agreed  that  the  state  of  the  art  is  h’gher  here  than  anywhere  else  in  the  world.  What  is  being  ques- 
tioned is  the  discrepancy  between  the  potential  that  is  so  impressive  and  the  quality  of  usual  or  aver- 
age health  services.  I admit  that  our  attempt  at  justification  for  some  of  these  criticisms  has  been 
futile,  and  has  been  more  in  the  nature  of  a reflex  response  to  a noxious  stimulus,  than  a systematic, 
rational  approach  to  a stated  goal.  Be  that  as  it  may,  I feel  that  the  ultimate  answers  and  solutions 
for  our  problems  will  come  through  the  efforts  of  organized  medicine.  I also  feel  that  this  is  the  time 
that  we  should  work  together  to  solve  our  problems. 

My  wife  and  I would  like  to  extend  the  Season’s  Greetings  to  all.  I sincerely  hope  that  1972 
shall  be  even  better  than  1971. 


.1.  FLORIDA  M.A. /DECEMBER,  1971 
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TO  OUR  ADVERTISERS 

As  we  approach  the  end  of  another  year,  it  seems  timely  and 
appropriate  to  express  our  gratitude  to  our  advertisers,  without 
whose  support  publication  of  The  Journal  would  not  be  possible. 

We  who  work  with  The  Journal  every  day  are  proud  of  our 
product  and  the  important  role  that  our  advertisers  play  in  it. 
Your  continued  support  indicates  that  you  share  with  us  the  be- 
lief that  The  Journal  of  the  Florida  Medical  Association  is  one  oi 
the  most  effective  communicative  links  between  you  and  approxi- 
mately 8,000  physicians  in  Florida. 

Florida  is  growing;  the  Florida  Medical  Association  is  grow- 
ing; and  The  Journal  will  grow  with  them.  The  effectiveness  of 
your  advertising  depends  on  readership  interest  for  which  we  al- 
so are  working  to  provide  avenues  of  communication,  to  inform 
the  doctors  of  Florida  on  local  problems  in  the  private  practice 
of  medicine,  and  outline  organized  medicine’s  leadership  in  at- 
tempting to  solve  these  problems. 

Thank  you,  Mr.  Advertiser,  for  the  privilege  of  having  served 
you.  We  look  forward  to  a long  continuation  of  this  alliance. 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


NOW! 

PRICE  CUT 

5C^ 

FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


x^rsapenK 

^POWSSIUM^ETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 

BRISTOL  LABORATORIES 

BRISTDL  Division  of  Bristoi-Myers  Company 
Syracuse.  New  York  13201 


Rx 

ONLY 


Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


'?^e\\eve^  sfuffy  and  runnjj  no5e3-  promjptljj. 
IV\Qke5  jjour  pafienfh  uporld a little  sunnier. 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate.  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midatternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 


Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


in  cardiac  edema 


gets  the  water  out 
spa^res  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications;  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
rerial  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  ReACtlorvs:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-108 


. . .that  call  for  strong  medicine 
...the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper's  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  oral  deconge/tont 


:ol  Centideralient:  Indications:  DRIXORAL  Is  Indicated  for  round-the- 
rellef  of  symptoms  of  upper  respiratory  mucosal  congestion  In  seasonal 
serennial  nasal  allergies,  acute  rhinitis  ond  rhinosinusitls,  and  eustachlan 
blockage. 

’aindiealions:  DRIXORAL  should  not  be  given  to  children  under  12  years 
e.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
»rs  until  the  safety  of  this  preparation  for  use  during  gestation  and  lacta- 
s established.  The  preparation  Is  contraindicated  also  In  patients  with 
e hypertension  and  coronary  ortery  disease.  Warnings:  As  In  the  case  of 
preporotlons  containing  central  nervous  system  acting  drugs,  patients 
ving  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
lol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
ulllzers).  For  the  some  reason  they  should  be  cautioned  against  hazardous 
snllons  reoulrlna  complete  mentol  olertness  such  os  operoting  mochinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrine-contalning  preporotlons 
should  be  used  with  caution  In  the  presence  of;  hypertension;  coronary  artery 
disease;  any  other  cardlovoscular  disease,-  glaucoma,-  prostatIc  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions:  The  physician  should  be  olert 
to  the  possibility  of  all  possible  adverse  reactions  which  hove  been  observed 
with  sympathomimetic  and  antihlstamlnic  drugs.  These  Include;  drowslness; 
confuslon;  restlessness,-  nausea;  vomiting;  drug  rash;  vertigo,-  palpltatlon,- 
anorexlo;  dizziness;  dysurla  due  to  vesicle  sphincter  spasm,-  headache;  In- 
somnia; anxiety;  tension;  weakness,-  tochycardla,-  angina;  sweating;  blood 
pressure  elevation;  mydriosis;  gastric  distress,-  abdominal  cramps;  central  ner- 
vous system  stimulation,-  circulotory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation. 
Union,  New  Jersey  07083.  scM.itu 


An  epidemic 

that's  striking  home. . . ■ 

gonorrhea 

There  were  almost  22,000 
reported  cases  of  gonorrhea 
in  the  Sunshine  State  last  year 
a tenth  of  them 
in  Jacksonville  alone 


In  Florida . . . and  everywhere  else . . . 
a new  alternative 


Irobkin 


SPECIOHVCIN 


DIHyOROCHLORIOE,PENI#HYOR/lTE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:* 96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patient  with  an^oITeged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 
For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Data  compiled  from  reports  of  14  investigators. 


llpjohn 


The  Upiohn  Company,  Kalamazoo,  Michigan  49001 


liobkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  coses 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeas  increasingly  resistant  to  penicillin  and  other 
antibiotics  ore  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  o few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  o non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  mole  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  or  acute  gonorrheal 
urethritis  and  proctitis  in  the  mole  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic  i 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper  i 
outer  quadrant  of  the  gluteal  muscle. 

Adult  mole-.  Single  2 gram  dose  I.M.  in  acute  gonorrheal  u 
urethritis. Single  4 gram  dose  I.M.  (should  be  divided  between  i 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in  ^ 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female-.  Single  4 gram  dose  I.M  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer-  1 
vicitis  and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  Intramuscularly* (Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeas on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  hove  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinf^ion  through  additional  sexual  contacts  was  likely. 
Such  coses  were  judged  to  k>e  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  os  non-evalu- 
otoble  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

**Medicol  Reseorch  Files,  The  Upjohn  Cotnpony 
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a chemically  cJistinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  oi  N.  gonorrhoeas 


new 


Irobkiif 

SIERILESPEClOMYaNDIHYDROCH 
PENTAHYDRATE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


E 


I 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pento- 
hydrote)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae  (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
I of  N.  gonorrhoeae. 

\ Contraindications:  Contraindicated  in 
I patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Mo/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
wjv.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  meo  b i silwbi 
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The  Upjohn  Company,  Kolomozoo,  Michigon  49001 


liitroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Medical  Record  System  ..  a simple-, 
but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  yoi= 
to  review  a patient's  medical  history  in  seconds  ; 
and  retrieve  information  quickly.  Can  be  used  wi-B 
the  "problem-oriented"  method  of  keeping  patient  ■ 
records.  Color  coding  eliminates  the  likelihood  I 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medica] 
Record  System  helps  protect  your  good  name.  ! 


Rocom  Health  History  System 
provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
' picture  of  the  patient's  current  complaints  with 
j;  the  assurance  that  all  important  screening 
questions  are  covered. 


I 

( 

I'.e  new  Rocom  Medical  Management  System*  can 
I'lp  you  provide  better  care  for  your  patients 
id,  at  the  same  time,  make  better  use  of  your 
|fice  time.  In  designing  these  products 
^ndreds  of  doctors,  nurses  and  receptionists 
|re  consulted  about  their  particular  office 
'Oblems;  and  more  than  two  years  of  development 
,^der  actual  office  conditions  proved  that  they 
jtually  do  help  solve  these  difficulties 
ijthout  upsetting  existing  routines, 
ilch  component  deals  with  a specific  problem 
?ea  --  health  histories,  medical  records,  the 
'lephone,  and  scheduling  appointments.  They 
ly  be  employed  alone,  in  various  combinations, 

■j  preferably,  as  the  complete  Rocom  Medical 
fnagement  System,  depending  on  your  own  office 
jtuation. 

: st  physicians  --  whether  they  practice  alone 
^ with  a group  --  will  find  one  or  more  of 
-ese  components  useful.  You  are  invited  to 

n 

'tain  additional  information  about  the  Rocom 
'dical  Management  System  by  sending'  us  the 
-;companying  coupon. 


ROCOM"  <?=> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

Health  History  Medical  Record 

I — I System  [J  System 

□ Telephone  System  Appointment  System 


Specialty 


street 

City 

State 

Please  do  not  forget  Zip  Code 

10 

; ocom  Telephone  System  ..  a complete 
/stem;  one  that  can  be  understood  quickly 
your  newest  office  aide;  one  that  permits 
our  staff  to  answer  specific  patient  questions 
Jith  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
re  interrupted  only  when  you  think  it 
ecessary.  Self-adhesive  backing  assures  that 
11  incoming  calls  can  become  part  of  the 
atient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 
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'Created  and  developed  by  Patient  Care  Systene.  Jn«. 


Now  in  a 
200- ml. 

nbreakable 

Plastic 

Bottle 


Same  price  as 
150-ml.  size* 


® 


■ 

phenoxymethyl 

penicillin 


Additional  inlormation 
available  to  the 
prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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The  Intoeing  Child 

Treatment  With  a Simple  Orthopedic  Appliance 


James  C.  Lanier,  M.D. 


Intoe  gait,  a common  problem  for  the  physi- 
cian whose  patients  include  children,  often  is  not 
brought  into  focus  until  parents  become  concerned 
about  clumsiness  or  an  unattractive  gait  in  their 
school  age  child.  Before  the  parents  express  con- 
cern, the  physician  should  observe  his  patient’s 
gait;  in  fact  before  the  child  begins  to  walk  he 
should  detect  the  condition  by  previously  school- 
ing himself  to  the  signs  of  its  presence. 

Normally  the  toes  point  straight  ahead  or 
slightly  outward  in  the  child  learning  to  walk.  If 
there  is  an  intoeing  gait,  the  toes  will  cross  each 
other  with  each  step,  making  the  learning  process 
more  difficult.  The  child  will  fall  more  frequently, 
possibly  causing  painful  injuries  to  the  face, 
mouth  and  teeth.  The  importance  of  detecting 
the  intoeing  child,  then,  begins  with  the  earliest 
examinations  of  the  infant. 

On  walking,  the  intoeing  or  pigeon-toed  child 
habitually  points  the  toes  toward  the  midline. 
This  is  a physical  sign  rather  than  a disease  en- 
tity. It  may  be  associated  with  flexible  flat  foot, 
hallux  varus,  metatarsus  varus,  internal  tibial  ro- 
tation, congenital  contracture  of  the  soft  tissues 
medially,  habitual  internal  rotation  of  the  hip  or 
increased  anteversion  of  the  femoral  neck.  Stan- 


dard orthopedic  and  pediatric  textbooks  agree  in 
description  of  the  problem  but  vary  widely  in 
recommendations  for  treatment.  !-■*  The  condition 
is  also  described  by  excellent  papers  in  the  ortho- 
pedic literature.® 

It  is  not  the  scope  of  this  paper  to  present  a 
review  of  the  literature  but  to  report,  for  the  first 
time,  clinical  results  in  using  the  leather  counter 
splint.* 

Patients  and  Method 

The  children  reported  are  from  a two-man 
private  pediatric  practice  over  a tw'o  year  period. 
The  ages  are  shown  in  Table  1.  The  diagnosis  of 
“intoe”  was  made  by  clinical  observation.  All 
patients  were  treated  with  a flexible  leather  count- 
er splint  described  by  Kingsbury.®  The  device  was 
applied  in  this  office.  Follow-up  observations  were 
made  until  correction  was  satisfactory  or  until  the 
patient  discontinued  treatment.  The  appliance  is 
attached  by  templates  through  the  lateral  surface 
of  the  shoe  counters  to  which  a strap  is  fastened 
across  the  posterior  surface  (Fig.  1). 


‘Friedman  Counter  Splints,  Inc.,  Box  212,  West  Chester, 
Fa.  19380. 
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Table  1. — Age  Distribution  of  Children  and  Results  of  Treatment. 


Age 

1 

1-3 

4-6 

7 & 
over 

Total 

% 

No.  of  patients 

62 

36 

30 

14 

142 

100 

Improved 
Not  Improved 
or 

52 

22 

21 

8 

103 

73 

Discontinued 

2 

10 

8 

0 

20 

14 

No  Follow-up 

8 

4 

1 

6 

19 

13 

Metatarsus  Varus 

The  metatarsus  varus  may  be  unilateral  or 
bilateral  and  sometimes  there  is  a tendency  of  the 
unaffected  foot  to  be  turned  out.  The  deformity  is 
present  at  birth  and  it  is  important  that  two 
variations  be  differentiated.  If  the  forefoot  can  be 
pulled  into  normal  alignment  by  passive  motion 
then  there  is  no  congenital  abnormality  of  the 
bones,  muscles  or  tendon  insertions  and  it  is  as- 
sumed that  the  baby’s  intoeing  position  is  the  re- 
sult of  fetal  positioning.  In  the  second  type,  the 
foot  cannot  be  passively  corrected  and  is  a true 
deformity.  In  the  very  tight,  fixed  deformity,  the 
correction  is  best  achieved  by  casts.  After  cor- 
rection is  achieved  one  must  be  observant  for  a 
recurrence  often  takes  place  in  spite  of  exercises 
and  corrective  appliances.  On  rare  occasions  a 
surgical  procedure  is  necessary  later  in  life  to  keep 
the  foot  in  alignment.  Casting  is  seldom  done  with 
older  children.  Various  types  of  orthopedic  ap- 
pliances have  been  used  to  help  these  older  chil- 
dren keep  their  feet  straight.  The  positional  rota- 
tion of  the  foot  can  sometimes  be  corrected  by 
stretching  and  occasionally  by  use  of  a sand  bag 
between  the  baby’s  feet  as  it  sleeps  on  its  abdomen. 


Fig.  1. — The  flexible  leather  counter  splint  set  at  45°  of 
external  rotation  attached  to  a normal  walking  shoe. 
Splint  may  be  removed  from  shoe  for  daytime  activity. 


Sometimes  manipulation  is  not  sufficient  and  the 
intoeing  is  persistent.  We  have  found  it  beneficial 
to  put  the  baby’s  feet  in  straight-last  shoes  or 
swing-out  shoes  and  attach  the  shoes  together  at 
the  heel  with  the  flexible  leather  counter  splint. 

Metatarsus  varus  is  by  far  the  most  common 
rotational  foot  deformity  seen  in  infants  and  yet, 
because  the  child  is  not  walking,  it  produces  very 


Fig.  2. — Infant  in  belly-sleeping  position  with  feet  in- 
ternally rotated  before  treatment. 


Fig.  3. — After  one  month  of  treatment  using  the  flexible 
leather  counter  splint.  The  same  infant  as  shown  in 
Figure  2,  displays  external  rotation. 
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little  concern  in  the  parents.  It  is,  therefore,  the 
responsiblity  of  the  physician  to  be  alert  to  this 
condition  and  be  ready  to  prescribe  treatment 
early  in  life.  One  can  rotate  these  feet  into  a nor- 
mal position  with  the  use  of  the  flexible  leather 
counter  splint  within  the  matter  of  a few  weeks. 
Later  in  life  it  takes  months  or  even  years  to 
produce  the  same  therapeutic  benefit.  Figure  2 
shows  an  infant  in  a prone  sleeping  position  with 
the  feet  in  an  inward  rotation  position.  Figure  3, 
the  same  infant  after  one  month  of  treatment 
using  the  counter  splint,  shows  the  feet  in  a normal 
out-toe  position. 


Internal  Tibial  Rotation 

Internal  tibial  rotation  is  nearly  always  con- 
comitant with  metatarsus  varus  whether  acquired 
or  congenital.  It  can  be  diagnosed  on  physical  ex- 
amination with  the  patient  supine  and  the  knee 
caps  straight  upward.  If  a plane  starting  at  the 
anterior  superior  iliac  spine  and  going  through  the 
patella  intersects  the  foot  laterally  to  the  second 
toe,  there  is  an  inward  rotation  of  the  tibia.  One 
treatment  for  internal  tibial  rotation  is  to  hold  the 
feet  firmly  in  a shoe  and  apply  external  rotation 
with  the  flexible  leather  counter  splint. 

There  is  a tibial  rotation  that  occurs  in  chil- 
dren four  years  and  older  which  results  from 
faulty  sitting  habits.  These  children  are  found  to 
have  “sitters  nodules”  on  the  anterior  surface  of 
the  foot  caused  by  sitting  on  the  feet  while  watch- 
ing television  or  playing  on  the  floor,  or  occasion- 
ally while  sitting  in  the  school  desk  (Fig.  4).  This 


Fig.  4. — Internal  tibial  rotation  in  this  child  is  the  result 
of  sitting  on  the  feet.  Sitters  nodules  on  the  anterior 
surface  of  the  foot  are  noted. 


Fig.  5. — Internal  rotation  of  the  hip  is  exhibited  in  this 
child  resulting  in  a toeing-in  of  feet.  The  gait  of  child 
and  the  "cross-eyed  kneecaps”  are  the  diagnostic  point 
of  value. 

inward  rotation  of  the  tibia  can  be  improved  by 
correcting  the  sitting  habits.  It  also  can  be  cor- 
rected by  the  use  of  the  counter  splint  at  night 
thereby  serving  several  hours  of  counter-rotation 
pressure. 

Internal  Rotation  of  the  Hip 

Femoral  anteversion  or  internal  rotation  at  the 
hip  is  not  a common  finding  in  the  infant.  How- 
ever, in  older  children  this  condition  is  common 
and  results  in  an  intoeing  gait.  The  gait  of  the 
child  is  the  diagnostic  point  of  value  on  examina- 
tion in  the  office.  As  the  child  advances  eight  or 
ten  steps  one  can  see  the  gait  of  the  “cross-eyed 
kneecaps”  (Fig.  5).  The  thighs  swing  forward,  the 
kneecaps  apparently  face  across  the  midplane  and 
the  child’s  feet  reach  the  floor  in  an  intoeing  posi- 
tion. Of  several  ways  that  this  internal  hip  rota- 
tion takes  place,  one  is  “spraddle  leg”  sitting  in 
which  the  child  sits  on  the  buttocks,  rotates  the 
thighs  inward  and  then  places  the  feet  to  the  side 
of  the  body  pointing  outward,  away  from  the 
thigh.  In  order  to  sit  this  way  there  has  to  be  a 
strong  internal  rotation  of  the  hip  which  puts  a 
great  strain  on  the  hip  joint  and  soft  tissues.  The 
kneecaps  can  be  seen  to  touch  together  in  front 
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Fig.  6. — Same  child  as  in  Figure  5 exhibiting  addi- 
tional evidence  of  internal  rotation  of  the  hip.  Note 
kneecaps  touching  together  in  front  while  the  legs  and 
thighs  are  extended. 


with  the  legs  and  thighs  extended  (Fig.  6). 
Another  cause  is  sleeping  with  the  hips  markedly 
rotated  inward  with  the  toes  touching  (Fig.  7). 
This  may  be  done  prone  or  supine.  The  correction 
of  the  first  cause  can  be  obtained  by  rectifying 
sitting  habits.  Faulty  sleeping  habits  can  be  cor- 
rected by  application  of  the  counter  splint. 

Flexible  Leather  Counter  Splint 

We  have  used  the  flexible  leather  counter 
splint  since  1967  on  142  patients.  Almost  all  these 
patients  had  some  other  kind  of  treatment  such  as 
manual  stretching,  sand  bags  between  the  legs, 
wedges  on  the  shoes,  and  Dennis-Brown  splints. 
Forty-three  percent  were  less  than  a year  old  and 
almost  all  had  the  problems  of  metatarsus  varus 
and  tibial  torsion  (Fig.  2).  The  patient  tolerance 
and  parental  acceptance  of  this  appliance  have 
been  good  and  correction  takes  place  in  a matter 
of  a few  weeks  and  is  almost  always  permanent 
and  satisfactory  (Table  1). 

In  the  one  to  three  year  age  group,  the  most 
common  condition  is  tibial  torsion  with  or  without 
forefoot  varus.  It  commonly  results  from  faulty 
sleeping  habits  with  an  intoe  belly-sleeping  posi- 
tion. The  patient  tolerance  in  this  age  group  is  not 


as  satisfactory  as  the  younger  patients,  but  is 
much  better  than  our  past  experience  with  the 
Dennis-Brown  splint.  Parental  acceptance  varies 
depending  upon  concern.  The  most  common  cause 
of  failure  of  correction  is  parental  rejection. 
Twenty-five  percent  of  our  patients  are  in  this 
group. 

In  the  four  to  six  year  age  group,  the  most 
common  cause  is  tibial  torsion  and  internal  hip 
rotation  which  results  from  faulty  sitting  habits 
as  well  as  belly-sleeping.  These  patients  often  have 
nodules  on  the  surface  of  the  feet  as  shown  in  the 
illustration.  Twenty-one  percent  of  the  patients 
fall  into  this  group  and  patient  acceptance  is 
good.  There  is  a problem  for  children  who  have  to 
get  up  at  night  to  go  to  the  bathroom,  since  they 
are  unable  to  walk  with  their  feet  strapped  to- 
gether. These  children  will  occasionally  pull  the 
straps  loose  from  the  shoes  or  will  unscrew  the 
strap  at  night. 

The  oldest  age  group  consists  of  10%  of  our 
patients.  They  have  all  had  internal  rotation  of 
the  hips  as  a result  of  poor  sleeping  position.  This 
group  has  a good  tolerance  of  the  counter  splint 
at  night  because  the  patient  himself  is  concerned 
about  the  intoeing  gait. 

We  believe  that  this  counter  splint  strap  is  a 
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Fig.  7. — Patient  in  sleeping  position  causing  internal 
rotation  of  the  hips.  Note  hips  rotated  inwardly  and 
toes  touching. 


valuable  addition  to  other  measures  one  can  use 
for  the  correction  of  internal  rotation  of  the  lower 
extremities.  We  do  not  recommend  this  appliance 
when  there  is  a bony  congenital  deformity,  nor  is 
it  to  take  the  place  of  orthopedic  surgical  correc- 
tion when  such  is  necessary.  However,  since  most 
of  these  rotations  are  of  positional  nature,  they 
can  be  corrected  quite  satisfactorily  with  the 
counter  splint. 

The  installation  is  done  in  the  office.  We  have 
a leather  punch  supplied  by  the  manufacturer  to 
insert  the  templates  into  the  lateral  surface  of  the 
shoes.  We  keep  a supply  of  various  sizes  of  the 
straps.  When  a condition  is  diagnosed  the  parent 
buys  the  shoes  prescribed  by  us,  returns  to  the 
office,  and  the  counter  splint  is  applied.  This  splint 
may  be  attached  to  any  normal,  orthopedic, 
straight-last,  prewalker,  surgical  or  outflare  shoe. 

Summary 

.■\n  internal  rotation  deformity  in  children 
results  in  the  intoe  gait.  This  may  cause  clumsi- 
ness and  stumbling  in  the  younger  child  resulting 
in  facial  injuries  and  an  unattractive  gait  in  the 
older  child.  The  physician  is  responsible  for  early 
detection  of  this  deformity  and  for  supervision  of 
its  correction. 


Results  have  been  presented  in  a group  of  142 
children  from  a two-man  private  pediatric  practice 
using  a simple  appliance  to  produce  a correction. 
Ranging  in  age  from  below  one  to  seven  years  and 
older,  103  or  73%  of  the  patients  showed  improve- 
ment, 20  or  14%  either  failed  to  continue  treat- 
ment or  were  not  improved  and  19  or  13%  were 
lost  to  follow-up. 

Observations  indicate  that  results  are  more 
satisfactory  when  the  appliance  is  used  in  younger 
patients.  It  has  not  been  reported  in  the  pediatric 
literature. 
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Combined  Rheumatic  and  Congenital 
Heart  Disease  in  Adult  Patients 


Benjamin  Befeler,  M.D.,  Frank  J.  Hildner,  M.D.,  Lawrence  S.  Cohen,  M.D., 
Roger  P.  Javier,  M.D.  and  Philip  Samet,  M.D. 


The  association  of  congenital  and  acquired 
heart  lesions  in  the  same  individual  occurs  infre- 
quently. This  is  more  so  when  the  congenital 
lesions  present  are  rare  themselves.  Comprehen- 
sive diagnosis  is  mandatory  for  adequate  surgical 
and  medical  management. 

This  paper  presents  five  patients  who  illustrate 
the  unusual  association  of  rheumatic  and  con- 
genital heart  disease  and  presents  the  techniques 
employed  for  diagnosis.  Three  of  them  (Cases  2, 
3 and  4)  had  valvular  heart  disease  associated 
with  a secundum  type  atrial  septal  defect.  The 
other  two  (1  and  5)  had  mitral  valve  disease  and 
partial  anomalous  pulmonary  vein  drainage  with 
an  intact  atrial  septum.  One  of  the  patients  (Case 
5)  has  been  reported  elsewhere  in  detail.^  Cases 
one  and  five  constitute  the  22nd  and  23rd  in- 
stances of  the  association  of  mitral  valve  disease 
and  partial  anomalous  drainage  of  the  pulmonary 
veins  into  a persistent  left  superior  vena  cava, 
recorded  in  the  literature. 


Case  Summaries 

Case  1. — A 26-year-old  Negro  woman  was  referred  for 
cardiac  evaluation.  The  presence  of  a murmur  was  first 
noted  five  years  prior  to  admission.  In  the  ensuing  years 
she  complained  of  dyspnea  and  was  treated  for  congestive 
heart  failure.  Four  months  prior  to  admission  she  had 
the  onset  of  substernal  pain  with  exertion.  The  dyspnea 
progressed  to  orthopnea,  and  paroxysmal  nocturnal 
dyspnea  occurred  on  two  occasions.  A history  of  rheu- 
matic fever  c6uld  not  be  obtained.  On  PE  she  was  a thin 
Negro  woman  chronically  ill-appearing  in  no  acute  dis- 
tress. BP  was  110/80.  Pulse  was  80  per  minute  and 
regular.  The.-e  was  jugular  venous  distention  at  45°  and 
a p'ominent  “V”  wave  was  noted.  The  lungs  were  clear. 
A left  ventricular  impulse  was  felt  in  the  6th  intercostal 
space  at  the  anterior  axillary  line.  Right  ventricular  heave 
was  palpable  along  the  lower  left  sternal  border.  A sys- 
tolic thrill  was  noted  at  the  apex  and  along  the  left  sternal 
border.  Si  was  normal,  the  second  sound  had  two  widely 
split  and  fixed  components.  A grade  III/VI  pansystolic 
murmur  was  heard  at  the  apex  and  left  lower  sternal 
border.  An  early  systolic  blowing  murmur  was  heard 
at  the  second  left  interspace  at  the  sternal  border.  An 
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S3  gallop  was  present.  There  was  hepatomegaly.  No  cy- 
anosis or  clubbing  was  found.  Electrocardiogram  (EKG) 
(Fig.  1)  revealed  sinus  rhythm,  normal  PR  duration  and 
a QRS  axis  of  -f60°.  The  record  suggested  right  atrium 
(RA)  enlargement  and  possible  biventricular  hypertrophy. 

Chest  x-rays  and  fluoroscopy  showed  ca.'diomegaly 
(Fig.  2)  involving  all  chambers,  principally  left  atrium 
(LA)  and  right  ventricle  (RV).  The  pulmonary  vascula- 
ture was  prominent  with  attenuation  of  the  peripheral 
vessels  suggestive  of  pulmonary  hypertension.  No  intracar- 
diac calcifications  were  noted. 

The  clinical  impression  was  organic  heart  disease 
(etiology  unknown,  rheumatic  or  congenital)  with  mitral, 
tricuspid  and  pulmonic  (or  aortic)  regurgitation,  or  VSD 
with  pulmonary  hypertension,  cardiomegaly,  sinus  rhythm 
and  Class  III-C-D. 

Hemodynamic  studies  showed  a pulmonary  artery 
(PA)  pressure  of  65/27,  mean  38,  RV  pressure  65/12  and 
RA  pressure  of  11  mean  with  “A”  and  “V”  waves  of  13. 
The  LA  pressure  was  mean  14,  “A”  20,  “V”  14.  Left 
ventricular  (LV)  pressure  was  112/11.  Simultaneous  LV 
and  LA  pressures  showed  a mean  gradient  of  6 and  an 
end-diastolic  gradient  of  6.  LA  was  entered  through 
a transseptal  puncture.  Dye  dilution  curves  from  the  LV 
showed  normal  appea-ance  time  in  the  LP.\  and  sys- 
temic artery  ruling  out  a left-to-right  shunt  at  the  ven- 
tricular and  aortic  levels.  A dye  curve  from  the  L.\ 
showed  an  early  appearance  time  in  the  RA  suggestive  of 
left-to-right  shunt  at  the  atrial  level.  An  injection  into 
the  right  superior  pulmonary  vein  revealed  a R.\  appear- 


Fig.  1. — Surface  electrocardiogram  shows  P-R  0.16, 
QRS  0.10,  QRS  axis  in  the  frontal  plane  -|-60°.  The 
ECG  is  suggestive  of  right  atrial  enlargement  and  bi- 
ventricular hypertrophy  (case  1). 
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ance  time  similar  to  that  seen  when  injecting  in  the 
superior  vena  cava,  suggesting  a sinus  venosus  defect  with 
anomalous  drainage  of  the  right  superior  pulmonary  vein 
into  the  superior  vena  cava.  Appropriate  injection  from 
the  SVC  and  I VC  revealed  normal  appearance  time,  ruling 
out  right-to-left  shunts. 

On  September  3,  1969,  she  underwent  open  heart 
surgery  including  mitral  valvulotomy,  tricuspid  valvulo- 
plasty, and  correction  of  partial  anomalous  drainage  with 
a pericardial  patch.  The  postoperative  course  was  com- 
plicated by  left  heart  failure.  She  slowly  improved  and 
was  discharged  on  the  21st  postoperative  day.  She  was 
seen  on  an  outpatient  basis  three  months  after  surgery 
and  reported  considerable  improvement.  Minimal  residual 
MI  was  present. 

Case  2. — A 49-year-old  white  woman  was  referred  for 
cardiac  evaluation  on  4/24/69.  She  gave  a history  of 
acute  rheumatic  fever  at  the  age  of  IS  and  22.  Murmur 
was  present  since  childhood.  She  only  complained  of  mild 
exertional  dyspnea.  On  a routine  examination  in  Decem- 
ber 1966,  a chest  x-ray  and  EKG  were  normal.  In  March 
1969,  she  noted  the  onset  of  palpitations.  Several 
days  later  she  noted  increasing  exertional  dyspnea  and  was 
hospitalized  elsewhere  in  atrial  fibrillation  (AF)  with 
rapid  VR  and  treated  with  digitalis  and  diuretics.  Despite 
vigorous  medical  therapy  she  developed  paroxysmal  noc- 
turnal dyspnea.  On  PE  she  was  a well-developed,  well- 
nourished  woman  who  appeared  in  no  distress.  The  BP 
was  130/60,  pulse  rate  96  and  irregular;  respirations  IS, 
afebrile.  The  lungs  were  clear.  The  heart  showed  the 
point  of  maximal  impulse  in  the  fifth  intercostal  space, 
2 cm.  outside  the  midclavicular  line.  The  first  sound 
was  loud  at  the  apex.  An  opening  snap  was  heard  at  the 
apex  together  with  a long  diastolic  rumble.  There  was  a 
grade  III/IV  systolic  ejection  murmur  best  heard  in  the 
right  second  intercostal  space  radiating  to  the  vessels  of 
the  neck.  There  was  a grade  II/VI  diastolic  decrescendo 
murmur  also,  best  heard  in  the  right  second  intercostal 
space.  The  second  sound  was  narrowly  split  and  both 
components  were  of  the  same  intensity.  They  moved 
little  with  respiration.  There  was  a grade  I-II/VT  pansys- 
tolic  murmur  at  the  apex.  The  EKG  rev'ealed  AF  with 
moderate  ventricular  rate.  On  chest  fluoroscopy  the 
ascending  aorta  appeared  dilated  and  aortic  valve  calcifica- 
tion was  evident.  The  left  ventricle  was  enlarged  as  was  the 
left  atrium.  The  clinical  imp”ession  was  rheumatic  heart 
disease  with  moderate  cardiomegaly,  atrial  fibrillation, 
aortic  insufficiency  and  mitral  stenosis  and  insufficiency 
as  the  major  lesions  together  with  probable  aortic  stenosis. 
Class  III-C.  Hemodynamic  studies  showed  the  following 
pressures;  RA  mean  9,  RV  34/9,  PA  34/16,  mean  23; 
pulmonary  artery  wedge  (PAW)  mean  20.  LA  V 32, 
mean  20,  LV  113/17,  aortic  pressure  109/38,  mean  SS. 
L.A-LV  gradient  mean  3.S,  end-diastolic  2 mm.  Hg. 
Indicator  dilution  studies  with  L.\  injection  and  sampling 
in  the  PA  revealed  an  early  appearance  time  in  the  PA 
suggestive  of  left-to-right  shunt.  After  LV  injection  with 
PA  sampling,  there  was  no  early  appearance  in  P.\, 
ruling  out  a left-to-right  shunt  at  the  ventricular  o'  aortic 
'evel.  Injections  of  cardiogreen  in  the  IVC  and  SVC  with 
sampling  from  the  F.\  showed  no  evidence  of  right-to-left 
shunt.  An  injection  in  the  L.<\  with  sampling  from  the 
PA  showed  early  appearance  suggestive  of  the  presence  of 
ASD.  There  was  also  evidence  of  TI.  LV  angiog'^aphy 
disclosed  a moderately  enlarged  LV  chamber  with  diffusely 
reduced  LV  contractions.  The  mitral  valve  was  not  cal- 
cified but  was  deformed.  There  was  II/IV  ML  A supra- 
aortic  injection  of  contrast  material  revealed  wide  open 
aortic  insufficiency,  4-f-  on  a scale  of  4.  A few  flecks  of 
calcium  were  seen  within  the  aortic  valve.  In  summary, 
the  catheterization  findings  were  those  of  severe  AI,  mini- 
mal MS,  TI  and  as  ASD  with  left-to-right  shunt  only. 
The  patient  underwent  open  heart  surgery  using  total 
cardiopulmonary  bypass  on  7/23/69  at  which  time  aortic 
valve  replacement  and  closure  of  an  ASD  was  accom- 
plished. She  had  an  uneventful  immediate  postoperative 
course. 

Case  3.— A 48-year-old  woman  was  referred  for  cardiac 


catheterization.  A history  of  joint  pains  was  present 
in  childhood.  At  the  age  of  13,  a school  physician  noted 
a heart  murmur.  The  patient  was  married  at  the  age  of 
16.  When  seen,  she  was  gravida  9,  para  7.  During  all 
her  pregnancies,  she  had  peripheral  edema.  At  the  age 
of  23,  migratory  joint  involvement  returned  and  the  diag- 
nosis of  active  rheumatic  fever  was  made.  In  1961  she 
complained  of  shortness  of  breath  and  palpitations.  She 
denied  any  chest  pain.  She  was  started  on  digitalis  and 
diuretics.  In  the  intervening  years  since  1961,  she  had  a 
slow  but  steady  progression  of  symptoms.  On  PE  the 
patient  was  a well  developed  thin  woman  in  no  distress. 
BP  140/86,  pulse  70-80,  irregularly  irregular.  The  lung 
fields  were  clear.  There  was  no  cardiomegaly.  There  was 
increased  left  ventricular  lift  as  well  as  an  RV  thrust.  The 
first  sound  was  not  accentuated.  The  pulmonic  compon- 
ent of  the  second  heart  sound  was  increased.  An  opening 
snap  was  heard  all  over  the  precordium,  most  prominently 
along  the  left  sternal  border  at  the  apex.  A grade  II/VI 
blowing  holosystolic  murmur  was  present  at  the  apex 
with  radiation  to  the  axilla.  A grade  II/VI  middiastonic 
rumbling,  low-pitched  murmur  following  the  opening  snap 
was  heard  at  the  apex.  No  basal  diastolic  murmurs  were 
heard  along  the  left  sternal  border.  All  peripheral  pulses 
were  palpable  and  there  was  no  edema.  The  EKG  showed 
AF  with  a VR  of  70  per  minute,  and  minor  nonspecific  ST 
and  T wave  changes  but  no  definite  left  or  RV  hyper- 
trophy. The  chest  x-ray  revealed  prominent  main  pulmon- 
ary arteries  with  distal  tapering  suggestive  of  pulmonary 
hypertension.  All  cardiac  chambers  appeared  enlarged. 
The  clinical  impression  was  rheumatic  heart  disease,  sig- 
nificant MS  and  insufficiency,  AF,  cardiomegaly,  Class 
III-C.  Hemodynamic  studies  on  9/26/68,  demonstrated 
moderately  severe  MS  (mean  gradient  11-12  mm.  Hg., 
end  diastolic  gradient  9 mm.  Hg.),  decreased  cardiac  out- 
put, MI,  slight  AI  and  decreased  LV  contractions  by 


Fig.  2. — Posteroanterior  x-ray  of  the  chest  showing  mas- 
sive cardiomegaly  involving  all  chambers.  The  pul- 
monary vasculature  is  prominent  with  attenuation  of 
peripheral  vessels,  suggestive  of  pulmonary  hyperten- 
sion (case  1). 
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angiography.  On  11/6/68  under  cardiopulmonary  bypass, 
replacement  of  the  mitral  valve  was  accomplished.  At 
the  time  of  surgery  the  amount  of  AI  was  thought  to  be 
minimal.  No  other  lesions  were  found.  Immediate  post- 
operative course  was  uncomplicated. 

On  a postoperative  ca  diac  catheterization  performed 
on  S/22/69,  six  months  after  surgery  the  PA  pressure 
was  decreased  from  postoperative  values  and  there  was 
only  a slight  gradient.  Dye  curves  disclosed  a left-to- 
right  shunt  at  atrial  level  (Fig.  3).  The  Qp  to  Qs  ratio 
was  calculated  to  be  2.1:1.  Because  of  clinical  improve- 
ment surgical  closure  of  the  ASD  was  not  recommended 
at  this  time. 

Case  4. — A 60-year-old  white  woman  was  admitted 
on  August  21,  1968  for  cardiac  evaluation.  There  was 
no  history  of  rheumatic  fever  in  childhood.  At  age  14, 
she  was  noted  to  have  a rapid  heart  beat  and  was  given 
digitalis  and  kept  on  this  medication  for  a short  period. 
A mu  mu  was  also  noted.  Over  the  years  she  expe.ienced 
several  bouts  of  rapid  VR.  In  the  three  years  prior  to 
admission,  she  noted  the  onset  of  dyspnea  on  exertion. 
The  dyspnea  progressed  and  she  was  hospitalized  several 
times.  In  1965,  she  had  a self-limited  episode  of  hemop- 
tysis. In  the  last  few  weeks  prior  to  admission  the 
dyspnea  progressed  to  acute  pulmonary  edema.  On  PE 
she  appeared  chronically  ill.  Her  BP  was  110/70,  pulse 
96  and  irregular.  Cardiac  findings  were  those  of  ca  diome- 
galy  with  the  apical  impulse  in  the  6th  intercostal  space 
in  the  anterior  axillary  line  with  a marked  LV  heave,  as 
well  as  an  RV  thrust.  The  first  sound  was  increased  at 
the  apex,  followed  by  a pansystolic  murmur,  grade  IV/VI. 
The  second  sound  was  narrowly  split  and  was  followed 
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Fig.  3. — Shows  a double  draw  dye  dilution  curve.  Car- 
diogreen  was  injected  into  the  left  pulmonary  artery  and 
sampled  from  the  aorta  (AO)  and  the  right  atrium 
(RA).  Early  appearance  time  in  the  RA  suggests  the 
presence  of  a shunt  at  atrial  or  upstream  the  atrial  level. 


by  a distinct  opening  snap.  There  was  a short  mid- 
diastolic rumble  at  the  apex.  No  diastolic  murmur  was 
heard  at  the  base.  The  lungs  disclosed  rales  bilaterally. 
The  fiver  was  enlarged  two  fingerbreadths  below  the  right 
costal  margin.  There  was  no  ascites  and  the  peripheral 
pulses  were  all  present  and  vigorous.  The  EKG  showed 
AF  with  a rapid  VR  with  numerous  aberrantly  conducted 
beats.  There  was  RBBB  and  right  axis  deviation.  The 
chest  x-ray  revealed  marked  enlargement  of  the  right  and 
left  ventricle.  The  PA  was  grossly  dilated  and  there  was 
aneurysmal  enlargement  of  the  L.\.  There  was  marked 
pulmonary  venous  congestion.  Clinical  impression  was 
rheumatic  heart  disease  with  severe  MI,  pulmonary  hy- 
pertension, cardiomegaly,  AF,  Class  IV-D. 

The  patient  underwent  cardiac  catheterization  on 
9/10/68.  The  pressures  demonstrated  moderately  severe 
pulmonary  hypertension  (PA  58/22,  mean  37).  The  indi- 
cator dilution  curves  showed  a prolonged  appearance  time, 
a large  area  with  a break  in  the  downslope  suggesting 
low  cardiac  output  and  a left-to-right  shunt.  LV  angiog- 
raphy showed  a dilated  left  ventricular  chamber  with  3-|- 
mitral  insufficiency  on  a scale  of  4,  contractions  appeared 
decreased.  An  aortogram  disclosed  no  -\I.  Catheteriza- 
tion results  suggested  moderate  MI  with  pulmonary  hy- 
pertension, no  aortic  valve  disease  and  a suggestion  of  a 
left-to-right  shunt.  The  patient  underwent  open  heart 
surgery  on  10/9/68  at  which  time  the  mitral  valve  was 
replaced  by  a Beall  valve  and  a large  secundum  type 
ASD  was  closed  with  a primary  suture.  Postoperative 
course  was  uneventful. 

Case  5. — ^A  54-year-old  white  married  woman  was 
referred  for  cardiovascular  evaluation.  She  gave  a history 
of  rheumatic  fever  at  age  17.  She  was  well  until  age  44, 
when  she  developed  AF  and  acute  dyspnea.  She  was 
started  on  digitalis.  At  age  51  she  noted  the  onset  of 
increasing  fatigue  with  fight  work.  Within  several  months 
she  manifested  dyspnea  and  orthopnea  without  edema. 
Diuretics  and  supplemental  potassium  were  added  to  her 
digitalis  with  some  improvement.  On  PE  the  BP  was 
150/80,  pulse  80  per  minute  and  irregular,  and  normal 
temperature.  There  was  no  cyanosis,  no  clubbing,  edema 
or  neck  vein  distention  at  rest.  Examination  of  the  heart 
revealed  a visible  and  palpable  point  of  maximal  impulse 
in  the  fifth  left  interspace  outside  the  midclavicular  fine. 
An  RV  heave,  a systolic  pulsation  in  the  PA  area  and 
diastolic  closure  of  the  pulmonary  valve  were  felt.  Si  was 
accentuated  at  the  apex  and  the  pulmonary  component 
of  S2  louder  than  the  aortic  component.  There  was  an 
opening  snap  and  moderately  long  diastolic  rumble  at  the 
apex  as  well  as  a grade  111  on  a scale  of  VI  apical  holo- 
systolic  mu'mur  transmitted  to  the  axilla.  .Another,  some- 
what higher  pitched,  holosystolic  blow  was  noted  in  the 
tricuspid  area.  The  fiver  edge  was  one  fingerbreadth 
below  the  right  costal  margin  and  was  nontender.  All 
peripheral  pulses  were  palpable.  The  EKG  showed  .^F 
and  RV  hypertrophy.  Cardiac  fluoroscopy  with  barium 
swallow  showed  moderate  L.\  enlargement  with  displace- 
ment of  the  esophagus  to  the  right  and  posteriorly.  The 
PA  was  enlarged  with  increased  pulmonary  vascular  mark- 
ings extending  to  the  periphery.  There  was  a double 
contour  on  the  right  border  of  the  heart  in  the  postero- 
anterior  view.  There  was  also  elevation  and  compression 
of  the  left  main  stem  bronchus.  The  clinical  impression 
was  rheumatic  heart  disease,  cardiomegaly,  major  MS, 
significant  MI,  TI,  AF,  previous  congestive  heart  failure. 
Class  III-C.  Hemodynamic  studies  showed  the  following 
pressures:  RA  3,  RV  37/2,  PA  36/21,  mean  26,  L.\  mean 
17,  LV  120/8.  LA-LV  mean  diastolic  gradient  8.  In 
summary,  moderate  RV  and  pulmonary  hypertension,  and 
MS.  TI  and  was  demonstrated  by  indocyanine  green  dye 
curve  with  RV  injection  and  R.\  sampling.  Moderately 
severe  MI  was  shown  by  LV  cineangiography.  A left-to- 
right  shunt  was  demonstrated  by  indicator  dilution  curve 
by  a break  in  the  downslope  of  the  LA  to  LFA  curve. 
The  site  was  not  better  defined  because  of  the  presence 
of  mitral  and  TI.  The  catheterization  diagnosis  was 
rheumatic  heart  disease  with  MS,  MI  and  TI  and  left-to- 
right  shunt  presumably  above  atrial  level.  On  March  20, 
1965,  open  heart  surgery  was  performed.  The  LA  was 
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markedly  enlarged  and  distended.  The  RA  and  RV  were 
also  enlarged.  Palpitation  through  the  atrial  appendage 
revealed  an  intact  ventricular  septum.  The  mitral  valve 
was  felt  to  be  pliable  with  moderately  severe  stenosis 
involving  fusion  of  both  commissures.  The  central  orifice 
would  not  admit  a finger.  The  LA  had  marked  venous 
drainage  in  the  dependent  portion  arising  in  the  area  of 
the  left  superior  pulmonary  vein.  A large  vein  was  iden- 
tified which  communicated  with  a normally  placed  left 
superior  pulmonary  vein,  this  was  ligated.  Successful 
mitral  valvuloplasty  was  also  performed.  The  patient  was 
discharged  after  a smooth  postoperative  course. 

Marked  improvement  was  noted  on  follow-up.  Her 
exercise  tolerance  was  excellent  and  she  had  resumed  work. 
Cardiac  examination  revealed  a TI  murmur  and  catheter- 
ization revealed  normal  PA  pressure  and  no  left-to-right 
shunts.  When  last  seen  in  1968,  she  was  doing  well. 

Discussion 

Congenital  heart  lesions  in  patients  with  ac- 
quired valvular  disease  may  be  clinically  overlook- 
ed. Similarly,  at  the  time  of  cardiac  catheteriza- 
tion the  presence  of  shunts  may  not  be  established, 
unless  a specific  effort  is  made  to  uncover  their 
presence.!®  An  oxygen  saturation  series  will  only 
demonstrate  relatively  large  shunts  and  unless 
a left-to-right  shunt  is  suspected  are  not  performed 
in  all  adult  patients.  Indicator  dilution  curves 
done  to  estimate  the  cardiac  output,  with  injec- 
tion in  the  right  heart  and  sampling  in  a systemic 
artery,  may  demonstrate  a break  in  the  downslope 
of  the  curve  suggesting  the  need  for  double  draw 
curves  to  detect  and  localize  left-to-right  and 
right-to-left  shunts.!!  Angiography  is  helpful  if 
the  proper  views  and  injections  are  done.  Our 
cases  illustrate  some  of  these  points.  Case  1,  a pa- 
tient with  multiple  valve  lesions  also  demonstrated 
an  early  appearance  time  in  the  RA  after  dye 
was  injected  in  the  left  PA  and  sampled  in  the 
RA  and  aorta  (Fig.  3). 

Mitral  stenosis  is  a most  common  lesion  in  as- 
sociation with  congenital  heart  disease  in  the 
adult.  Of  our  five  patients,  four  had  mitral  steno- 
sis and  other  valvular  lesions,  four  mitral  insuffi- 
ciency, three  tricuspid  insufficiency,  one  aortic 
insufficiency  and  the  fifth  patient  had  pure  mitral 
insufficiency. 

These  patients  usually  presented  clinically  as 
subjects  with  mitral  valve  disease  and  the  pres- 
ence of  a left-to-right  shunt  is  often  first  suspected 


during  cardiac  catheterization  or  at  surgery.  The 
importance  of  complete  preoperative  diagnosis  is 
clear  since  surgical  repair  of  the  congenital  defects 
should  be  accomplished  simultaneously  with  the 
valvular  surgery. 


Summary 

Five  cases  of  combined  valvular  and  congenital 
heart  disease  are  presented.  Two  patients  demon- 
strated an  unusual  association,  that  of  mitral  valve 
disease  and  partial  anomalous  pulmonary  vein 
drainage  with  intact  atrial  septum. 

The  importance  of  complete  preoperative  eval- 
uation is  stressed  including  careful  clinical,  elec- 
trocardiographic and  fluoroscopic  examinations,  as 
well  as  cardiac  catheterization,  utilizing  hemo- 
dynamic measurements,  double  draw  dye  curves 
and  angiocardiography.  The  feasibility  of  simul- 
taneous surgical  repair  of  both  the  acquired  and 
congenital  cardiac  lesions  makes  complete  pre- 
operative diagnosis  imperative. 


References 

1.  Maramba,  L.  C. ; Narula,  O.  S. ; Hildner,  F.  J.,  and  Samet, 
P. : Mitral  Stenosis  in  a Patient  with  Congenital  Communi- 
cation Between  the  Systemic  and  Pulmonary  Venous  Beds, 
Chest,  in  press. 

2.  Bruschke,  A.  V.  G.  and  Block,  A. ; Anomalous  Pulmonary 
Venous  Drainage  Associated  with  Mitral  Valve  Disease, 
Am.  Heart  J.  /8:437,  1969. 

3.  Sepulveda,  S.;  Lukas,  D.S.,  and  Steinberg,  I.:  Anomalous 
Drainage  of  Pulmonary  Veins.  Clinical  Physiologic  and 
Angiocardiographic  Features,  Am.  J.  Med.  18:883,  1955. 

4.  Nichols,  H.  T. ; W'oldow,  A.,  and  Goldberg,  H. : Partial 
Anomalous  Pulmonary  Venous  Drainage  Associated  with 
Mitral  Stenosis,  Am.  Heart  J.  5 1:475,  1956. 

5.  Hughes,  C.  W'.  and  Rumore,  P.  C. : Anomalous  Pulmonary 
Veins,  Arch.  Path.  37:364,  1944. 

6.  Zion,  M.  M. : Mitral  Stenosis  Associated  with  Anomalous 
Pulmonary  Venous  Drainage  into  a Left  Superior  Vena 
Cava,  Brit.  Med.  J.  1:1020,  1956. 

7.  W’asserhirl,  M.  and  Hoffman,  M.  M.:  Partial  Anomalous 
Pulmonary  Venous  Drainage  Associated  with  Mitral  Stenosis 
and  Intact  .Atrial  Septum.  A Distinctive  Hemodynamic, 
Syndrome,  Am.  J.  Cardiol.  10:894.  1962. 

8.  Goldfarh.  B.  and  Wang.  Y.:  Mitral  Stenosis  and  Left-to- 
Right  Shunt  at  the  Atrial  Level.  A Broadened  Concept  of 
the  Lutenbracher  Synd.ome,  Am.  J.  Cardiol.  17:319.  1966. 

9.  Adler,  L.  N.;  Berger,  R.  L. : Starkey,  G.  W.  B.,  and 
Abelman,  W.  H.:  Anomalous  Pulmonary  Venous  Drainage 
Associated  with  Mitral  Stenosis.  Report  of  a Case  Success- 
fully Repaired,  New  Eng.  J.  Med.  270:166,  1964. 

10.  Swan,  H.  J.  C.  and  Wood,  E.  H. : Localization  of  Cardiac 
Defects  by  Dye  Dilution  Curves  Recorded  after  Injection 
of  T-1824  at  Multiple  Sites  in  the  Heart  and  Great  Vessels 
During  Cardiac  Catheterization,  Proc.  Mayo  Clin.  28:95. 
1953. 

11.  Samet.  P.  and  Bernstein.  W.  H. : The  Role  of  Indicator 
Dilution  Curves  in  Cardiovascular  Studies,  J.  Mt.  Sinai 
Hospital  33:32,  1966. 

^ Dr.  Befeler,  Division  of  Cardiology,  Mount 
Sinai  Hospital,  4300  Alton  Road,  Miami  Beach 
33140. 


See  application  form  for  annual  meeting  exhibits  and  films,  page  47. 


J.  FLORIDA  M.A. /DECEMBER.  1971 


27 


Pregnancy  and  Scleroderma 

Systemic  Sclerosis 


Marion  Z.  Knupp,  B.S.  and  James  A.  O’Leary,  M.D. 


Scleroderma  is  an  uncommon  disease  of  un- 
known etiology  and  accounts  for  20%-30%  of  all 
cases  of  collagen  disease.  The  combination  of 
scleroderma  and  pregnancy  is  a rare  event.  To 
date,  11  case  reports  have  been  presented  in  the 
medical  literature  of  concomitant  scleroderma  and 
pregnancy.!  This  paper  will  document  another 
instance  of  this  disease  in  pregnancy. 

Although  scleroderma  is  classified  as  a collagen 
disease,  its  essential  nature  and  etiology  remains 
obscure.  Current  thought  would  include  this  dis- 
ease among  the  autoimmune  disorders.  Autoanti- 
bodies have  been  demonstrated  against  the  pa- 
tients’ red  blood  cells.  Autoimmune  complement 
fixing  antibodies  and  even  anti-DXA  antibodies 
have  been  identified.  Even  so,  the  LE  cell  prepa- 
ration is  rarely  positive  in  scleroderma.- 

Systemic  scleroderma  eiffects  women  2.5  times 
more  often  than  men.  Disease  onset  may  range 
from  birth  to  old  age,  however,  the  majority  of 
cases  occur  between  age  30-60.  Mortality  rates 
indicate  an  80%  survival  after  two  years  of  the 
disease  while  only  20%  were  living  after  ten 
years.3  However,  another  study!  documented  the 
duration  of  illness  in  two  cases  at  approximately 
30  and  40  years.  The  median  survival  time  is 
calculated  at  13  months  after  diagnosis  or  24 
months  after  onset  of  symptoms.® 

Pathological  and  Clinical  Considerations 

Scleroderma  is  a chronic  disease  characterized 
by  progressive  collagenous  fibrosis.  It  exists  in 
two  forms:  morphea  affects  patchy  areas  of  the 
skin  alone,  and  systemic  involves  the  internal 
organs  as  well  as  the  skin.  Typically,  the  skin 
and  its  appendages  are  first  affected.  Later,  skele- 
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tal  muscle,  alimentary  tract,  lungs,  kidney,  heart 
and  blood  vessels  are  the  structures  affected. 

In  the  skin,  edema  is  followed  by  collageniza- 
tion.  With  progression  of  the  disease,  atrophy  oc- 
curs and  sometimes  calcification.  The  clinical 
results  can  be  evidenced  in  tight  shiny  skin  in 
which  the  dermis  is  bound  to  the  underlying  struc- 
tures. There  may  be  reduced  range  of  joint  motion 
and  flexion  contractures.  Ulcerations  may  occur 
because  the  blood  supply  is  decreased  in  areas  of 
collagenous  fibrosis. ^ Raynaud’s  phenomenon  is 
reported  to  occur  in  approximately  80%  of  pa- 
tients.^ In  some  acute  cases,  there  is  a specific 
arteritis.  Fibrosis  may  thicken  the  blood  vessel 
walls  and  narrow  their  lumens.  The  clinical  course 
begins  with  an  insidious  onset  of  tightening  of  the 
skin  of  the  face,  neck,  extremities  or  trunk.  Facial 
involvement  may  be  evidenced  by  a pinched  ex- 
pression. As  facial  muscles  are  involved,  there 
may  be  difficulty  chewing  and  swallowing.  In  the 
gastrointestinal  tract,  especially  the  esophagus, 
dense  fibrosis  and  atrophy  lead  to  stricture  with 
decreased  esophageal  motility.  Esophageal  aperis- 
talsis  was  demonstrated  in  83%  of  cases  in  one 
study.3  Dysphagia  and  regurgitation  vomiting, 
abdominal  distention,  constipation,  diarrhea  and 
malabsorption  are  common  findings  in  systemic 
sclerosis. 

Bilateral  fibrosis  is  commonly  demonstrated 
radiographically  in  the  lower  lung  fields.  Pulmo- 
nary fibrosis  of  the  septal  walls  and  arteriolar 
thickening  are  the  two  lesions  usually  demon- 
strated in  the  lungs.  Respiratory  function  will 
consequently  be  impaired  depending  on  the  degree 
of  involvement.  The  kidney  may  present  a patho- 
logic picture  similar  to  malignant  hypertension, 
even  without  symptoms  in  the  patient.  There  is 
h}q)erplasia  of  the  interlobular  arteries,  fibrinoid 
necrosis  of  the  afferent  arteriole  or  glomerular 
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tuft,  and  thickening  of  the  basement  membrane  or 
“wire  looping.”  In  46  cases  studied  by  D’Angelo, 
30%  of  patients  had  renal  lesions  while  only  one 
half  of  these  were  hypertensive. ^ Myocardial  in- 
volvement is  most  significant  in  younger  patients 
with  scleroderma;  fibrosis  specifically  related  to 
systemic  sclerosis  being  less  apparent  with  increas- 
ing age.  While  cardiac  involvement  is  a striking 
cause  of  death  in  scleroderma  patients,  it  is  more 
likely  to  be  congestive  heart  failure  secondary  to 
pulmonary  or  systemic  h}qDertension  or  arterial 
hypoxemia.  Cardiac  failure,  pulmonary  edema  and 
renal  failure  related  to  the  progressive  course  of 
the  scleroderma  are  the  recognized  causes  of 
death. 2-5 

Case  Report 

A 40-year-old  Negro  female,  gravida  S,  abortus  4,  was 
hospitalized  at  18  weeks’  gestation  because  of  an  eight  year 
history  of  scleroderma.  Menarche  occurred  at  age  13  with 
regular  28  day  intervals  and  five  days  of  menstrual  flow. 
She  had  had  four  previous  miscarriages,  all  at  approxi- 
mately eight  weeks’  gestation.  Complicating  factors  of  this 
pregnancy  were  a mild  iron  deficiency  anemia  as  manifest- 
ed by  a 9.6  hemoglobin  and  a urinary  tract  infection. 
Prednisone  S mg.  daily  had  been  prescribed  for  her  con- 
dition, but  this  dosage  was  reduced  by  one  half  upon 
admission.  The  patient  complained  of  stiffness  of  her  legs, 
arms  and  neck  which  had  decreased  in  the  past  few  years, 
but  disclaimed  any  gastrointestinal  symptoms.  Physical 
examination  revealed  dry,  shiny  skin  over  the  fingers  with 
areas  of  hypopigmentation  at  the  antecubital  fossae  and 
neck.  Stiffness  and  soreness  of  the  muscles  of  the  mouth 
was  noted  and  the  patient  appeared  as  if  always  smiling. 
The  skin  was  hard  at  the  neck  and  extremities,  while  it 
was  noted  to  be  thick  and  rough  over  the  chest.  There 
was  hyperpigmentation  as  well  as  hypopigmentation  and 
also  some  alopecia  of  the  scalp. 

Except  for  findings  relating  to  a mild  anemia,  the 
laboratory  tests  including  a serum  protein  electrophoresis 
were  within  normal  limits.  The  RA  latex  and  the  LE  cell 
preparation  were  negative.  The  patient  was  discharged 
and  followed  closely  in  the  clinic. 

X-ray  and  laboratory  findings  obtained  one  year  pre- 
viously had  indicated  radiographically  an  essentially 
normal  chest.  The  findings  in  the  esophagus  were  con- 
sistent with  scleroderma  of  the  esophagus;  otherwise, 
there  was  no  evidence  of  pathology  in  the  remainder  of 
the  upper  GI  tract.  The  colon  also  was  described  radio- 
graphically as  being  essentially  normal.  The  EKG  tracing 
demonstrated  a sinus  rhythm  and  was  within  normal 
limits. 

Six  days  prior  to  term,  the  patient  was  admitted  to  the 
hospital  with  false  labor,  bloody  show  and  premature 
amniorrhexis.  A Pitocin  induction  was  attempted  for  6!54 
hours  but  because  of  midpelvic  disproportion  a cesarean 
section  was  performed.  A healthy  infant  weighing  22S4 
grams  with  an  Apgar  Score  of  8 and  9 at  one  and  five 
minutes  was  delivered.  There  was  no  pathologic  abnor- 
malities observed  in  the  placenta.  Prior  to  surgery  the 
dosage  of  prednisone  had  been  increased  to  10  mg.  daily 
but  was  reduced  to  2.5  mg.  postpartum. 

Four  months  later  she  was  admitted  for  an  evaluation 
of  the  scleroderma  which  appeared  to  be  progressing.  This 
was  manifested  by  an  increased  tightening  of  all  skin 
surfaces,  multiple  bilateral  flexion  contractures,  and  ulcer- 
ations about  fingertips  and  knuckles  consistent  with  Ray- 
naud’s phenomenon.  Progression  of  the  disease  was  noted 
since  her  evaluation  17  months  earlier.  An  upper  GI  series 
including  a barium  swallow  gave  the  suggestion  of  cardiac 
enlargement.  Findings  were  compatible  with  a diagnosis 


of  scleroderma.  No  peristalis  was  noted  in  the  esophagus. 
The  stomach  and  duodenal  bulb  were  normal.  Fixed  dila- 
tation of  the  distal  duodenum  and  small  bowel  were  also 
noted.  This  was  assumed  to  be  secondary  to  the  collagen 
disease.  Chest  x-rays  showed  some  increase  in  the  trans- 
verse diameter  of  the  heart.  The  impression  was  that  of 
left  ventricular  cardiac  enlargement.  EKG  patterns  were 
described  as  definitely  abnormal  with  septal  fibrosis  and 
an  abnormal  left  axis. 

Comment 

A literature  review  shows  that  relationship  of 
scleroderma  with  pregnancy  is  sometimes  ob- 
scure.®-® That  scleroderma  does  have  an  unfavor- 
able effect  on  the  pregnancy  is  unquestionable. 
The  maternal  prognosis  is  influenced  both  by  the 
complications  of  pregnancy  and  by  an  increased 
incidence  of  maternal  death.  The  duration  of  the 
disease  is  less  important  than  the  extent  of  sys- 
temic involvement.  Fear  has  alluded  to  the  fre- 
quent complication  of  toxemia  with  the  probability 
of  renal  involvement. i Of  the  12  case  reports  in 
the  literature,  there  was  one  maternal  death  caused 
by  renal  failure,  three  other  cases  were  complicated 
by  the  development  of  pulmonary  edema,  two  of 
these  terminating  in  death.  One  patient  died  post- 
partum of  viral  pneumonia  following  progression 
of  her  disease.  All  of  the  maternal  deaths  followed 
pulmonary  and/or  renal  failure.  Other  complica- 
tions have  included  occult  uterine  rupture,  abrup- 
tio  placentae,  drug  reactions,  pleuritis,  and  pye- 
lonephritis. 

The  fetal  prognosis  cannot  be  directly  related 
to  the  degree  of  maternal  disease.  However,  most 
authors  agree  that  scleroderma  causes  increased 
fetal  wastage.  Abortions  are  very  frequent  in 
women  affected  with  scleroderma  which  was  con- 
firmed by  our  patient  even  several  years  before 
the  disease  was  manifested.^®  Perinatal  mortality 
is  also  significantly  high.  Of  the  21  pregnancies 
recorded,  there  were  five  abortions,  three  stillborns 
and  one  neonatal  death.i  Another  factor  influenc- 
ing the  fetal  prognosis  is  a threefold  increased  in- 
cidence of  prematurity.  Scleroderma  constitutes 
a serious  hazard  to  both  the  mother  and  the  fetus 
during  pregnancy. 

The  question  regarding  the  effect  which  preg- 
nancy exerts  upon  the  disease  process  remains  un- 
settled. This  is  only  partly  understood  because  of 
the  variable  nature  of  the  disease  itself;  chronic 
yet  progressive,  its  course  may  be  altered  with 
remissions  and  reactivations.  Pregnancy  does  not 
seem  to  be  affected  by  the  duration  of  the  disease 
(eight  cases  unchanged)  but  there  may  be  some 
correlation  between  the  pregnancy  and  the  pro- 
gressive course  of  scleroderma.  In  two  patients 
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there  was  a progressive  deterioration  during  preg- 
nancy which  ended  in  death.  In  another  two  cases 
there  was  a postpartum  exacerbation  of  the  dis- 
ease. While  only  a few  definite  conclusions  can 
be  drawn,  it  is  apparent  that  pregnancy  is  danger- 
ous to  the  patient  with  scleroderma  and  is  relative- 
ly contraindicated. 

Conclusions 

Scleroderma  results  in  a higher  incidence  of 
maternal  morbidity  and  mortality. 

Fetal  wastage  is  increased  as  is  the  abortion 
rate. 

Exacerbation  of  the  sclerosis  either  during  or 
following  pregnancy  is  a common  occurrence. 
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Physician  Participation  in  Northeast 
Florida  Arthritis  Foundation 


Louis  M.  S\les,  M.D. 


In  these  days  when  the  physician  and  the  prac- 
tice of  medicine  is  being  maligned  everywhere,  it 
behooves  us  to  acquaint  the  public  with  the  tre- 
mendous amount  of  time  and  effort  which  we  give 
freely  (and  free)  to  various  charities  and  volun- 
tary health  organizations.  Unfortunately,  even 
many  of  our  colleagues  are  not  aware  of  the  rami- 
fications of  physician  participation  in  this  field. 
This  article  is  an  attempt  to  explore  merely  one 
facet  of  such  involvement;  namely,  our  relation- 
ship to  the  Arthritis  Foundation  and,  more  spe- 
cifically, its  Northeast  Florida  Division. 

Organization  and  Duties 

The  Northeast  Florida  Division  of  the  Arthritis 
Foundation  with  headquarters  in  Jacksonville 
serves  23  counties,  operates  an  arts  and  crafts 
shop,  bus  for  transporting  the  otherwise  confined 
arthritic,  loan  closet,  visitation  program,  informa- 
tional program  for  both  layman  and  physician, 
several  arthritis  clubs,  and  renders  aid  and  assis- 
tance wherever  possible  to  the  arthritic.  Its  Board 
of  Directors  numbers  30,  of  whom  1/3  are  prac- 
ticing physicians.  Many  of  these  men  have  at  one 
time  or  another  served  as  officers  of  the  Board  in 
which  capacity  they  have  had  to  give  many  hours 
of  their  time  and  effort  at  no  charge. 

Supervising  the  medical  activities  of  the  Divi- 
sion and  advising  the  Board  of  Directors  on  all 
medical  matters  is  the  Medical  and  Scientific  Com- 
mittee, which  currently  constitutes  ten  physicians 
from  Jacksonville  and  one  each  from  Gainesville 
and  Ocala.  Many  of  the  members  of  this  commit- 
tee also  double  as  members  of  the  Board  of  Direc- 
tors. Their  functions  include  medical  supervision 
of  the  Arts  and  Crafts  Shop  and  screening  of 
arthritics  attending  the  shop  for  medical  problems; 


Dr.  Sales  is  Co-Chief  of  the  Arthritis  and  Collagen  Disease 
Clinics  at  Duval  Medical  Center  and  Baptist  Memorial  Hospital, 
Jacksonville. 


speaking  before  interested  lay  groups  on  medical 
approaches  to  arthritic  problems:  formulating 
replies  to  questions  which  the  Division  receives 
about  medical  matters  from  individuals,  news- 
papers, television  and  radio  stations  and,  finally, 
once  a year  participating  in  open  forums  in  Jack- 
sonville, Gainesville,  Ocala  and  in  other  cities  of 
the  area  to  which  the  lay  public  is  invited  at  no 
charge.  These  forums  serve  to  educate  the  public 
concerning  arthritis  so  that  they  may  avoid  the 
pitfalls  of  the  charlatan  and  the  quack  nostrum. 
The  Medical  Forum  of  the  Air  on  WJAX  is 
manned  by  members  of  this  committee  when  topics 
discussed  concern  arthritis. 


Clinics  and  Teaching  Program 

As  part  of  the  medical  program  of  the  Arthritis 
Foundation,  members  of  the  Medical  and  Scientif- 
ic Committeee  also  man  the  .Arthritis  and  Collagen 
Disease  Clinic  at  the  Duval  Medical  Center;  the 
Consultative  Clinic  at  Baptist  Memorial  Hospital, 
and  the  Arthritis  Clinic  at  Gainesville — again  giv- 
ing of  their  time  at  no  charge. 

At  Duval  Medical  Center  the  Clinic  meets 
once  a week  and  is  manned  by  four  internists, 
two  of  whom  take  the  service  in  rotation  six 
months  out  of  each  year,  assisted  by  an  orthopedic 
surgeon  and  a plastic  surgeon  who  serve  as  con- 
sultants. Once  every  six  weeks  a treatment  board 
is  held  at  which  all  members  of  the  Clinic  meet 
to  discuss  interesting  and  unusual  cases.  Consul- 
tative services  to  the  hospital  and  ward  rounds  on 
selected  Ccises  are  also  made  by  these  physicians. 
They  are  joined  in  the  Clinic  and  rounds  by 
interns  and  residents  assigned  to  them — thus 
spending  much  of  their  time  in  training  the  young- 
er physician.  This  Clinic  is  now  also  participating 
in  a large  scale  investigation  of  various  anti-in- 
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flammatory  agents,  as  well  as  partaking  either 
directly  or  indirectly  in  certain  selected  other 
research  programs. 

In  Gainesville  a clinic  similar  to  that  of  the 
Duval  Medical  Center  operates  on  a somewhat 
smaller  scale.  Here,  again,  a treatment  board 
meets  every  eight  weeks  in  conjunction  with  the 
house  staff  and  the  consultant  orthopedist  as  well 
as  the  attending  internist. 

At  the  Baptist  Memorial  Hospital  of  Jackson- 
ville, a Consultative  Clinic  meets  once  a month. 
Here  patients  of  limited  means,  referred  by  the 
private  physician,  are  seen  in  consultation  by 
members  of  the  Medical  and  Scientific  Commit- 
tee, recommendations  made,  and  the  patient  then 
referred  back  to  his  own  physician  for  definitive 
therapy.  The  only  charge  is  that  made  by  the 
hospital  itself  for  necessary  x-ray  and  laboratory 
procedures — these  being  paid  for  at  a reduced  rate. 

For  the  past  several  years,  the  Medical  and 
Scientific  Committee  has  biennially  conducted  a 
two-day  arthritis  seminar  in  Jacksonville  for  phy- 
sicians and  paramedical  personnel  in  the  area. 
Outstanding  teachers  from  various  parts  of  the 
country  have  been  a standard  part  of  each  pro- 
gram. More  recently,  with  a closer  liaison  between 
the  University  of  Florida  College  of  IMedicine  at 
Gainesville  and  JHEP,  the  same  committee  has 
become  vitally  involved  in  a coordinated  training 


program  in  arthritis  to  function  between  the  Uni- 
versity itself  and  the  Duval  Medical  Center.  For- 
mal lectures  and  conferences  for  the  resident  staff 
at  Duval  Medical  Center  and  lectures  to  the  nurs- 
ing staffs  at  various  hospitals  have  been  one  fea-  | 
ture  of  this  program.  The  committee  also  func-  ! 

tions,  together  with  its  counterparts  at  Miami  and  | 

the  St.  Petersburg-Tampa  area,  to  put  on  exhibits  j 
at  the  convention  of  the  Florida  Medical  Associa- 
tion; to  prepare  articles  for  publication  in  the 
Journal  of  the  Florida  Medical  Association,  and 
to  bring  to  interested  physicians  at  their  hospital 
staff  meetings  up-to-date  information  in  the  field. 
Finally,  one  member  of  the  committee  is  currently 
serving  as  representative  from  the  Arthritis  Foun- 
dation on  the  Council  of  \’oluntary  Health  Agen- 
cies of  the  Florida  IMedical  Association. 

Summary 

In  this  article,  the  author  has  elaborated  upon 
some  of  the  activities  of  the  practicing  physician 
in  relationship  to  a voluntary  health  agency — in 
this  case  the  Northeast  Florida  Division  of  the 
.Arthritis  Foundation.  Similar  physician  participa- 
tion holds  true  for  many  of  the  other  voluntary 
health  agencies  in  this  area. 

► Dr.  Sales,  1204  LeBaron  Avenue,  Jacksonville 
32207. 


DECEMBER 


FMA  Meetings 


4 Committee  on  Maternal  Health — 8:00  a.m. 

Disney  World 

4 Subcommittee  on  Quackery — 10:00  a.m. 

Orlando 

7 Florida  Joint  Council  on  Health  of  Aging — 10:00  a.m. 

Jacksonville 

9 ' Committee  on  Rural  Health,  Lafayette  County  Health  Center — 10:30  a.m. 

iMayo 

11-12  Judicial  Council — 1:00  p.m. 

Miami 

14-15  Ad  Hoc  Committee  on  Drug  Abuse  & Subcommittees — 2:00  p.m. 

Orlando  10:00  a.m. 

18  .\d  Hoc  Committee  on  HMO — 10:00  a.m. 

Orlando 


If  you  are  interested  in  having  a scientific  exhibit  or  presenting  a film  program  at  the 
FMA  Annual  Meeting,  May  3-7,  1972  at  Hollywood-by-the-Sea,  please  fill  out  and  return  ap- 
plication on  page  47. 


32 


VOLUME  SS/NtJMBER  12 


Are  they 
too  old  to  swing? 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid  . . 12.5  mg. 

Ferrous  Iron  2.82  mg. 

Vitamin  A 2,500  U.S.P.  Units 

Vitamin  D 250  U.S.P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin  2.5  mg. 
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Copper  (from  Copper  Sulfate)  . . 0.25  mg. 

Zinc  (from  Zinc  Oxide)  0.25  mg. 
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As  the  ‘‘middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE;  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30.  100,  and  500  tablets. 
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A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 
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The  Problem  and  the  Challenge  of  Outreach  Programs 

of  Medical  Schools 


Emanuel  Suter,  M.D. 


Anyone  who  attended  the  82nd  Annual  Meet- 
ing of  the  Association  of  American  iVIedical  Col- 
leges could  not  be  but  overwhelmed  by  the 
recurrent  pleas  for  medical  schools  to  relinquish 
their  ivory  tower  position  and  become  involved 
more  vigorously  in  community  action  programs. 
Xot  since  the  Flexner  Report  have  the  pressures 
been  so  great  and  varied  as  they  are  expressed 
today  by  students,  faculty,  community  represen- 
tatives, and  spokesmen  of  local  and  federal  gov- 
ernments. 

The  reasons  for  these  demands  vary  greatly. 
Some  take  the  educational  view  that  medical 
schools  must  offer  their  students  more  realistic 
experiences  in  community-related  health  care. 
Others  look  upon  medical  schools  as  an  enor- 
mous resource  of  medical  competency  which  must 
be  deployed  to  assist  in  solving  our  communities’ 
health  care  problems.  The  situation  is  complicat- 
ed by  the  urgent  need  for  the  accommodation  of 
an  ever  increasing  number  of  students  in  educa- 
tional programs  at  all  levels. 

If  the  medical  schools  had  as  their  only  task 
the  transmission  of  established  knowledge  to  a 
ne\v  generation  of  physicians  and  other  profes- 
sionals, it  would  be  relatively  simple  to  respond 
to  these  service  demands;  however,  medical  fac- 
ulties must  remain  engaged  in  basic  and  applied 
research  to  assure  us  that  medicine  of  tomorrow 
will  be  better  than  it  is  toda}L  Even  with  the 
besf  health  care  delivery  system  the  “laying  on 
of  hands”  can  be  no  more  effective  than  the  ex- 
tent of  scientific  understanding  of  biologic  and 
emotional  processes  which  underlie  the  condition. 

Dr.  Suter  is  Dean  of  the  University  of  Florida  College  of 
Medicine.  Gainesville. 


Realizing  these  opposing  forces  are  compet- 
ing for  program  priorities  in  academic  institu- 
tions and  knowing  there  is  need  to  expand  exist- 
ing  programs  and  to  develop  new  programs,  the 
medical  schools  must  be  guided  by  principles, 
some  of  which  are  as  follows. 

1.  Biomedical  and  sociomedical  sciences  as 
foundations  of  medical  practice  and  health  care 
delivery  must  be  supported  in  terms  of  educa- 
tion and  research  and  must  remain  the  core  of 
academic  medicine. 

2.  The  increased  enrollment  of  students  must 
be  accommodated  by  the  development  of  more 
efficient  teaching  and  learning  methods.  The  re- 
cently formed  consortium  of  southern  medical 
schools  for  the  joint  development  of  self-instruc- 
tional materials  should  be  of  considerable  help. 

3.  Community-oriented  outreach  programs 
in  collaboration  with  the  practicing  professions 
will  provide  a new  dimension  for  the  teaching  of 
preventive  and  curative  medicine  and  for  research 
in  health  care  delivery. 

4.  Any  of  the  new  endeavors  cannot  be  un- 
dertaken at  the  expense  of  existing  and  proven 
programs. 

5.  Above  all,  the  ultimate  goal  must  remain 
programs  of  the  highest  quality. 

In  order  to  fulfill  their  expanded  role,  medi- 
cal schools  will  require  the  assistance  of  their 
parent  university,  the  community,  the  practicing 
physician,  and  the  government.  The  College  of 
Medicine  at  the  University  of  Florida  is  solicit- 
ing this  active  collaboration. 

^ Dr.  Suter,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 
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A COMPLETE  BUSINESS  SERVICE 


; FOR  THE  MEDICAL 

S AND  DENTAL 

g PROFESSIONS 

Tt 

e PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Affiliates  of  Black 
Battle  Cre 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 
Skaggs  Associates 
Michiean 


ARE  YOU  PLANNING  TO 
HAVE  A SCIENTIFIC  EXHIBIT 
OR  A FILM  TO  SHOW  AT  THE 
98TH  ANNUAL  MEETING  OF 
THE  FLORIDA  MEDICAL  AS- 
SOCIATION TO  BE  HELD  MAY 
3-7,  1972  in  HOLLYWOOD-by- 
the-SEA? 


IF  SO,  PLEASE  FILL  OUT 
AND  RETURN  THE  APPLICA- 
TION BLANK  FOR  THIS  PUR- 
POSE ON  PAGE  47  OF  THIS 
ISSUE  OF  THE  JOURNAL. 


Still  serving... 

Miltown' 

(meprobamate) 


WALLACE  PHARMACEUTICALS  ^ 
Cranbury  N.J.  08512  - 
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Medical  News 


Infectious  Diseases  Program  at  Miami  Beach 

A seminar  on  “Infectious  Disease  1972 — Treatment  and  Prevention”  will  be  held  in  INIiami 
Beach,  Jan.  10-11,  1972. 

The  program,  sponsored  by  the  University  of  iMiami  School  of  iVIedidne,  Department  of  Epidemi- 
ology and  Public  Health  and  the  iMount  Sinai  Hospital  of  Greater  Miami,  will  be  held  at  the  Eden 
Roc  Hotel  at  Miami  Beach. 

Fees  include  $75  for  physicians  and  attorneys:  $10  for  interns,  residents,  fellows,  nurses  and 
medical,  nursing  and  law  students. 

Additional  information  may  be  obtained  from  Office  of  Postgraduate  iMedical  Education,  iMount 
Sinai  Hospital  of  Greater  IMiami,  Miami  Beach  33140. 


Family  Practice  Examination 

The  American  Board  of  Family  Practice  will  conduct  its  next  round  of  examinations  on  April  29-30 
at  various  centers  throughout  the  country. 

Deadline  for  receiving  applications  for  the  examination  is  Feb.  1,  1972,  according  to  Dr.  Nicholas 
J.  Pisacano,  Secretary  of  the  Board. 

Information  may  be  obtained  by  writing  to  Dr.  Pisacano  at  the  University  of  Kentucky  Medical 
Center,  Annex  ^2,  Room  229,  Lexington,  Ky.  40506. 


Professional  Liability  Seminar  at  Miami  University 

course  aimed  at  informing  physicians  of  their  legal  rights  in  the  field  of  professional  liability 
will  be  offered  by  the  University  of  iMiami  early  next  year. 

Entitled  “Medical  Malpractice,  a Legal  Course  for  Doctors,”  the  sessions  will  be  held  March  1-4 
at  the  .\mericana  Hotel  in  Bal  Harbour.  Sponsors  are  the  Law  Center  and  the  School  of  IMedidne  of 
the  L'niversity. 

Open  only  to  doctors  and  hospital  administrators,  the  course  will  be  presented  by  lawyers  on  a 
nonadversary,  factual  legal  and  practical  basis.  The  registration  fee  of  $125  will  include  a copy  of  the 
published  proceedings. 

Registration  may  be  accomplished  through  the  Law  Center,  University  of  Miami  School  of  Law, 
P.  O.  Box  8087,  Coral  Gables,  Fla.  33124.  __  _ _ 


Fellowship  in  American  College  of  Legal  Medicine 

.Mfred  J.  Nadler,  M.D.,  LL.B.,  of  Miami,  has  been  elected  to  Fellowship  in  the  American  Col- 
lege of  Legal  Medicine  at  its  1971  meeting  in  New'  Orleans. 

The  next  clinical-professional  meeting  of  the  college  will  be  held  May  12-13  at  IMiami  Beach. 
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Dr.  Reynolds  Chairs  New  Department 

Richard  C.  Reynolds,  M.D.,  has  been  appointed  Chairman  of  the  new  Department  of  Com- 
munity Health  and  Family  Medicine  at  the  University  of  Florida  College  of  Medicine. 

Creation  of  the  department  was  advocated  by  the  1970  Legislature  and  implemented  last  spring 
by  the  Board  of  Regents. 

A native  of  New  York  State,  Dr.  Reynolds  received  his  M.D.  degree  from  Johns  Hopkins  in 
1953.  Since  1968  he  has  been  Chief  of  the  Division  of  Ambulatory  Medicine  and  Community  Programs 
in  the  Department  of  Medicine. 


Scholarships  Awarded  to  Miami  Students 

The  United  States  section  of  the  International  College  of  Surgeons  has  awarded  undergraduate 
surgical  scholarships  to  two  University  of  Miami  medical  students. 

Recipients  of  the  scholarships  are  Mr.  Thomas  E.  Moses  and  Mr.  James  D.  Daughtry.  They  will 
study  general  surgery  at  Guy’s  Hospital  in  London,  England,  under  the  preceptorship  of  Lawrence 
.\bel,  M.D. 

Dr.  Abel  is  a British  Section  Honorary  Fellow  of  the  College. 


Kidney  Disease  Board  Is  Appointed 

An  11-member  Kidney  Disease  Board  has  been  appointed  by  Emmett  S.  Roberts,  Secretary  of 
the  Florida  Department  of  Health  and  Rehabilitative  Services. 

Rep.  Richard  Hodes,  M.D.,  D-Tampa,  was  the  sponsor  of  the  1971  legislation  creating  the  new 
Board,  and  its  first  meeting  was  September  3. 

The  Board’s  functions  will  include  efforts  to  make  renal  dialysis  more  generally  available  to 
Floridians  who  suffer  from  severe  kidney  disease;  and  to  seek  ways  of  prevention. 

The  Board  consists  of  the  following  members:  Dr.  Benjamin  Vander  Werf  of  Jackson  Memorial 
Hospital  in  Miami,  Dr.  Robert  Cade  of  the  University  of  Florida,  Gainesville;  Dr.  Charles  Hayes  of 
the  Riverside  Clinic,  Jacksonville,  and  Dr.  Lawrence  Kahana  of  Tampa  General  Hospital,  all  physi- 
cians; Mr.  Wayne  Herrel  of  the  J.  Hillis  Miller  Medical  Center,  Gainesville  and  Mr.  Marvin  Siegal 
of  the  University  of  Miami  School  of  Medicine,  representing  hospitals  and  medical  schools. 

Dr.  Robert  Price  of  Tampa  General  Hospital,  Miss  Marian  Brozon,  West  Palm  Beach,  and 
Mr.  J.  W.  Herbert,  Jacksonville,  representing  local  health  agencies;  and  Mr.  Neroy  Anderson  of 
Pensacola,  and  Mr.  James  Driver  of  Winter  Park,  representing  the  general  public. 


University  of  Miami  Faculty  Appointments 

Two  faculty  appointments  at  the  University  of  Miami  School  of  Medicine  were  announced  re- 
cently by  Dean  Emanuel  M.  Tapper. 

Victor  A.  Politano,  M.D.,  was  named  professor  and  chairman  of  the  Department  of  Urology;  and 
Jerome  Beloff,  M.D.,  has  joined  the  faculty  as  associate  professor  of  family  medicine  and  pediatrics. 

Dr.  Politano,  a member  of  the  faculty  since  1962,  has  been  serving  as  acting  chairman  since  1969 
when  urology  was  elevated  from  divisional  to  departmental  status.  A native  of  Pennsylvania,  he  re- 
ceived his  M.D.  degree  from  Duke  University  School  of  Medicine  and  is  a Diplomate  of  the  American 
Board  of  Urology  and  a Fellow  of  the  American  College  of  Surgeons. 

Born  in  Kingston,  N.  Y.,  Dr.  Beloff  received  his  M.D.  degree  at  the  Columbia  College  of  Phy- 
sicians and  Surgeons.  A Fellow  of  the  American  Academy  of  Pediatrics,  he  comes  to  Florida  from  the 
Yale  University  School  of  Medicine.  Dr.  Beloff  will  head  the  professional  program  in  the  South  Dade 
Primary  Care  Project,  a program  for  the  poor  and  near  poor.  He  will  supervise  eight  resident  physi- 
cians assigned  to  the  project. 
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Editorials 


The  Season  for  Hope 


Christmas  is  a time  for  children,  for  cheerful- 
ness and  make  believe,  for  faith,  hope  and  fan- 
tasy, for  looking  at  the  world  as  a child  looks 
at  it.  But,  in  all  the  world  today,  there  is  no 
child’s  fairy  tale.  The  surface  of  the  waters  are 
troubled  and  the  cries  of  the  politicians  bring 
on  disputes  between  men  and  nations.  Yet  un- 
derneath, tides  are  running  strong  for  peace  and 
for  unity  within  the  human  family.  It  is  no  acci- 
dent that  however  belligerent  they  sound,  the 
leaders  of  the  world  also  argue  for  peace.  The 
theme  is  the  same  in  Paris,  Washington  and  IMos- 
cow,  where  even  in  the  Soviet  Union,  the  politi- 
cians are  afraid  of  the  poets.  The  arms  race  goes 
on,  the  struggle  for  influence  and  territory  con- 
tinues but  despite  all  the  shoving,  shouting  and 
maneuvering,  all  stop  short  of  all  out  wars.  Even 
small  wars  are  costly  and  risky.  For  all  their 
wealth,  nations  can  not  engage  in  an  arms  race 
and  stiU  have  enough  left  over  to  deal  with  the 
mounting  problems  of  rapidly  growing  popula- 
tions. Greed  and  ambition  are  just  as  strong  in 
the  world  as  ever  and  self-interest  is  evident  in 
cautious  moves  toward  negotiation  and  accom- 
modation, yet,  the  strongest  powers  can  not  al- 
ways work  their  will  on  the  rest  of  the  world. 

The  child’s  wisdom  is  that  he  assumes  life 
will  go  on  and  on,  for  without  faith,  striving  ef- 
fectivel}'  against  the  humdrum  daily  chores  is  a 
dismal  existence.  The  hope  of  peace  on  earth, 
which  was  illuminated  almost  2,000  years  ago, 
seems  a distant  goal  and  j*et,  each  year,  at  Christ- 
mas time,  faith  is  renewed  that  we  will  someday 
achieve  lasting  peace  and  brotherhood  through- 
out the  world.  A child’s  trust  in  the  miracle  of 


Santa  Claus  sustains  him  all  of  his  life,  knowing 
that  if  he  believes  hard  enough  in  something,  he 
has  made  a long  step  toward  achieving  it.  But 
simply  believing,  unless  he  acquires  knowledge 
and  maturity,  never  ^\-ill  the  child  realize  that 
our  most  dangerous  problems  in  the  city  and  the 
family,  in  politics,  in  education  and  in  our  defi- 
nitions of  welfare,  arise  from  the  false  assump- 
tion that  the  material  en\nronment  outside  an 
individual  has  the  power  to  create  happiness.  And 
this  season’s  outward  glitter  and  gaiety  and 
feasting  and  tinsel  and  to\'s  can  never  do  this. 
There  is  one  achievement,  however,  that  makes 
this  time  of  the  year  glow  and  that  is  the  drama 
of  sharing  ourselves  and  what  we  have  with  oth- 
ers. This,  the  child,  knowing  by  intuition,  does 
without  reasoning. 

Christmas  is  our  greatest  human  moment,  of- 
fering clear  proof  and  reaffirming  that  the  basic 
elements  of  human  goodness  and  affectionate  im- 
pulse, often  buried  in  the  hearts  of  men,  never- 
theless, are  as  universal  as  the  light  of  the  sun. 
Christmas  is  a celebration  but  the  traditions  that 
cluster  around  the  day  have  significance  only  if 
they  translate  the  heart’s  intention — the  yearn- 
ing of  the  human  spirit  to  encompass  and  express 
faith,  hope  and  love.  Faith,  hope  and  love  can 
neither  be  bought,  sold  or  bartered;  these  can 
only  be  given  away,  for  these  are  the  gifts  with- 
out price,  the  ornaments  incapable  of  imitation, 
the  gifts  of  the  Magi.  .Attained  by  some  adults 
at  this  season  of  the  year,  though  not  easily  ac- 
quired; they  are  possessed  in  unlimited  quantities 
by  children  always. 

C.M.C. 
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Campbell’s  Soups...  I 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons; 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


liVhen  diarrhea 
wrii^lfae 
weddii^  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sui  le  transit  gastio  intestinat,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct ) 1958. 


Lomotil^ 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  2.5  mg. 

(Warning;  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 


Saves  the 


Warnings  Luniotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and.  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions.  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage,  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con 
siderahle  caution  In  patients  receiving  ad- 
dicting diugs.  Recommended  dosages 


Mi  ^ xm  Vk 

^ 1 H 

"Mm  ■ 

should  nui  oe  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberatp  over- 
dosage. 

Adverse  Reactions:  Side  effects  re 
ported  with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting, 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. . V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8 12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 

Manufactured  by  SEARLE  & CO. 
SEARLE  Puerto  Rico  00936 

For  more  detailed  medical  information  write. 
G.  0.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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Judicious  Use  of  Blood  Transfusions 


Neil  Abramson,  M.D. 


Recently,  discussion  has  been  rampant  con- 
cerning the  misuse  of  blood  transfusions  and  the 
complications,  early  and  late,  of  transfusion  ther- 
apy. At  the  local  level  and  the  national  level, 
suggestions  have  been  made  that  an  unnecessary 
amount  of  blood  is  being  given  and  an  excessive 
amount  is  wasted  and  eventually  discarded.  In- 
formation has  been  disseminated  that  single  unit 
blood  transfusions  are  administered  too  frequent- 
ly and  this  is  a deplorable  practice.  The  purpose 
of  this  editorial  is  to  outline,  albeit  briefly,  the 
judicious  use  of  blood  and  blood  components. 

The  key  to  the  problem  concerning  blood 
wastage  or  single  unit  blood  transfusion  revolves 
around  the  primary  decision  whether  or  not  to 
give  any  blood  at  all.  There  is  little  argument 
concerning  the  judicious  use  of  blood  transfu- 
sions to  a patient  with  overt  bleeding,  hypoten- 
sion, tachycardia,  and  as  a result,  poor  perfusion 
of  the  central  nervous  system  or  congestive  heart 
failure.  On  the  other  hand,  there  is  little  argu- 
ment concerning  the  injudicious  use  of  blood 
transfusions  to  those  with  chronic  anemia.  Indi- 
viduals with  long  lasting  anemia,  from  renal 
disease,  liver  disease,  chronic  hemolytic  anemia, 
etc.,  are  well  compensated  for  their  chronic  de- 
ficiency by  expansion  of  the  plasma  volume  and 
physiologic  alterations  in  their  oxygen-delivering 
capacity.  Such  patients  do  not  have  hypotension, 
tachycardia  or  little,  if  any,  symptoms  of  impaired 
perfusion.  To  them,  the  use  of  blood  is  not  only 
of  no  benefit,  it  may  be  highly  dangerous  (bone 
marrow  suppression,  antibody  formation,  transmis- 
sion of  hepatitis-associated  antigen,  iron  overload, 
increased  volume  to  an  otherwise  compensated 
circulatory  system).  The  arbitrary  infusion  of 
blood  in  preparation  for  surgery  in  order  to  meet 
certain  preconceived  ideas  concerning  adequate 
hemoglobin  or  hematocrit  levels  similarly  should 
be  questioned  and  in  many  instances  deplored. 


Dr.  Abramson  is  Assistant  Professor  of  Medicine,  Univer- 
sity of  Florida  College  of  Medicine,  Gainesville  and  Chief, 
Hematology  Division,  University  Hospital,  Jacksonville. 


For  some  time  isolated  components  of  blood 
have  been  available  nationwide.  We  are  now  in 
a position  to  obtain  specific  blood  components 
to  avoid  the  use  of  whole  blood  with  its  inherent 
complications.  Those  patients  requiring  platelets 
can  receive  platelet  concentrates  or  fresh  blood, 
those  requiring  red  blood  cells  for  oxygen-carry- 
ing capacity  can  receive  packed  red  cells,  and 
those  requiring  expansion  of  the  blood  volume 
can  receive  saline,  buffered  electrolyte  solutions, 
Dextran,  Albumin,  etc. 

A single  blood  transfusion,  which  has  been 
specifically  criticized  by  the  hospital  accredita- 
tion committees,  is  defined  as  the  “giving  of  a 
single  unit  of  blood  at  one  time,  a single  unit 
being  considered  500  cc.  or  less.”  Many  genera- 
tions of  medical  students  have  heard  that  trans- 
fusions should  not  be  administered  unless  two 
units  were  required.  For  the  most  part,  it  is  true 
that  where  one  unit  was  sufficient,  none  was  re- 
quired; however,  there  are  numerous  examples 
wherein  one  unit  of  blood  or  one  unit  of  packed 
red  cells  was  clearly  necessary,  but  no  transfu- 
sions or  two  transfusions  were  highly  dangerous. 
For  example,  a patient  with  severe  anemia  from 
pernicious  anemia  or  folic  acid  deficiency  can 
develop  symptoms  of  anoxia  from  lack  of  oxygen- 
carrying capacity  but  due  to  the  chronicity  of 
the  development  of  anemia,  the  blood  volume  in 
this  patient  is  over-expanded.  The  use  of  one  unit 
of  packed  red  cells  or  less  with  digitalization  and/ 
or  diuretic  therapy  may  be  very  necessary.  The 
use  of  more  than  one  unit  of  blood  or  packed 
cells  or  even  the  use  of  one  unit  of  packed  cells 
given  too  fast  may  be  dangerous  resulting  in 
congestive  heart  failure  and  death. 

Finally,  tests  are  available  at  most  blood 
banks  for  the  detection  of  hepatitis-associated 
antigen  on  all  blood  or  blood  components.  These 
tests  do  not  detect  all  the  potential  cases  of 
hepatitis,  but  blood  or  blood  components  which 
are  clearly  unsafe  for  administration  can  now  be 
eliminated.  The  use  of  blood  components  in  con- 
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trast  to  whole  blood  transfusions  may  also  elimi- 
nate eventual  cases  of  hepatitis;  the  hepatitis- 
associated  antigen  is  found  less  frequentl}'  in 
packed  red  cells,  albumin  solutions,  gamma  glob- 
ulin solutions,  but  more  frequently  in  pooled 
plasma,  cryoprecipitate,  and  fibrinogen  solutions. 

Little  or  no  comment  is  needed  concerning 
blood  wastage.  It  is  a necessity  to  have  an  ex- 
cess quantity  of  blood  on  hand.  Fortunately, 
many  patients  never  require  the  transfusions  that 


are  anticipated.  Consequentlj',  blood  wastage  is 
unavoidable.  Elimination  of  wastage  is  possible 
now  wdth  the  availability  of  frozen  blood.  Pro- 
grams using  this  modality  are  being  considered 
by  which  patients  may  voluntarily  donate  their 
blood  prior  to  elective  surgery  so  that  autologous 
blood  may  be  returned  to  them  when  needed 
during  or  after  surgery. 

► Dr.  Abramson,  2000  Jefferson  Street,  Jackson- 
ville 32206. 


The  Physician  as  a Voluntary  Worker 


Louis  M.  S.ales,  M.D. 


.•\n  article  in  this  issue  of  the  Journal  sets  forth 
some  of  the  functions  of  the  practicing  physician 
in  his  role  as  a volunteer  worker  for  a voluntary 
health  agency — in  this  instance  the  Arthritis 
Foundation.  What  is  said  holds  true  not  only  for 
this  agenc}'^  and  the  physician’s  role  in  it  but  for 
other  agencies  of  similar  nature  including  the 
Cancer  Societj^  Heart  Association,  TB  and  Re- 
spiratory Disease  Association,  Polio  Foundation, 
and  the  various  agencies  for  cerebral  pals}', 
crippled  children,  and  a host  of  others.  Obviously, 
with  so  wide  a field  of  coverage,  this  no  longer 
represents  a small  and  select  group  of  physicians 
but  points  up  the  fact  that,  despite  many  detrac- 
tors, the  practicing  physician  is  verj'-  vitally  inter- 
ested in  the  welfare  of  his  patients  and  of  the 
community  at  large — even  at  the  expense  of  con- 
siderable time  and  effort  on  his  part  without 
recompense. 

Perhaps  the  words  “without  recompense”  are 
not  entirely  correct.  The  challenge  which  these 


areas  offer  and  the  satisfaction  derived  from  active 
participation  cannot  be  measured  on  any  dollars 
and  cents  scale.  The  brightening  of  one’s  image 
and  the  increase  in  one’s  stature  in  the  public  eye 
which  these  activities  gain  could  not  be  duplicated 
by  a host  of  public  relations  firms.  The  oppor- 
tunity to  see  immediate  and  tangible  results  is 
limitless.  For  those  physicians  who  may  have 
forgotten,  for  those  who  “can’t”  find  time,  and  for 
those  who  perhaps  do  not  know  of  these  many 
challenging  areas  wanting  and  needing  their  dedi- 
cation and  leadership,  this  editorial  is  a reminder. 
Such  leadership,  which  only  a physician  can  give, 
does  more  than  anything  else  to  bring  home  to  the 
public  the  fact  that  medicine,  growing  up  and 
branching  out  into  fields  never  previously  touched 
upon  or  even  dreamed  of,  still  remains  in  dose 
and  intimate  personal  contact  with  the  needs  of 
the  patient  and  the  community. 

► Dr.  Sales,  1204  LeBaron  Avenue,  Jacksonville 
32207. 
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The  Numbers  Game  — Our  Style! 


Robert  L.  Andreae,  M.D. 


We,  as  physicians,  have  always  wanted  an  easy 
system  whereby  our  medical  or  surgical  services 
could  be  described  so  accurately  for  insurance  and 
other  third  parties  that  no  one  would  question 
what  we  did  or  did  not  do.  Now  Florida  Blue 
Shield  has  accepted  such  a system — AlVIA’s  Cur- 
rent Procedural  Terminology,  CPT. 

Medicare  and  the  major  insurance  carriers 
have  accepted  it.  The  FMA  Committee  on  Rela- 
tive Value  Studies  has  also  taken  its  descriptions 
of  services  right  out  of  the  CPT  manual,  thus 
binding  all  of  our  descriptions  together  in  a single 
system  to  save  time  for  the  physician  and  to 
insure  payment  for  the  proper  level  of  service. 

See  Special  Article  page  44. 


It’s  been  a hard  fight  to  get  things  done  “our 
way.”  It  is  now  up  to  us  to  use  CPT  to  save 
ourselves  time  and  aggravation  as  well  as  hostility 
against  those  who  formerly  questioned  exactly 
which  service  had  been  rendered. 

CPT  won’t  be  perfect — nothing  in  medicine  is 
— but  the  improvement  will  be  ours  for  the  using. 
.\MA’s  Current  Procedural  Terminology,  Second 
Edition,  can  be  obtained  by  having  your  secretary 
write:  AMA,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

The  price  is  $2.  What  a bargain! 

^ Dr.  Andreae,  3000  Bayview  Drive,  Fort  Lau- 
derdale 33306. 


THE  DYNAMIC  NIGHT  SPLINT 

FOR  INFANTS  AND  OLDER  CHILDREN 

FOR  INTERNAL  ROTATION  PROBLEMS  OF  THE  LOWER  EXTREMITIES 

*KNEE  LIGAMENTS  ARE  NOT  SUBJECT  TO  STRAIN  RESULTING 


FROM  A BAR  PLACED 


NO  HARDWARE  ON  SOLES 
Distributed  in  Canada  by: 

Professional  Orthopaedic  Supplies,  Ltd. 

3069  Universal  Drive 
Missisauga  (Toronto),  Ontario,  Canada 


BETWEEN  THE  LEGS  OR  FEET 

INTRODUCTORY  OFFER— Free  Installation  Kit 
with  order  of  12  splints.  Available  to  doctors, 
brace  shops  and  shoe  store. 

• DYNAMIC — The  leather  splint  permits  unlimit- 
ed motion  in  all  planes,  except  internally 

• AGES — Infants  thru  the  older  child 

• QUICKLY  ATTACHED — By  surgeon  in  office  or 
by  brace  shop  or  shoe  store 

• DETACHABLE — May  be  removed  from  shoes 
for  daytime  activity 

• ADJUSTABLE — From  0°  to  90°  bilat. 

• WEIGHT — Lightest  of  all  splints,  only  1^4  oz. 

• ECONOMY — Low  cost  to  parents 

• ADAPTS  TO  ALL  SHOES — Normal,  Orthopedic, 
Surgical,  Straight  Last,  Outflare,  Old  or  New 
Pair,  Regardless  of  Manufacturer. 

• For  Information  and  Confirming  Medical  Papers  Write: 

FRIEDMAN  COUNTER  SPLINTS,  INC. 

P.  O.  Box  212,  West  Chester,  Penna,  19380 
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Dear  Editor: 

The  September  issue  of  the  Journal  of  the 
Florida  Medical  Association  carried  a reprint  of 
an  editorial  from  the  Westchester  ^ledical  Bulletin 
entitled  “Problems  on  Earth,”  advocating  the 
temporary  abandonment  of  our  space  program. 
Such  a policy  would  appear  to  me  to  be  utter 
folly. 

The  competition  for  the  tax  dollar  is  keen  and 
the  rising  demands  of  our  social  planners  cannot 
be  ignored,  but  it  takes  no  genius  to  see  that  our 
individual  and  national  survival  may  well  be  tied 
to  the  success  of  our  space  program.  In  our  time, 
we  have  seen  the  aeroplane  change  the  course  of 
history;  but  there  were  probably  some  at  Kitty 
Hawk  who  admired  the  “stunt”  that  the  Wright 
brothers  performed,  but  deplored  the  waste  of 
time  and  money.  I hope  any  doctors  who  were 
present  were  not  among  those  myopic  individuals. 
Xo  one  yet  knows  where  man’s  venture  into  space 
will  lead,  but  its  impact  upon  our  civilization  will 
certainly  exceed  anything  we  can  imagine. 

Aside  from  the  above  considerations,  the  eco- 
nomic policy,  advocated  by  the  editorial,  is  cer- 
tainly questionable.  There  must  be  some  inherent 
fallacy  in  a theory  which  would  withdraw  finan- 
cial support  from  our  inventive,  productive  citi- 
zens in  order  to  bestow  this  support  upon  the  less 
productive.  There  seems  to  be  little  prospect  that 
the  day  will  ever  come  when  productive  people 
may  cease  supporting  the  non-productive,  nor 
will  the  latter  ever  profit  by  holding  back  the 
former. 

Fred  Turner  Jr.,  M.D. 

Orlando 


Ulcer 

Re- 

lief! 

Dicarbosil. 

ANTACID 
Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


We  are  pleased  to  announce 
the  opening 
of 

Saint  Jude  Treatment 
and  Rehabilitation  Center 

For 

Alcoholism  and  Drug 
Dependency 

Harold  N.  Cooley,  M.D. 
Director 

2048  West  Fairview  Avenue 
Montgomery,  Alabama  36108 

Telephone  (205)  265-7011 
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Deaths 

Adickes,  Edward  J.,  Indialantic;  born  1919; 
New  York  University,  1946;  member  AM  A;  died 
September  7,  1971. 

Broward,  John  A.,  Miami;  born  1923;  Emory 
University,  1947;  member  .AM.\;  died  May  9, 
1971. 

Cantor,  Jack  L.,  Miami  Beach;  born  1909;  Uni- 
versity of  Virginia,  1932;  member  AMA;  died 
July  5,  1971. 

Ebert,  William  B.,  Deerfield  Beach;  born 
1913;  Columbia  Medical  School,  1940;  member 
AMA;  died  January  20,  1971. 

Gable,  Nonie  W.  Jr.,  St.  Petersburg;  born  1899; 
Emory  University,  1923;  died  June  28,  1971. 

Habegger,  Myron  L.,  Rockledge;  born  1904; 
University  of  Indiana,  1932;  member  AMA;  died 
September  23,  1971. 

Harris,  Robert  M.,  Miami  Beach;  born  1897; 
Emory  University,  1921;  member  AMA;  died 
May  20,  1971. 

Hicks,  Lawrence,  Pensacola;  born  1914;  Me- 
harry  Medical  College,  1950;  member  AMA;  died 
.\ugust  31,  1971. 

Howell,  Robert  S.,  Coral  Gables;  born  1904; 
University  of  Georgia,  1932;  died  May  17,  1971. 

Lockwood,  Raymond  M.  Clearwater;  born 
1919;  University  of  Pittsburgh,  1943;  member 
.\MA;  died  June  21,  1971. 

Montague,  Fairfax  E.,  Palatka;  born  1925; 
Emory  University,  1952;  member  AMA;  died 
July  15,  1971. 

Nix,  Oscar  G.,  Pensacola;  born  1918;  Tulane 
University,  1944;  member  AMA;  died  January  1, 
1971. 

Snedeker,  Bernard  C.,  Fort  Lauderdale;  born 
1904;  University  of  Michigan,  1936;  member 
.AM.A;  died  June  15,  1971. 

Willis,  William  R.,  Orlando;  born  1919;  Emory 
University,  1943;  member  AMA;  died  July  23, 
1971. 

Wolf,  Richard  S.,  Hialeah;  born  1929;  Univer- 
sity of  Cincinnati,  1954;  member  AMA;  died 
August  3,  1971. 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  .All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


J.  FLORIDA  M.A. /DECEMBER,  1971 


43 


Special  Article 


Coding:  Not  Digits  for  Deception 
But  Numbers  for  Know  How 


Defining  and  describing  services  performed 
has  been  a major  problem  in  medicine.  In  “Cur- 
rent Procedural  Terminology”  the  American 
Medical  Association  makes  available  uniform 
descriptions.  Like  services  are  arranged  together 
and  code  numbers  assigned  to  them.  The  insur- 
ance industry  has  accepted  the  descriptions  and 
coding;  now  cdl  of  us  will  speak  the  same  lan- 
guage, even  computers. 

Relative  values  assigned  to  these  services 
automatically  sets  up  a relation  between  the  ser- 
vices and  with  assignment  of  a conversion  factor 
gives  a fee  schedule.  This  is  an  addition  to  the 
descriptions  and  coding. 

The  code  system  is  an  expanded  numerical 
system  utilizing  five  digits.  This  gives  greater 
latitude  and  leaves  many  gaps  for  insertion  of 
new  services  and  new  procedures.  This,  then,  is 
coding  and  defining  of  services. 

CODING  AND  NOMENCLATURE 

The  first  digit  designates  TYPE  OF  SER- 
VICE. (1)  to  (6)  are  primarily  surgical  services. 
They  are  as  follows: 

(1)  Integumentary  system;  (2)  Musculoskele- 
tal; (3)  Respiratory  and  Cardiovascular;  (4)  Di- 
gestive; (5)  Genito-urinary  (including  obstetrics); 
(6)  Endocrine  and  Nervous  System  (including 
eye  and  ear);  (7)  Radiology;  (8)  Pathology;  (9) 
Medical  (including  diagnostic  studies). 

The  second  digit  defines  REGIONS  within  the 
general  system.  For  example:  40-Lips,  41-Tongue, 
42-Salivary  glands.  Pharynx  and  Tonsils,  43- 
Esophagus  and  stomach,  44-Intestines,  45-Rectum, 
46-Anus,  47-Biliary  tract,  48-Pancreas,  49-Peri- 
toneum  and  Omentum.  In  the  Pathology  section 
the  second  digit  reflects  categories  such  as  urinaly- 
sis, chemistry,  immunology,  etc.  In  the  Medical 
Services  (0)  is  the  Physician  service  and  subse- 
quent numbers  are  different  categories  of  diagnos- 
tic and  therapeutic  medical  services. 

The  third  digit  has  a special  significance  pri- 
marily for  physicians’  medical  services.  It  denotes 
location  where  the  service  is  provided.  O-Office,  1- 
Home,  2-Hospital,  3-Convalescent.  4-Domiciliary, 
5-Emergency  Room — BUT  ONLY  IF  THE 

PHYSICIAN  IS  ASSIGNED  TO  AN  EMER- 
GENCY ROOM  SERVICE  OR  IS  CONTIN- 
UOUSLY PHYSICALLY  PRESENT  IN  THE 


Excerpts  reprinted  from  the  Oklahoma  County  Medical  So- 
ciety Bulletin,  submitted  to  the  Journal  by  Dr.  Robert  L.  An- 
dreae  of  Fort  Lauderdale. 


EMERGENCY  ROOM.  6-Designates  consultations 
regardless  of  the  location  where  they  are  perform- 
ed, 7-Immunizations  and  Therapeutic  Injections, 
8-Psychiatric  Services  and  9-Special  Medical 
Monitoring  Services. 

The  fourth  digit  is  related  to  specific  service 
as  is  the  fifth  digit  from  (5)  through  (9).  This 
gives  us  a progressive  numerical  sequence  for  a 
logical  order  of  listing  of  similar  and  related  ser- 
vices. 

From  (0)  through  (4)  the  fifth  digit  designates 
age  group:  0-Adult,  1- Adolescent,  2-Late  Childhood, 
3-Early  Childhood,  4-Infant.  A casual  observation 
would  give  the  impression  that  the  fifth  digit  denot- 
ing age  is  important  only  in  Pediatrics.  Consider, 
however,  that  General  Practice,  all  Surgical  spe- 
cialties and  Anesthesiology  deal  with  all  age 
groups.  Internal  Medicine,  its  various  sub-spe- 
cialties and  Dermatology  encompasses  adolescents 
and  at  times  even  younger  children.  . . . 

Probably  the  most  diflBcult  to  understand  por- 
tion of  the  new  coding  system  is  the  section  of 
Medicine — with  or  without  the  modifier  code. 
Probably  all  physicians  except  Pathologists  and 
Radiologists  will  use  this  section  almost  daily.  . . . 

How  do  we  use  Coding  in  our  offices?  First, 
we  need  to  determine  what  different  types  of  med- 
ical services  are  performed  in  our  offices.  These 
are  performed  for  new  patients,  and  also  for  es- 
tablished patients.  . . . Although  each  of  us  may 
not  use  all  of  the  different  categories  of  examina- 
tions, we  are  all  aware  of  the  fact  that  there  is  no 
such  thing  as  a ROUTINE  OFFICE  VISIT.  There 
are  many  variations  in  regard  to  time,  complexity 
and  severity  of  the  illness.  This  is  the  reason  the 
following  system  has  been  devised: 

DEFINITIONS 

For  the  purposes  of  this  section,  the  following 
definitions  apply: 

MINIMAL  SERVICE:  Injections,  minimal 

dressings,  etc.,  not  necessarily  requiring  the  pres- 
ence of  the  physician. 

BRIEF  EXAMINATION,  EVALUATION  OR 
TREATMENT:  One  concerning  a relatively  sim- 
ple problem  requiring  a short  period  of  time. 

LIMITED  EXAMINATION,  EVALUATION 
OR  TREATMENT:  One  which  may  include  a 
brief  or  interval  history,  examination,  discussion 
of  findings  and  dr  rendering  of  service. 

INTERMEDIATE  HISTORY  AND  PHYSI- 
CAL EXAMINATION:  A complete  history  and 
physical  examination  of  one  or  more  organ  sys- 
tems, but  not  requiring  a comprehensive  evalua- 
tion of  the  patient  as  a whole. 

EXTENDED  EXAMINATION,  EVALUA- 
TION OR  TREATMENT:  One  requiring  an  un- 
usual amount  of  time,  skill  or  judgment,  but  not 
necessitating  a complete  examination  or  re-ex- 
amination of  the  patient  as  a whole. 

COMPREHENSIVE  HISTORY  AND  PHYS- 
ICAL EXAMINATION:  A complete  evaluation 
of  the  patient. 
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NEW  PATIENT:  One  new  to  the  physician. 
The  initial  comprehensive  history  and  physical 
examination  need  not  be  done  at  the  time  of  the 
first  visit. 

ESTABLISHED  PATIENT:  One  known  to  the 
physician  and/or  whose  records  are  normally 
available. 

OFFICE  VISITS 
New  Patient 

90000  Brief  evaluation,  history,  examination  and, 
or  treatment. 

90010  Initial  limited  history  and  physical  ex- 
amination, including  initiation  of  diagnos- 
tic and  treatment  program. 

90015  Initial  intermediate  history  and  physical 
examination,  including  initiation  of  diag- 
nostic and  treatment  program. 

90020  Initial  comprehensive  history  and  physical 
examination,  including  initiation  of  diag- 
nostic and  treatment  program,  adult. 

90021  Adolescent. 

90022  Late  childhood. 

90023  Early  childhood. 

90024  Infant. 

Established  Patient 

90030  Minimal  services,  e.g.,  injection,  immuni- 
zation, minimal  dressing,  etc.  (independent 
procedure).  (See  also  90700,  90705). 

90040  Brief  examination,  evaluation  and/or  treat- 
ment, same  or  new  illness. 

90050  Limited  examination,  evaluation  and/or 
treatment,  same  or  new  illness. 

90060  Intermediate  examination,  evaluation  and/ 
or  treatment,  same  or  new  illness. 

90070  Extended  re-examination  or  re-evaluation. 

90080  Comprehensive  re-examination  or  re-eval- 
uation, adult. 

90081  Adolescent. 

90082  Late  childhood. 

90083  Early  childhood. 

90084  Infant. 

90088  Periodic  or  annual  type  examination,  adult. 
90090  Well-baby  care,  routine,  with  a maximmn 
of  12  visits  during  the  first  year.  This  item 
does  not  include  immunizations  nor  care 
for  illness  in  hospital,  home  or  office  (in- 
cludes 90285). 

The  problem  now  is — how  do  we  use  this  new 
system  and  distinguish  between  the  different  types 
of  examinations.  Under  the  category  of  NEW 
PATIENTS  a brief  evaluation  would  be  exactly 
what  it  states.  It  would  be  a relatively  simple 
problem  requiring  a minimal  period  of  time  in 
addition  to  the  preparation  of  the  records  which 
are  required  to  establish  a chart  on  a new  pa- 
tient. It  would  encompass  a problem  such  as  an 
upper  respiratory  infection,  a skin  rash,  which  did 
not  require  extensive  investigation.  The  compre- 
hensive history  is  obvious. 

The  problem  then  revolves  itself  into  where, 
in  between  these  two,  do  we  place  the  limited 
history  and  where  the  intermediate  history.  This 
will,  of  course,  be  subject  to  considerable  individ- 
ual variation  but  if  we  are  to  use  a system  with  a 
code  number  that  is  meaningful,  I feel  that  we 
need  to  have  certain  guide  lines  which  we  would 
all  use  in  differentiating  which  of  these  two  would 
apply  to  a given  patient. 

A limited  history  and  physical  (90010)  would 
be  for  a problem  somewhat  more  complicated  than 
a rnild  upper  respiratory  problem,  but  NOT  one 
which  would  be  a complete  evaluation  of  a given 
system  such  as  the  cardio-respiratory  system. 
This  latter  would  more  properly  fall  under  an  in- 
termediate history  (90015).  It  would  include  a 


detailed  cardiac  and  respiratory  history,  includ- 
ing the  peripheral  vascular  system.  ... 

The  differentiation  of  the  types  of  examina- 
tions on  established  patients  is  a little  more  com- 
plicated than  with  a new  patient.  It  should  require 
a greater  degree  of  care  and  consideration  because 
it  is  the  type  of  service  that  would  be  done  on  a 
repetitive  basis.  A brief  examination  might  entail 
looking  at  a skin  rash  and  prescribing  an  oint- 
ment. . . . On  the  other  hand,  if  a patient  came  in 
for  a blood  pressure  check,  and  the  review  of 
symptoms  revealed  that  there  was  some  dizziness, 
or  headaches,  or  some  mild  chest  discomfort  and 
if  examination  revealed  the  blood  pressure  to  be 
somewhat  elevated,  requiring  some  revision  of  the 
therapeutic  program  and  possibly  a discussion  of 
the  salt  intake  in  the  patient’s  diet,  this  would  be 
more  than  a brief  examination  and  would  come 
under  the  category  of  a limited  examination.  If 
the  patient  with  the  respiratory  infection  had 
fever,  chills,  severe  malaise,  chest  pain  of  a pleu- 
ritic nature  and  a cough  productive  of  a purulent 
sputum;  physical  examination  would  require  a 
thorough  evaluation  of  the  chest  as  well  as  the 
head  and  neck.  A chest  x-ray  might  be  required 
and  a blood  count.  Following  these  procedures 
the  evaluation  of  the  studies  together  with  the  his- 
tory and  physical  examination  and  the  institution 
of  the  therapeutic  program  for  the  patient  would 
mean  that  this  was  not  limited  but  should  be 
classified  as  intermediate. 

If  the  patient  who  had  been  evaluated  in  the 
past  and  had  a peptic  ulcer,  hypertension  and  em- 
physema, returned  after  a six  months  absence 
complaining  of  dyspnea,  chest  pain,  some  produc- 
tive cough,  epigastric  pain,  some  nausea  and 
vomiting,  food  intolerance  and  some  change  in 
the  color  of  the  stools,  this  would  probably  require 
a fairly  comprehensive  re-investigation  of  the  his- 
tory of  the  cardiac,  respiratory  and  GI  systems. 
Physical  examination  would  be  extensive.  . . . Eval- 
uation of  electrocardiogram,  chest  x-ray  and  other 
appropriate  laboratory  studies  would  be  indicat- 
ed after  which  a treatment  program  would  need 
to  be  initiated.  This  is  obviously  quite  an  EX- 
TENDED problem  requiring  a considerable  de- 
gree of  time  exceeded  only  by  a complete  com- 
prehensive evaluation.  If  the  patient  was  somewhat 
of  a difficult  historian  and  if  there  were  consider- 
able functional  complaints  in  addition  this  might 
require  a comprehensive  re-evaluation  with  a com- 
plete systemic  review  and  a complete  physical 
examination.  This  difference  between  an  extend- 
ed and  a comprehensive  examination  would  be 
determined  probably  not  only  by  the  complexity 
but  by  the  ability  of  the  patient  as  a historian. 
This  would  determine  the  amount  of  the  time  and 
effort  which  was  expended  in  performing  this  ser- 
vice for  the  patient.  . . . 

The  extreme  ends  of  the  scale  are  relatively 
simple.  The  intermediate  areas  of  the  scale  are 
much  more  difficult  to  use.  It  is  essential  that  we 
learn  how  to  do  this,  however,  because  over  half 
the  people  we  see  fall  at  neither  end  of  the  scale 
but  somewhere  in  between.  What  percentage  of 
the  various  types  of  visit  each  physician  would 
utilize  would  depend  considerably  on  his  particu- 
lar practice  and  to  a certain  extent  on  his  partic- 
ular field  of  medicine.  The  larger  the  volume  of 
patients  which  a physician  sees  the  greater  the 
percentage  would  be  of  the  briefer  and  less  in- 
volved services.  The  more  limited  he  becomes  the 
greater  the  percentage  of  the  more  complicated 
visits. 

Immunizations,  monitoring  services,  specific 
diagnostic  services,  allergy  testing,  and  special 
therapeutic  procedures  including  physical  therapy 
are  listed  and  coded.  Consultations  are  of  four 
types,  are  well  defined,  and  should  pose  no  prob- 
lem. 
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The  one  facet  not  yet  discussed  is  SPECIAL 
SERVICES  such  as: 

99000  Collection  and  handling  of  specimen  for 
transfer  to  a laboratory  and  billing  for  lab- 
oratory charges. 

99040  Detention,  prolonged,  with  patient  requir- 
ing attention  beyond  usual  service,  per 
hour. 

99070  Supplies  such  as  sterile  trays  provided  by 
the  physician. 

99080  Special  reports. 

99200  Unlisted  services  or  procedures. 

Some  of  you  may  well  be  asking,  at  this  point, 
what  about  Modifier  Codes?  These  are  included 
in  the  1969  California  Coding.  They  may  not  be 
included  in  the  AMA’s  new  Current  Procedural 
Terminology.  Because  of  this  any  discussion  about 
Modifiers  has  been  deliberately  omitted.  There 
may  be  questions  still  unanswered.  As  was  point- 
ed out  previously — this  is  only  a beginning.  Un- 
derstanding comes  only  through  personal  experi- 
ence. □ 


Receipt  of  the  jollowing  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 

Guides  to  the  Evaluation  of  Permanent  Impair- 
ment by  the  Committee  on  Rating  of  Mental  and  Phys- 
ical Impairment  of  the  .\merican  Medical  .\ssociation.  Pp. 
164.  Price  $5.  Copyright,  Chicago,  .American  Medical 
.Association,  1971. 


Symposium  on  the  Functional  Physiopathology  of 
the  Fetus  and  Neonate,  Clinical  Correlations. 

Edited  by  Harold  .Abramson,  M.D.  Pp.  182.  6l  illustra- 
tions. Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1971. 


The  Mental  Health  of  the  Child.  Edited  by  Julius 
Segal,  Ph.D.  Pp.  588.  Price  $5.00.  Washington,  D.  C., 
U.S.  Government  Printing  Office,  1971. 


Handbook  of  Clinical  Dermatoglyphs  by  Musallam 
S.  Elbualy  and  Joan  D.  Schindeler.  Pp.  64.  Price  $6.95. 
Coral  Gables,  University  of  Miami  Press,  1971. 


Synopsis  of  Pediatrics  by  James  G.  Hughes,  M.D. 
Pp.  1141.  Illustrated.  Price  $14.50.  St.  Louis,  The  C.  V. 
Mosby  Company,  1971. 


Speech  Pathology  by  William  H.  Perkins,  Ph.D.  Il- 
lustrated. Pp.  449.  Price  $11.75.  St.  Louis,  The  C.  A'. 
Mosby  Company,  1971. 

Review  of  Medical  Physiology  by  William  F.  Ga- 
nong,  M.D.  Pp.  573.  Illustrated.  Price  $8.50.  Los  Altos, 
California,  Lange  Medical  Publications,  1971. 

The  Human  Heart — A Guide  to  Heart  Disease. 

Second  Edition  by  Brendan  Phibbs,  M.D.  Pp.  247.  102 
illustrations.  Price  $5.75.  St.  Louis,  The  C.  V.  Mosby 
Company,  1971. 


Health  Resources  Statistics  by  U.  S.  Department  of 
Health,  Education,  and  Welfare.  Pp.  362.  Price  $3.25. 
Washington,  D.  C.,  U.S.  Government  Printing  Office,  1970. 


Management  of  Juvenile  Diabetes  Mellitus, 

Second  Edition  by  Howard  S.  Traisman,  M.D.  Pp..  223. 
62  illustrations.  Price  $19.75.  St.  Louis,  The  C.  A’.  Mosby 
Company,  1971. 


General  Ophthalmology  by  Daniel  A'aughan,  M.D.; 
Taylor  .Asbuiy,  M.D.  and  Robert  Cook,  M.D.  Pp.  316. 
Illustrated.  Los  .Altos,  California,  Lange  Medical  Pub- 
lications, 1971. 


The  Understanding  Physician  by  Charles  D.  .Aring, 
M.D.  Pp.  214.  Price  $8.95.  Detroit,  AA'ayne  State  Uni- 
versity Press,  1971. 

Dynamics  of  Violence  edited  by  Jan  Fawcett,  M.D. 
Pp.  198.  Price  $3.95.  Chicago,  .American  Medical  .Asso- 
ciation, 1971. 

Teeth,  Teeth,  Teeth  by  Sydney  Garfield,  M.D.  Pp.  448. 
Illustrated.  Price  $9.95.  New  A'ork,  Simon  &■  Schuster, 
1969. 


Review  of  Physiological  Chemistry  by  Harold  .A. 
Harper,  Ph.D.  Pp.  529.  Illustrated.  Price  $8.00.  Los  .Altos, 
California,  Lange  Medical  Publications,  1971. 


The  Causes,  Ecology  and  Prevention  of  Traffic 
Accidents  by  H.  J.  Roberts,  M.D.  Pp.  1016.  Illustrated. 
Price  $39.50. 'Springfield,  111.,  Charles  C.  Thomas,  Pub- 
lisher, 1971. 


Preventive  Medicine  in  World  War  II  by  Medical 
Department,  United  States  .Army.  Editor  in  chief.  Colo- 
nel Robert  S.  .Anderson,  MC.  Pp.  603  . 84  illustrations. 
Price  $8.00.  AA'ashington,  D.  C.,  Government  Printing 
Office,  1969. 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  amiaophylhne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylUne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE>2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Smirin. 

ASPIRIN  5 QR.— PENTOBARBITAL  1/8  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


au 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

ftnce  me 


A clinical  supply  of  this  new  aspirin  formulation  may  be  recpiestecl. 


APPLICATION  FOR 
SCIENTIFIC  EXHIBIT  SPACE 

Date 


FLORIDA  MEDICAL  ASSOCIATION,  INC. 

98th  Annual  Meeting,  May  3-7,  1972 
Diplomat  Hotel,  Hollywood-by-the-Sea,  Florida 


Title  of  Exhibit 


Category  (please  check):  Scientific Educational 

Description  (in  50  words  or  less) 


Space  Needed;  Width Depth 

(.Ml  spaces  are  in  units  of  10  feet  width  and  8 feet  depth) 

If  exhibit  is  smaller  than  8 by  10  foot  minimal  space  unit,  please  indicate  dimensions: 

Width Depth 

Name  (s)  of  Exhibitor  (s) 


Your  Name  and  Mailing  .Address 


SEND  APPLICATION  BEFORE  DEADLINE  OF  JANUARY  1,  1972  TO; 
Thomas  E.  Raymond,  M.D.,  Chairman 
Committee  on  Scientific  .Assemblies 
P-  O.  Box  2411,  Jacksonville,  Elorida  32203 

(.Applicants  will  be  notified  of  acceptance  by  January  31,  1972) 
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ORGANIZATION 


Florida  Medical  Association,  Inc. 
Summary  of  Actions  of  the  Board  of  Governors 

October  7-9,  1971 


The  following  were  among  major  actions  of 
the  Board  of  Governors  during  its  fall  meeting: 

Made  available,  upon  request  by  a county 
society,  legal  assistance  to  members  wishing  to 
initiate  a court  challenge  of  an  attorney  general’s 
opinion  that  stated  a conflict  of  interest  exists 
when  a physician  serves  on  both  the  medical  staff 
and  the  governing  board  of  a county  hospital. 

Accepted,  effective  Nov.  1,  Dr.  Jere  Annis’ 
resignation  as  an  AMA  Delegate;  and  authorized 
an  active  campaign  for  the  reelection  of  Dr.  Annis 
to  the  AMA  Board  of  Trustees  next  year. 

Approved  a proposed  amendment  to  Division 
of  Health  Hospital  Regulations  encouraging 
medical  staff  representation  on  hospital  governing 
boards  where  legally  permissible. 

Will  convey  to  the  appropriate  government 
agency  its  concern  that  funds  for  Health  Main- 
tenance Organizations  and  experimental  delivery 
systems  have  been  dispensed  without  adequate 
consultation  with  physicians  and  hospital  admin- 
istrators and  the  hope  this  procedure  will  be 
corrected. 

Received  from  James  T.  Cook,  M.D.,  a 
proposal  for  implementing  Resolution  71-4  (Cor- 
poration for  Physicians’  Negotiations) ; authorized 
the  creation  of  a committee  to  study  the  proposal ; 
and  directed'  that  the  committee  survey  the  FMA 
membership  to  determine  the  depth  of  interest 
in  this  concept. 

Delayed  further  action  in  regard  to  FMA’s 
petition  for  a federal  investigation  of  Florida’s 
Medicaid  Program  until  a report  from  Region  IV, 
Dept,  of  HJIW  office  is  received. 

Declared  it  will  not  provide  peer  review  of 
physician  profiles  for  any  state  agency  unless 
there  is  a formal  contract.  Maintained  component 
society  representation  in  the  1972  House  of 
Delegates  at  the  present  ratio  of  one  delegate 
per  40  members. 
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Heard  a report  that  the  Governor  will  appoint 
his  Advisory  Committee  on  Health  recommended 
by  the  FMA  in  mid-November. 

Designated  the  Council  on  Medical  Services 
to  study  and  make  recommendations  in  regard  to 
requests  for  FMA  endorsement  of  National  Health 
Service  Corps  physician  assignments.  Reaffirmed 
the  policy  that  all  members  of  specialty  groups 
must  be  FMA  members  if  the  groups  are  to 
retain  FMA  recognition. 

Authorized  the  Ad  Hoc  Committee  on  Drug 
Abuse  to  survey  the  membership,  through  an 
enclosure  in  a future  issue  of  “Briefs,”  to  deter- 
mine their  opinions  on  drug  abuse. 

Requested  all  county  societies  to  establish 
drug  abuse  committees. 

Refused  to  support  legislation  requiring  a 
prescription  for  disposable  needles  and  syringes; 
and  disapproved  the  Committee’s  recommendation 
that  legislation  for  a triplicate  narcotics  prescrip- 
tion program  be  introduced  in  the  1972  Legisla- 
ture. The  Board  will  make  recommendations  to 
the  House  of  Delegates  in  May. 

Advised  Subcommittee  on  Workmen’s  Com- 
pensation to  resume  seeking  improvements  in  the 
fee  schedule  when  the  wage-price  freeze  thaws  out. 

Asked  Committee  on  State  Legislation  to 
consider  clarification  on  language  establishing 
ratios  of  physician’s  assistants  to  physicians  in 
groups  in  the  1971  act  establishing  the  physician’s 
assistant  program. 

Called  for  AMA  establishment  of  training 
standards  for  physician’s  assistants  and  AMA 
supervision  of  accreditation  of  these  programs; 
and  frowned  upon  national  certification  of  these 
assistants. 

Disapproved  recommendations  seeking  a classi- 
fication of  membership  for  physician’s  assistants 
in  AMA  and  FMA,  with  representation  in  the 
House  of  Delegates  of  the  two  organizations. 
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Ordered  renewed  efforts  to  establish  liaison 
between  the  Committee  on  Law  and  the  Florida 
Bar. 

Refused  to  favor  proposed  federal  legislation 
to  license  radiologic  and  nuclear  medicine 
technologists. 

Authorized  an  exchange  of  scientific  speakers 
during  1972,  pending  approval  of  the  Florida 
Orthopedic  Society  and  the  Florida  Podiatry 
Association. 

Approved  professional  liability  legislative  pro- 
gram to  include  bills  to  ( 1 ) exempt  from 
liability  acts  of  physicians  resulting  from  their 
service  on  committees  required  under  state  or 
federal  law;  (2)  permit  advance  payments  to 
plaintiffs  without  admission  of  liability;  and 
(3)  to  exempt  proceedings  of  properly  constituted 
hospital  and  medical  society  review  committees 
from  discovery,  with  Items  1 &r  2 to  be  considered 
priority  objectives. 

Supported  legislative  efforts  to  maintain  and 
strengthen  a strong  health  agency  in  state  govern- 
ment; opposed  any  move  to  reduce  the  effective- 
ness of  the  present  state  health  program;  and 
directed  the  FMA  President  to  appoint  a commit- 
tee to  work  with  the  Committee  on  State  Legisla- 
tion in  the  matter  of  reorganizing  state  environ- 
mental control  services. 

Considered  the  Florida  Pediatric  Society’s 
request  for  FMA  support  for  creation  of  a 
separate  State  Division  of  Child  Health  and 
authorized  referral  of  the  proposal  to  the  appro- 
priate FMA  committee  for  additional  study. 

-\uthorized  the  legislative  chairman,  in  con- 
sultation with  the  FM.\  President  and  EVP,  to 
refer  matters  of  urgency  to  other  FM.\  com- 
mittees directly. 

Adopted  a revised  policy  relating  to  the 
activities  of  the  FMA’s  “Doctor  of  the  Day” 
during  the  1972  legislative  session. 

Authorized  the  publication  of  a 1972  version 
of  the  pamphlet  “FMA  Legislative  Objectives” 
with  distribution  to  include  all  FMA  members. 

Ordered  continued  opposition  to  legislation  for 
mandatory  inclusion  of  chiropractic  services  in 
all  health  insurance  policies;  and  reiterated  sup- 
port for  legislation  to  reform  Florida’s  abortion 
law. 

Proposed  a five-year  moratorium  on  amending 
the  endorsement  and  reciprocity  provisions  of  the 
Medical  Practice  Act  so  that  the  results  of  the 
1971  amendment  can  be  analyzed. 


Opposed  any  legislation  that  would  recognize 
a “certificate  of  need”  as  the  only  criterion  for 
authorization  of  health  facilities  construction. 

Authorized  cooperation  with  other  professional 
societies  in  attempting  to  have  disciplinary  hear- 
ings of  regulatory  boards  (e.g..  Board  of  Medical 
Examiners)  exempted  from  the  “Government  in 
the  Sunshine  Law.” 

Requested  Committee  on  Government  Pro- 
grams to  supply  Committee  on  State  Legislation 
factual  data  concerning  Medicaid  appropriations, 
with  this  information  to  be  used  in  presentations 
to  the  Legislature,  but  not  as  a request  for 
appropriations. 

Took  note  of  Health  & Rehabilitative  Services 
secretary  Emmett  Roberts’  desire  to  establish 
better  relationships  with  the  EMA;  and  designated 
the  Committee  on  Government  Programs  to  pro- 
vide this  liaison. 

Encouraged  county  medical  societies  to  as- 
sume or  maintain  an  active  interest  in  Compre- 
hensive Health  Planning  agencies  in  their  areas. 

Requested  Blue  Shield  to  expand  its  policy 
with  regard  to  withholding  and  issuing  partici- 
pating physician  numbers  in  effect  for  emergency 
room  physicians  to  include  all  hospital-based 
physicians;  and  to  withdraw  numbers  already 
issued  *0  physicians  found  to  be  parties  to  un- 
ethical contracts  with  hospitals. 

Directed  that  FM.\  not  support  proposed 
“Death  with  Dignity”  legislation. 

Authorized  the  Chairman  of  Government  Pro- 
grams to  communicate  with  the  Commissioner  of 
.Agriculture  to  advise  the  EAI.A  is  aware  that 
-Agriculture  and  Health  are  working  together  to 
resolve  the  problem  of  duplication  of  inspection 
services  and  that  EM.A  is  available  for  consulta- 
tion and  assistance. 

Recommended  the  adoption  and  implementa- 
tion of  Resolution  71-24  (Medicare  Program 
Benefits) . 

Authorized  distribution,  in  summary  form,  of 
the  minutes  of  Committee  of  17  meetings  to 
practicing  physicians  in  Elorida;  and  reminded 
physicians  that  committee  members  may  be  con- 
tacted with  regard  to  problems  with  Blue  Shield. 

Directed  that  the  1971  Elorida  Relative  Value 
Studies  utilize  the  five-digit  system  and  no- 
menclatures of  .AM.A’s  Current  Procedural  Ter- 
minology and  that  the  Studies  incorporate  the 
format  and  modifiers  of  the  1969  California 
Relative  Value  Studies. 
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Approved  the  new  Relative  Value  Studies 
subject  to  further  refinement  by  the  Committee 
and  authorized  publication  as  soon  as  possible. 

Directed  that  the  Professional  Liability  Insur- 
ance program  be  continued  on  the  basis  of  the 
understanding  when  the  program  was  inaugurated. 

Suggested  that  where  appropriate,  each  county 
medical  society  establish  a PLI  committee,  and 
where  not  appropriate  the  state  committee  will 
assist  with  local  review  of  underwriting  individual 
physicians  and  professional  review  of  threatened 
claims. 

Noted  that  foreign  medical  graduates  will  be 
underwritten  for  a maximum  of  $2 5, 000-$ 7 5, 000 
unless  they  have  completed  an  AMA-approved 
residency  program  in  the  U.S.;  and  that  physicians 
engaged  primarily  in  emergency  room  practice  will 
be  rated  in  the  same  category  as  general  surgeons. 
Hospital  based  physicians  will  be  considered  for 
coverage  only  if  they  comply  with  FMA  ethical 
criteria. 

Favored  practice  of  medicine  on  college  cam- 
puses, including  abortion  counseling,  in  conform- 
ity to  the  standards,  considerations  and  practices 


exercised  by  private  practice  in  the  surrounding 
community. 

Requested  the  Committee  on  Scientific  As- 
semblies to  begin  work  immediately  on  a tentative 
program  for  1973  as  it  relates  to  specialty  groups. 

Confirmed  the  selection  of  the  following  phy- 
sicians for  the  consulting  editorial  staff  of  the 
Journal  of  FMA:  William  H.  Martz  (Dermatol- 
ogy); J.  B.  Williams  (Ob.-Gyn.);  Marvin  A. 
Sackner  (Chest  Diseases);  Richard  A.  Elias  (In- 
ternal IMedicine — Cardiology);  and  John  M. 

Hamilton  (Plastic  and  Reconstructive  Surgery). 

Referred  to  the  Ad  Hoc  Committee  on  the 
Structure  of  the  FM.A  the  recommendation  of  the 
Council  on  Specialty  Medicine  that  the  Florida 
Thoracic  Surgical  Society  be  represented  on  the 
Council. 

Mounted  active  opposition  to  the  “integrated 
bar  of  medicine  bill”  which  would  make  the 
Florida  Medical  Association  an  instrumentality 
of  the  Board  of  Medical  Examiners. 

Supported  legislation  to  recognize  FMA’s 
Committee  on  Membership  and  Discipline  in  the 
statutes  as  a duly  constituted  investigative  branch 
of  the  Board  of  Medical  Examiners. 


Annual  Meeting  Scientific  and  Educational  Exhibits  and  Eilms 

Applications  are  now  being  taken  for  presentation  of  scientific  and  educational  exhibits  at  the 
1972  Annual  Meeting  of  the  Florida  Medical  Association  being  held  May  3-7  at  the  Diplomat  Ho- 
tel, Hollywood-by-the-Sea.  The  deadline  for  all  applications  is  January  1,  1972.  For  the  convenience 
of  Journal  readers  wishing  to  apply,  a form  which  may  be  utilized  for  this  purpose  may  be  found 
on  page  47  of  this  issue.  Completed  forms  should  be  mailed  to  Thomas  F.  Raymond,  M.D.,  Chair- 
man, Committee  on  Scientific  Assemblies,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 

Members  interested  in  showing  scientific  films  during  the  annual  meeting  are  invited  to  submit 
descriptions  to  the  Committee  on  Scientific  Assemblies.  Sponsors  must  have  produced  films  them- 
selves and  must  be  present  or  have  a designee  present  at  the  showing.  If  an  adequate  number  of 
films  is  submitted,  special  times  will  be  set  aside  on  the  program  for  this  purpose. 
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Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times two."*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.^ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
J seepage  and  controls  the  rate  of  flow, 

|]|  assuring  comfortable  administration. 

^ Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO..  INC. 
Lynchburg,  Va.  24505 
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Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964  4.  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A.  and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 


^ Studies  indicate  that 
ismcocin  does*  not  share 
?dritigenicity  with  penicillin 


|ieci-s»-2 

[ Ucc 

Llnooctn* 

Oincomycin 

fa|dr«ctita(i4e 

to  KU  m|.  p«r  ct. 

I tincomyo" 

I':.* 

l£3Gm.per  10  cc. 


Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincociu 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
-^rhemolytic  streptococcal 
infections,  treatment  should 
nHntirmp  for  at  least  10  davs 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 

sipnifinant  allexpies 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


LinGGCin 

(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 
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Oincomycin  hydrochloride, Upjohn)  [ 

forrespiratorytract, skin, soft-tissue, and  i 
bone  infections  due  to  susceptible  \ 

streptococci,pneumococci,and  staphylococci 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 
contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  j3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  f/emopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instances  of  hypoten-i 
sion  following  parenteral  administration} 
have  been  reported,  particularly  after  tool 
rapid  I.V.  administration.  Rare  instances  | 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration.  | 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer] 
no  faster  than  100  ml.  per  hour.  Local 
react/o«5— Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.—l  and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 
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PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


Nobody  gets  ohead  of  STAMAS 

...  but  You  ! 


Medical  Licenses  Granted 


The  Florida  State  Board  of  Medical  Exam- 
iners report  that  of  the  1,450  applicants  who 
took  the  examination  of  the  Board  held  July  25- 
27,  1971,  at  Miami  Beach,  1,084  passed  and 
have  been  issued  licenses  to  practice  medicine  in 
Florida.  The  names,  towns,  medical  school  and 
year  of  graduation  of  the  successful  applicants 
follow: 

Aaron,  Roy  K.,  Bethesda,  Md.  (State  U.  of  N.Y.,  1969) 
Abdou,  Fathy  A.,  Virginia  Beach,  Va.  (Ein-Shans  U., 
19S7) 

Abella-Fernandez,  Manuel  E.,  Coral  Gables  (Havana  U., 

1953) 

Abello,  Gustavo  E.,  Chicago,  111.  (Havana  U.,  1951) 
Abesada-Terk,  Guillermo,  Miami  (Havana  U.,  1960) 
Abisellan,  Eduardo,  Nashville,  Tenn.  (Havana  U.,  1960) 
Abrahams,  Jesse  I.,  Woodmere,  N.Y.  (Chicago  M.S., 
1949) 

.\b-ams,  Melvyn,  Dallas,  Texas  (Indiana  U.,  1970) 
■Abramson,  Neil,  Jacksonville  (Albert  Einstein,  1963) 
■Acosta,  Abelardo  ?■,  Gainesville  (Havana  U.,  1961) 
■Acosta-Rua,  Gaston  J.,  Iowa  City,  la.  (Madrid  U.,  1963) 
■Adams,  Peter  X.,  New  York,  N.Y.  (New  York  U.,  1969) 
Adelman,  Howard,  Merrick,  N.Y.  (Leyden  U.,  1957) 
Adelson,  Edward  R.,  Williston  Park,  N.Y.  (Tufts,  1937) 
Aderholt,  Harry  C.,  Birmingham,  Ala.  (Alabama  U., 
1964) 

Aftonomos,  Lefkos  T.,  Omaha,  Neb.  (Nebraska  U.,  1959) 
Ag'amonte,  Gonzalo  R.,  Hollywood  (Havana  U.,  1943) 
Ahmad,  Iftikhar,  Pontiac,  Mich.  (Nishtar  M.C.,  1959) 
Aiache,  Adrien  E.,  New  Rochelle,  N.Y.  (Toulouse  U., 

1954) 

Albert,  William  C.,  Rockville,  Md.  (Case  Western  Re- 
serve, 1969) 

.Alexander,  James  M.,  Monroe,  Conn.  (Seton  Hall,  1963) 
■Alldredge,  Carl  B.,  New  Orleans,  La.  (Tulane,  1970) 
■Almond,  Charles  M.,  Miami  (North  Carolina  U.,  1970) 
Alva"ez,  Diosdada,  Miami  (Havana  U.,  1960) 

Alvarez,  Francisco  L.,  Miami  (Havana  U.,  1948) 
Alvarez,  Manuel  R.,  Miami  (Miami  U.,  1970) 

Alvarez,  Raul,  Miami  (Madrid  U.,  1968) 

■Amoedo,  Jose  M.,  Cleveland,  Ohio  (Havana  U.,  1940) 
■Andersen,  Holger  M.,  Strawberry  Point,  la.  (Iowa  U., 
1934) 

Andersen,  Kenneth  N.,  Central  Point,  la.  (Johns  Hop- 
kins, 1949) 

■Appelman,  David  H.,  Brooklyn,  N.Y.  (U.  of  Chicago, 
1934) 

■Aristigueta,  Narciso,  Baltimore,  Md.  (Havana  U.,  1954) 
■Artime,  Manuel  E..  Decatur,  Ga.  (Havana  U.,  1946) 
■Atchoo,  Nathima  H.,  Jersey  City,  N.J.  (Baghdad  U., 

1955) 

.Atchoo,  Peter  D.,  Jersey  City,  N.J.  (Baghdad  U.,  1953) 
.Atkinson,  Kad  S.,  Washington,  D.C.  (Howard,  1969) 
.Atkinson,  William  W.,  Tarpon  Springs  (Jefferson,  1963) 
■Autorino,  Ralph  R.,  Montclair,  N.J.  (New  York  U., 
1942) 

•Aylwa-d,  Theodore  D.,  Cincinnati,  Ohio  (Wayne  State, 
1967) 

■Azar,  Si  H.,  Columbia,  S.C.  (Tehran,  1961) 

Babcock,  Paul  W.,  Livonia,  Mich.  (St.  Louis  U.,  1958) 
Baise,  George  R.,  Winchester,  Mass.  (West  Virginia  U., 
1964) 

Baker,  Norman  H.,  Columbus,  Ohio  (Ohio  State,  1954) 
Bakst,  Stewa'-t  R.,  Miami  (U.  of  Miami,  1970) 

Bakule,  Paul  T.,  New  Orleans,  La.  (U.  of  Illinois,  1965) 
Balakrishna,  Hanumathaiah,  Bronx,  N.Y.  (Medical  Col- 
lege, Mysore  India,  1963) 

Ballentine,  Ralph  E.  II,  Atlanta,  Ga.  (Emory,  1970) 


Barash,  Bernard,  Pittsburgh,  Pa.  (U.  of  Chicago,  1950) 
Barata,  Joseph  R.,  Little  Neck,  N.Y.  (Havana  II.,  1956) 
Bardack,  Richard  A.,  Jacksonville  (Georgetown,  1968) 
Barden,  Robert  E.,  Orlando  (Tulane,  1970) 

Barkin,  Jamie  S.,  Miami  Beach  (U.  of  Miami,  1970) 
Barnes,  Henley  N.,  Springfield,  111.  (Northwestern,  1948) 
Barranda,  Guerrero  A.,  Carborro,  N.C.  (Far  Eastern  U., 
1965) 

Barrios,  Ivan  J.,  Miami  (U.  of  Salamanca,  1964) 

Barry,  Francis  E.,  Lynnfield,  Mass.  (Tufts,  1946) 

Basch,  Samuel  H.,  New  York,  N.Y.  (Hahnemann,  1961) 
Bason,  William  M.,  Philadelphia,  Pa.  (State  U.  of  N.Y., 
1957) 

Bass,  Andrew  C.,  Jacksonville  (U.  of  Florida,  1970) 
Battaglia,  Frank,  Brooklyn,  N.  Y.  (Buenos  Aires  U.,  1959) 
Bauer,  Richard  M.,  Hollywood  (New  Jersey  M.  C.,  1968) 
Beauchamp,  Kim,  Brooklyn,  N.Y.  (Woo  Sok  U.  Korea, 
1970) 

Becker,  Arnold  H.,  Bristol,  Conn.  (U.  of  Vermont,  1943) 
Becker,  Clara  S.,  Miami  Beach  (Havana  U.,  1947) 
Bedoya-Garcia,  Ricardo,  Jacksonville  (Javeriana  U., 
1965) 

Behrend,  Albert,  Philadelphia,  Pa.  (U.  of  Pennsylvania, 
1932) 

Behroozi,  Hooshang,  New  York,  N.Y.  (U.  of  Tehran, 
1957) 

Bejar,  Jacobo,  Bronx,  N.Y.  (Havana  U.,  1959) 
Belamaric,  John,  Detroit,  Mich.  (U.  of  Buenos  Aires, 
1959) 

Bell,  John  W.  Jr.,  Tampa  (U.  of  S.C.,  1970) 

Belmont,  Herman  S.,  Elkins  Park,  Pa.  (U.  of  Pennsyl- 
vania, 1943) 

Belshe,  Joseph  C.,  St.  Cloud,  Minn.  (U.  of  Minnesota, 
1946) 

Bencomo,  Pedro  M.,  Miami  (Havana  U.,  1951) 

Benites,  Roberto,  Sayreville,  N.J.  (U.  of  Montevideo 
Uruguay,  1961) 

Benoit,  Charles  V.,  Woodbury,  N.Y.  (U.  of  Haiti,  1960) 
Benoit,  Roger  L.,  Orlando  (St.  Louis  U.,  1969) 

Berdick,  Kenneth  A.,  Miami  (U.  of  Flonda,  1970) 
Berger,  Maurice  M.,  Brooklyn,  N.Y.  (U.  of  Bologna, 

1962) 

Berger,  Morton,  Hicksville,  L.  I.,  N.Y.  (Long  Island 
M.C.,  1938) 

Bergman,  Justin  A.,  Staten  Island,  N.Y.  (Hahnemann, 
1969) 

Berk,  Nathaniel  G.,  Elkins  Park,  Pa.  (U.  of  Pennsyl- 
vania, 1935) 

Berkowitz,  Howard  J.,  Bayonne,  N.J.  (Geo’-getown,  1967) 
Bernardo,  John  R.  Jr.,  Barrington,  R.I.  (Tufts,  1953) 
Bernhardt,  Donald  R.,  Dallas,  Texas  (New  York  U., 
1945) 

Berry,  Neil  C.,  Miami  (Emory,  1970) 

Besozzi,  Myrwood  C.,  Miami  (U.  of  Miami,  1970) 
Bezjian,  Alex  A.,  Fort  Lauderdale  (U.  of  Beirut,  1967) 
B'liskis,  Albert  G.,  Elmhurst,  111.  (U.  of  Illinois,  1948) 
Bishai,  Sarny  F.,  Detroit,  Mich.  (Alexand’-’a  U.,  1964) 
Bivins,  Benjamin  L.,  Ann  Arbor,  Mich.  (Emory,  1965) 
Black,  Curtis  J.,  Port  St.  Lucie  (U.  of  Minnesota,  1968) 
Black,  Franklin  O.,  Gainesville  (U.  of  Missouri,  1963) 
Black,  John  K.  Jr.,  Huntsville,  Ala.  (Alabama  M.C., 

1963) 

Bladowski,  John  R.,  Homestead  (U.  of  Cincinnati,  1964) 
B'asco,  Isabel  M.,  New  York,  N.Y.  (Havana  U.,  1946) 
Blasco,  Raymond  M.,  Erie,  Pa.  (U.  of  Pittsburgh,  1955) 
Bloom,  Morris  J.,  Flushing,  N.Y.  (New  York  M.C., 
1930) 

Bodie,  Charles  W.,  Mobile,  Ala.  (Alabama  M.C.,  1969) 
Bohsali,  Ibrahim,  Bladensburg,  Md.  (French  M.S.,  Leb- 
anon, 1964) 

Bolooki,  Hooshang,  Miami  (Tehran,  1960) 

Bombard,  James  S.,  Jacksonville  (Tulane,  1970) 
Bonagua,  Leo  D.,  South  Charleston,  W.  Va.  (Far  East- 
ern U.,  1963) 

Bone,  Robert  C.,  Jacksonville  (Vanderbilt,  1962) 
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Borenstein,  Marvin,  Westbury,  N.Y.  (New  York  U., 
1951) 

Bortner,  Seymour  R.,  New  York,  N.Y.  (Chicago  M.S., 
1960) 

Botas,  Modesto,  Pasadena,  Texas  (Havana  U.,  1953) 
Bourque,  Robert  G.,  Portsmouth,  Va.  (St.  Louis  U., 

1966) 

Bove,  Joseph  M.,  Yonkers,  N.Y.  (New  York  M.S.,  1943) 
Bowen,  Robert  W.,  Tampa  (U.  of  Virginia,  1970) 
Bowman,  Joseph  R.,  Johnson  City,  Tenn.  (Vanderbilt, 
1933) 

Bowyer,  John  V.,  Roanoke,  Va.  (U.  of  Virginia,  1956) 
Boyle,  Carrol  L.,  Wadesville,  Ind.  (Indiana  U.,  1952) 
Boyle,  Eugene  H.,  Gross  Pte.  Woods,  Mich.  (North- 
western, 1958) 

Boysen,  Philip  G.,  Gulf  Breeze  (Loyola,  1969) 
Branciforte,  Roberto,  Gainesville  (National  U.  of  Cuyo, 

1965) 

Braunstein,  Stewart  M.,  Brooklyn,  N.Y.  (U.  of  Bologna, 

1968) 

Brennen,  Patrick  F.,  Daytona  Beach  (U.  of  Madrid, 

1969) 

Brenner,  Hugo  A.,  Louisville,  Ky.  (U.  of  San  Marcos, 
1958) 

Briggs,  James  N.,  St.  Petersburg  (U.  of  Freiburg,  1960) 
Brishuela,  Quintin  G.,  Miami  Beach  (Havana  U.,  1943) 
Brown,  Vincent  C.,  Maitland  (U.  of  Florida,  1970) 
Bruno,  .\ndrew  F.,  Pittsburgh,  Pa.  (U.  of  Pittsburgh, 

1967) 

Brunson,  Bruce  C.,  Memphis,  Tenn.  (U.  of  Tennessee, 
1965) 

Bucci,  Robert  J.  F.,  Houston,  Texas  (Baylor,  1952) 
Bucher,  Robert  L.  Jr.,  Warner  Robins,  Ga.  (U.  of  Min- 
nesota, 1969) 

Bueno-Velasquez,  Edgar,  FPO  New  York  (San  Marcos 
U.,  1965) 

Bultman,  Richard  J.,  Orange  Park  (U.  of  Michigan, 
1969) 

Burgert,  Woodward  Jr.,  New  York,  N.Y.  (Cornell,  1963) 
Burness,  Sidney  H.,  Hartford,  Conn.  (U.  of  Vermont, 

1938) 

Burnett,  Joseph  W.,  Baltimore,  Md.  (Harvard,  1958) 
Burstein,  Frank,  Philadelphia,  Pa.  (Hahnemann,  1953) 
Buttafuoco,  James  P.,  Garden  City,  N.  Y.  (State  U.  of 
N.Y.,  1954) 

Cabrera,  Tomas  A.,  Miami  (U.  of  Madrid,  1968) 

Cain,  James  L.,  Nashville,  Tenn.  (Tulane,  1965) 
Calderon,  Julio,  Oak  Lawn,  111.  (St.  Andrew’s  M.S., 
1965) 

Caldwell,  Jacques  R.,  Gainesville  (Johns  Hopkins,  1964) 
Calilhanna,  Pierre,  Hampton,  Va.  (St.  Joseph  U.,  1961) 
Calleja,  .^mos  B.,  Macclenny  (Far  Eastern  U.,  1965) 
Callen,  Irwin  R.,  Evanston,  111.  (U.  of  Illinois,  1943) 
Cameron,  Robert  B.,  Dumont,  N.J.  (U.  of  Michigan, 
1962) 

Campese,  Banjamin,  Douglaston,  N.Y.  (U.  of  Bologna, 

1962) 

Candal,  Alfredo  R.V.L.,  Kingston,  Pa.  (U.  of  Buenos 
.\ires,  1960) 

Cannon,  Wayne  D.  Jr.,  Scarborough,  Station,  N.Y. 
(Columbia,  1963) 

Canosa-Lorenzo,  Francisco  M.,  Coral  Gables  (U.  of  Paris, 

1939) 

Cantor,  Bernard,  Rochester,  N.Y.  (U.  of  Rochester,  1968) 
Cantor,  Sherwood  R.,  Miami  (State  U.  of  N.Y.,  1969) 
Cao,  Francisco  A.,  M'ami  (Havana  U.,  1943) 

Capella,  Rafael  F.,  Tuxedo  Park,  N.Y.  (Javeriana  U., 
1958) 

Caress,  Donald  L.,  Charleston,  S.  C.  (Johns  Hopkins, 

1963) 

Carey,  F.  Taimour,  Brookville,  N.Y.  (Tehran,  1957) 
Ca"mel,  Philip  D.,  Brooklyn,  N.Y.  (Long  Island  College, 
1930) 

Carnes,  Raymond  E.,  New  York,  N.Y.  (George  Washing- 
ton U.,  1950) 

Carraway,  Robert  D.,  Miami  (Columbia,  1966) 

Carreno,  Cenaida  C.,  Coral  Gables  (Madrid,  1962) 
Carstensen,  Vincent  H.,  Waverly,  la.  (U.  of  Iowa,  1939) 


Casden,  Daniel  D.,  Valley  Stream,  N.Y.  (State  U.  of  N.Y., 

1945) 

Castellano,  Giuseppe  C.,  Orlando  (U.  of  Bologna,  1962) 
Castellano,  Nelson  D.,  Miami  (U.  of  Miami,  1970) 
Castellanos,  Jaime  A.,  Philadelphia,  Pa.  (National  U., 
S.A.,  1964) 

Castilla,  William,  Paterson,  N.J.  (U.  of  Cartagena,  S..\., 

1966) 

Castillo,  Fausto  P.,  Evanston,  111.  (U.  of  Santo  Do- 
mingo, 1967) 

Castillo,  Juan  F.,  Union  City,  N.J.  (Havana  U.,  1962) 
Capulong,  Rene  A.,  Miami  (U.  of  Santo  Tomas,  1963) 
Castro,  Alfredo  W.,  Greystone  Park,  N.  J.  (Havana  U., 
1953) 

Castro,  Osvaldo  S.,  Tampa  (Havana  U.,  1945) 

Caudle,  John  A.,  Gretna,  La.  (Bowman  Gray,  1967) 
Cauthen,  Don  B.,  Miami  (U.  of  Texas,  1970) 
Cazares-Zavala,  Jose,  Somerville,  Mass.  (U.  of  Mexico, 
1962) 

Charles,  John  J.,  Key  Biscayne  (State  U.  of  N.  Y.,  1953) 
Chalon,  Jack,  Irvington  on  Hudson,  N.  Y.  (U.  of  London, 

1946) 

Charlton,  Mary  F.,  Miami  (U.  of  Michigan,  1970) 
Cheung,  Roland  F.,  Troy,  N.Y.  (National  Taiwan  U., 
1962) 

Childers,  Richard  C.,  Coral  Gables  (U.  of  Rochester, 
1969) 

Chiong,  Violeta  B.,  Homestead  (U.  of  Santo  Tomas,  1963) 
Ciampa,  Vincent,  Cuba,  N.  Y.  (U.  of  Buffalo,  1950) 
Cibula,  Lawrence  M.,  Pensacola  (Ohio  State,  1968) 
Civitella,  Thomas  R.,  W'est  Hempstead,  N.Y.  (U.  of  Ot- 
tawa, 1965) 

Cloninger,  Timothy  E.,  Coral  Gables  (U.  of  N.C.,  1966) 
Coggin,  Julian  T.,  Columbus,  Ga.  (Loma  Linda  U.,  1962) 
Cohen,  Clifford,  Brooklyn,  N.  Y.  (Loyola,  1945) 

Cohen,  Herbert  E.,  Philadelphia,  Pa.  (Hahnemann,  1967) 
Cohen,  Irwin  J.,  Wayne,  N.J.  (State  U.  of  N.Y.,  1961) 
Cohen,  Isaac  C.,  Glen  Oaks,  Queens,  N.Y.  (U.  of  Chile, 

1969) 

Cohen,  Isaac  I.,  West  Palm  Beach  (New  York  M.  C, 
1932) 

Cohen,  Leonard  M.,  Pittsburgh,  Pa.  (U.  of  Pittsburgh, 
1950) 

Cohen,  Robert  E.,  Springfield,  Mo.  (U.  of  Pennsylvania, 
1965) 

Cohler,  Alan,  Abington,  Pa.  (U.  of  Pennsylvania,  1970) 
Colarusso,  Calvin  A.,  Melrose  Park,  Pa.  (Jefferson  M.  C., 
1961) 

Cole,  Frank  R.,  Great  Neck,  L.I.  (U.  of  California,  1936) 
Colella,  James  W.,  Fort  Lauderdale  (Syracuse  U.,  1929) 
Coles,  John  W.  Jr.,  Philadelphia,  Pa.  (Temple,  1955) 
Colgan,  Diane  L.,  Bethesda,  Md.  (Woman’s  M.C.  of  Penn- 
sylvania, 1967) 

Colin,  Clifford  D.,  New  York,  N.Y.  (U.  of  Cincinnati, 

1970) 

Comesana,  Armando  B.  G.,  Petersburg,  Va.  (Havana  U., 
1921) 

Consuegra,  Edga'-do  A.,  Miami  (Javeriana  M.  S.,  1964) 
Conti,  John  S.,  Youngstown,  Ohio  (U.  of  Louvain,  1967) 
Contin,  Juan  U.,  Garnerville,  N.Y.  (Santo  Domingo,  I960) 
Cook,  James  T.  III.  Panama  City  (Emory,  1969) 

Cook,  Thomas  L,  III,  Jacksonville  (U.  of  .\labama,  1970) 
Cooney,  Edward  A.,  Newton  Highlands,  Mass.  (Harvard, 
1926) 

Cooper,  Gary  R.,  Metairie,  La.  (Tu’ane,  1969) 

Cornish,  James  A.,  Sto-m  Lake,  la.  (Creighton  U.,  1943) 
Cortese,  Philip  T.,  -Amsterdam,  N.Y.  (Georgetown,  1945) 
Cosma,  Guillermo  W.,  Clearw'ater  (National  U.  of  Argen- 
tina, 1963) 

Cosmides,  James  C.,  Miami  Springs  (West  Virginia  U., 

1967) 

Cowden,  Charles  M.,  Madison,  Tenn.  (U.  of  Tennessee, 
1956) 

Cox,  Cha-les  E.,  Gainesville  (U.  of  Florida,  1968) 

Crane,  Donald  J..  Miami  (U.  of  Miami.  1970) 

Creed,  Jere  D.,  Coml  Gables  (U.  of  Miami,  1970) 
Crespo,  j\lejand-o,  Co-al  Gables  (Havana  U.,  1941) 
Crittenden,  Frank  M.  Jr.,  Portsmouth,  Va.  (Tulane,  1962) 
Croutcher,  Donald  L.,  Eglin  .-^FB  (U.  of  Kentucky,  1966) 
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Cuadrado,  Angel  R.,  Chattahoochee  (U.  of  Paris,  1941) 
Cunningham,  Calhoun  D.,  Gainesville  (U.  of  S.C.,  1966) 
Curbelo-Cabrera,  Maria  C.,  Miami  (Havana  U.,  1952) 
Cusmano,  Joseph  V.,  Oradell,  N.  J.  (State  U.  of  N.  Y., 

1947) 

d’Adesky,  Chantal,  Miami  (U.  of  Madrid,  1964) 
D’Agrosa,  Joseph,  Patchogue,  L.I.,  X.Y.  (Long  Island 
M.C.,  1952) 

Daman,  Harlan  R.,  Goldsboro,  X.C.  (Albert  Einstein, 

1967) 

Damien,  X'atalio,  Little  Silver,  X’.J.  (Havana  U.,  1951) 
D’Angelo,  Joseph  Lyndhurst,  Ohio  (St.  Louis  U., 

1968) 

Daniel,  Enrique  F.  R.,  Birmingham,  .\la.  (U.  of  Sala- 
manca, 1968) 

Danoff,  Dudley  S.,  Great  Xeck,  X'.Y.  (Yale,  1963) 
Davidson,  Donald  R.  II,  Ilion,  X.Y.  (Syracuse  U.,  1946) 
Davis,  Robert  D.,  Xaples  (U.  of  Oregon,  1964) 

Decker,  Albert  L,  Cocoa  Beach  (U.  of  Kansas,  1944) 
DeCourcy,  Donald  M.  Jr.,  San  Antonio,  Texas  (U.  of 
Minnesota,  1967) 

Dee,  Ronald,  White  Plains,  X’'.  Y.  (U.  of  Cambridge, 
1951) 

Deisseroth,  Albert  B.,  Brighton,  Mass.  (U.  of  Rochester, 
1970) 

De  La  Fe,  Carlos,  Miami  (Havana  U.,  1957) 

Delaney,  John  R.,  Westwood,  X.J.  (U.  of  Ottawa,  1959) 
Delashmutt,  Robert  E.,  -\tlanta,  Ga.  (George  Washington, 
1949) 

Delatush,  George  A.,  Tequesta  (Long  Island  M.  C.,  1943) 
Del  Campo,  Constantino  C.  R.  A.,  Charleston,  S.  C.  (U. 
of  Havana,  1963) 

Del  Marmol,  Jose  G.,  Miami  (Havana  U.,  1943) 

Del  Rio,  Francisco  J.,  Chattahoochee  (Havana  U.,  1940) 
Demirag,  Husnu  M.,  Bronx,  X.Y.  (U.  of  Istanbul,  1954) 
De  Oro,  Fructuoso  R.,  Miami  (Havana  U.,  1944) 

Deutsch,  Paul  G.,  Xew  York,  X.Y.  (X'ew  York  U.,  1970) 
Devincentis,  Louis  A.,  Delray  Beach  (U.  of  Buffalo,  1938) 
Devine,  John  J.  Jr.,  Potomac,  Md.  (Georgetown,  1965) 
Devlin,  Paul  J.,  Xew  York,  X.Y.  (State  L^.  of  X'.Y.,  1941) 
Devore,  Paul  A.,  Potomac,  Md.  (U.  of  Maiy-land,  1960) 
Diamond,  Michael  H.,  South  Euclid,  Ohio  (U.  of  Cincin- 
nati, 1965) 

Diaz,  Adalberto  R.,  Miami  (Havana  U.,  1952) 

Di  Biase,  Matthew  A.,  Miami  (U.  of  Bologna,  1965) 
Dickey,  Stephen  F.,  Tampa  (Indiana  U.,  1970) 

Dietz,  George  F.,  Granite  City,  111.  (Loyola,  1956) 

Dinot,  James  V.,  Columbus,  Ohio  (Ohio  State,  1958) 

Di  Pasquale,  Joseph  A.,  Rochester,  Minn.  (Georgetown, 
1963) 

Distelhorst,  Ronald  A.,  Key  West  (U.  of  Iowa,  1968) 
Dobal,  Manual  T.,  Miami  (Havana  U.,  1937) 

Dobbin,  Dean  I.,  Flushing,  X.Y.  (State  U.  of  X’.Y.,  1969) 
Dominici,  Raymond  H.,  Key  West  (Hahnemann,  1965) 
Donnelly,  William  H.  Jr.,  Gainesville  (U.  of  Ottawa, 
1963) 

Donshik,  Gary  R.,  Reston,  Va.  (Xew  York  M.  C.,  1966) 
Dooley,  Paul  I.  .Arcade,  X.Y.  (U.  of  Buffalo,  1937) 
Doplco,  Jose  M.,  Miami  (Havana  U.,  1957) 

Dopico,  Leonor  D.,  Miami  (Havana  U.,  1957) 

Dopson,  Ga-y,  Glen  St.  Ma-w  (U.  of  Flo'ida,  1970) 

Doss,  Riad  K.,  St.  Louis,  Mo.  (Fin-Shams  IT.,  1957) 
Doublier,  Marcel  R.,  Miami  (U.  of  Miami,  1970) 

Douglas,  Harlan  N.,  Pittsburgh,  Pa.  (U.  of  Pittsburgh, 
1951) 

Doval,  Nelson,  M'ami  (Havana  U.,  1960) 

Doyle,  Edward  T.,  Melville,  X'.Y.  (Xew  York  M.C.,  1961) 
Dreilinger,  Clark  L.J.,  San  Antonio,  Texas  (U.  of  Louis- 
ville, 1968) 

Drelich,  David,  Jersey  City,  N.  J.  (U.  of  Lausanne,  1960) 
Duga,  Judith  D.,  Xew  York,  X’.Y.  (Woman’s  M.C.  of 
Pennsylvania,  1968) 

Dunaway,  Rodney  P.,  Winter  Park  (U.  of  Miami,  1963) 
Dvorak,  Paul  F.,  Warrenton,  Va.  (U.  of  Illinois,  1966) 
Dyke,  Dat^d  S.,  Kalamazoo,  Mich.  (Ohio  State,  1969) 
Dzubaty,  Michael,  West  Haven,  Conn.  (Buffalo  M.  S., 

1948) 

Eakins,  Joey  W.,  Jacksonville  (Bowman  Gray,  1970) 


Earle,  Brian  V.,  Little  Falls,  X.Y.  (U.  of  Dublin,  1944) 
East,  William  W.  Jr.,  Miami  Springs  (U.  of  Mississippi, 
1967) 

Easton,  William  S.,  Brookline,  Mass.  (Chicago  M.  S., 
1945) 

Eckart,  Dieter  H.,  Miami  (U.  of  Munich,  1961) 
Economides,  Chris  G.,  Miami  (Ale.xandria  U.,  1965) 
Eddy,  James  H.  Jr.,  Shreveport,  La.  (Tulane,  1938) 
Edinburgh,  Alfred,  Great  Xeck,  L.  I.,  X.  Y.  (Columbia, 
1951) 

Efron,  Joseph,  Florissant,  Mo.  (M.  C.  of  South  Carohna, 
1948) 

Ehrlich,  Michael  G.,  Fort  Lee,  X.J.  (Columbia,  1963) 
Eichenbaum,  Daniel  M.,  Miami  (Yale,  1969) 

Eisenberg,  Thomas  J.,  Miami  (U.  of  Miami,  1970) 
El-.\ttar,  Osamah  A.,  Cleveland,  Ohio  (Cairo  U.,  1955) 
Elaty,  Farouk  H.  Providence,  R.I.  (Ein  Shams  U., 
1954) 

Eliot,  (jail  R.,  Bloomfield,  X.J.  (Xew  Jersev  M.  C., 
1967) 

Enis,  Jeriy  E.,  Miami  (Temple,  1964) 

Epstein,  Bernard  D.,  (Cleveland,  Ohio  (Columbia,  1949) 
Erbesfeld,  Marvin  H.,  Miami  (U.  of  Miami,  1970) 
Erickson,  Eric  R.,  .Mlison  Park,  Pa.  (U.  of  Western  Ont., 

1954) 

Ersay,  Ronald  E.,  Xew  Orleans,  La.  (U.  of  Miami,  1970) 
Escano-Rodriguez,  German  G.,  Fort  Ord,  Calif.  (U.  of 
Cartagena,  1962) 

Essman,  Richard  A.,  Memphis,  Tenn.  (L’.  of  Tennessee, 
1962) 

Esterson,  Joseph  B.,  Philadelphia,  Pa.  (U.  of  Marvland, 

1969) 

Estrada,  Carlos  M.,  Miami  (Havana  U.,  1959) 
Evangelakis,  Miltiades  G.,  Hollvwood  (Thessaloniki  U., 

1955) 

Evans,  Joseph  B.,  Philadelphia,  Pa.  (Hahnemann,  1944) 

Fabrizio,  Rudolph,  West  Islip,  X.Y.  (Xew  York  U.,  1955) 
Faraldo,  .\nthony  R.,  Miami  (Georgetown,  1966) 

Fargher,  John  T.,  Tampa  (Indiana  U.,  1970) 

Farmer,  Donald  E.,  Beaufort,  S.C.  (West  Virginia  U., 
1965) 

Fawcett,  Kenneth  J.,  South  Bend,  Ind.  (Michigan  U., 
1961) 

Fecsik,  .\lfonz  I.,  Euclid,  Ohio  (Debrecen  U..  1956) 
Feinberg,  Harrv,  Richmond  Hill,  X'.Y.  (Xew  Yo"k  M.C., 
1933) 

Feirtag,  Marj-  K.,  Tampa  (Ma’-quette,  1970) 

Feldman,  Ira  M.,  Columbia,  S.C.  (State  of  X.Y.,  1966) 
Ferguson,  James  Grand  Rapids,  Mich.  (Michigan  U., 
1939) 

Ferguson,  James  F.  Ill,  Miami  (Tulane,  1969) 

Ferlinz,  Jack,  Miami  (Boston  Li.,  1969) 
Fernandez-Gonzalez,  Manuel  Miami  (Santiago  U., 
Spam,  1967) 

Femandez-Llanes,  Jose  M.,  Miami  (Havana  U.,  1937) 
Ferreiro,  Julio  E.,  M'ami  (Havana  U.,  1960) 

Fezza,  Michael  L.,  North  Haven,  Conn.  (Xew  York  M.C., 
1954) 

Fieber,  Mack  H.,  Xew  York,  X’.Y.  (Louisville  U.,  1940) 
Fields,  Michael  S.,  X’ew  York,  X’.Y.  (U.  of  Miami,  1970) 
Finnerty,  James  j.,  Patchoque,  X.Y.  (Columb’a,  1943) 
Fiorello,  Joseph  M.,  Trenton,  X.J.  (Jeffe’^on  M.C..  1952) 
Fi-eman,  .\lfred  E.,  Providence,  R.  I.  (Tufts,  1956) 
Firestone,  Frederick,  Middle  X’illage,  X.Y.  (Vienna  U., 
1937) 

Fischer,  Daniel  G.,  Hamden,  Conn.  (Vermont  U.,  1957) 
Fisher.  George  H.  Jr.,  San  Antonio,  Texas  (Alabama  U., 

1970) 

Fitzeerald,  George  P.,  Ma''co  (Ohio  State,  1942) 
Flande-meyer,  Paul  B.,  0‘anse  Park  (.\labama  U.,  1969) 
F'ax,  Ellis,  Cape  Co'^al  (Cincinnati  U.,  1935) 

Fleesler,  Bruce  M.,  Miami  (Pennsylvania  U.,  1969) 
Flo'ez,  Luis  R.,  Columbus,  Ga.  fSantiaeo  U.,  Spain,  1967) 
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Ibrahim,  Ramsis  G.,  Jamaica,  X.  Y.  (Alexandria,  Eg>'pt, 
1950) 

le,  Xjoek  S.,  Miami  (U.  of  Indonesia,  1959) 

I.ianc,  Dogan,  Boston,  Mass.  (U.  of  Istanbul,  1955) 
Inchausti,  Mario,  Miami  (U.  of  Salamanca,  1968) 
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1^57) 

Kadiwala,  Mohamed  Y.  U.,  Howard,  R.  I.  (U.  of  Baroda, 
1961) 

Kakaska,  George  H.,  Dallas,  Texas  (U.  of  Wisconsin, 
1953) 

Kalambaheti,  Kitti,  Victor,  la  (Siriraj  M.  S.,  1957) 

Kalett,  Robert  L.,  Houston,  Texas  (Free  U.  of  Brussels, 
1965) 
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Katzen,  Barry  T.,  Xew  York,  X.  Y.  (U.  of  Miami,  1970) 
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Kern,  Howa.d  A.,  Convent  Station,  X.  J.  (Temple,  1964) 
Khawly,  Roosey,  Xew  York,  X.  Y.  (U.  of  Florida,  1970) 
Kihm,  John  L.,  Kalamazoo,  Mich.  (U.  of  Michigan,  1956) 
Kim,  Chang  K.,  Brooklyn,  X.  Y.  (Yonsei  U.,  1962) 
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LaFuente,  Xancy,  Indianapolis,  Ind.  (Indiana  U.,  1968) 
Lallanilla,  Alejandro,  Garrettsville,  Ohio  (Havana  L’., 
1955) 

Pamelas,  Melquiades,  Miami  (Havana  U.,  1950) 
Landgarten,  Steven,  Branford,  Conn.  (State  U.  of  X.  Y., 
1966) 

Langsam,  Martin,  Brooklyn,  X.  Y.  (Xew  York  U.,  1935) 
Lansman,  Heniy  H.,  Miami  Beach  (Long  Island  M.  C., 
1934) 

Lapev  a,  Joseph  J.,  Whitestone,  X.  Y.  (U.  of  Salamanca, 

1963) 

Larbig,  Gert  G.,  Slingerlands,  X.  Y.  (Goethe  U.,  1954) 
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Litman,  George  I.,  Rochester,  N.  Y.  (Boston  U.,  1964) 
Locuratolo,  Luis  R.,  Elmhurst,  N.  Y.  (U.  of  Rosario, 

1959) 

Lokey,  Julian  L.,  Jr.,  Atlanta,  Ga.  (U.  of  N.  C.,  1970) 
London,  Mark  S.,  Miami  (Meharry,  1970) 

Lonkani,  Jairam,  Grantsville,  W.  Va.  (Chulalongkorn 
M.  S.,  1959) 

Lopez,  Elias  O.,  Jackson,  Mich.  (San  Marcos,  1957) 
Lopez,  Jose,  College  Park,  Ga.  (Havana  U.,  1949) 

Lopez,  Juan  M.,  Baltimore,  Md.  (Salamanca  U.,  1963) 
Lores,  Edward  F.,  Coral  Gables  (Emory,  1970) 

Losada,  Arquimides  J.,  Miami  (U.  of  Madrid,  1969) 

Loss,  Michael  R.,  Union,  N.  J.  (New  Jersey  M.  C.,  1968) 
Lotz,  Preston  R.,  Miami  (Hahnemann,  1970) 

Lovaton,  Ramos  S.,  Coral  Gables  (U.  of  Paris,  1940) 
Lowe,  Adolph  W.,  Detroit,  Mich.  (Wayne  State,  1934) 
Lozner,  Eugene  L.,  Syracuse,  N.  Y.  (Cornell,  1937) 

Luce,  Henry  A.,  Livingston,  N.  J.  ((Georgetown,  1936) 
Ludman,  Harold,  Westbury,  N.  Y.  (State  U.  of  N.  Y., 
1954) 

Lwin,  Nyunt,  Miami  Beach  (U.  of  Rangoon,  1959) 

Lynn,  Brian  C.  Jr.,  Nashville,  Tenn.  (U.  of  Florida,  1968) 
Lyons,  Richard  H.,  Fayetteville,  N.  Y.  (U.  of  Michigan, 
1935) 


Maceo,  Antonio,  Coral  Gables  (U.  of  Paris,  1936;  Havana 
U.,  1938) 

Mac  Gregor,  Alexander,  Gainesville  (U.  of  St.  Andrews, 
1958) 

Machado,  Raul  L.,  Baltimore,  Md.  (Havana  U.,  1943) 
Macias,  Francisco  M.,  Hampton,  Ga.  (Havana  U.,  1960) 
Macnaughton,  Robert  J.  Jr.,  Gainesville  (U.  of  N.  C., 
1969) 

Macon,  Robert  C.,  Rockville,  Md.  (U.  of  Maryland,  1958) 
Macrae,  Malcolm  M.,  Waco,  Texas  (George  Washington, 
1944) 

Maddux,  Ronald  A.,  Pensacola  (U.  of  Miami,  1970) 
Maerz,  John  C.,  Norristown,  Pa.  (Jefferson  M.  C.  1951) 
Magee,  Kenneth  G.,  Tucker,  Ga.  (U.  of  Maryland,  1963) 
Ma'ze,  John  C.,  Ann  Arbor,  Mich.  (U.  of  Michigan,  1968) 
Maldonado,  Benjamin  Jr.,  Washington,  D.  C.  (Loyola  U., 
1953) 

Malloy,  Francis  E.  Jr.,  Indianapolis,  Ind.  (Loyola  U., 
1961) 

Maloy,  William  C.,  Charleston,  S.  C.  (M.  C.  of  Georgia, 
1961) 

Malvin,  Harry  H.,  Deerfield,  111.  (Northwestern,  1956) 
Mandelbaum,  Harold  L.,  Brooklyn,  N.  Y.  (State  U.  of 
N.  Y.,  1954) 

Mandelstamm,  Maria,  Okemos,  Mich.  (U.  of  Munster, 
1955) 

Mani'rlia,  Antonio  J.,  Coral  Gables  (U.  of  Sao  Paulo, 
1963) 

Manning,  Irving  G.,  Bay  Shore,  N.  Y.  (Long  Island 
M.  C.,  1949) 

Mansoori,  Nahid,  Miami  (U.  of  Pahlavi,  1959) 


Marger,  Donald,  Plattsburgh  AFB,  N.  Y.  (Duke,  1969) 
Margeson,  Kenneth  L.,  Key  West  (Emory,  1969) 

Mark,  Harold  I.,  New  Rochelle,  N.  Y.  (M.  C.  of  Virginia, 
1937) 

Marks,  Charles,  Cleveland,  Ohio  (U.  of  Cape  Town,  1945) 
Maronpot,  Raymond  C.,  Bernardsville,  N.  J.  (George- 
town, 1950) 

Marrero,  Ana  R.,  Miami  Lakes  (U.  of  Paris,  1940) 
Martelo,  Orlando  J.,  Miami  (Javeriana  U.,  1960) 

Martin,  Frederick  T.,  Cincinnati,  Ohio  (U.  of  Cincinnati, 
1953) 

Martinez,  Carlos,  Orlando  (St.  Xavier,  1960) 

Martinez,  Milton  E.,  Hialeah  (Havana  U.,  1954) 

Mas,  Miguel  A.,  Indianapolis,  Ind.  (Havana  U.,  1957) 
Mascarenhas,  Eugene  L.,  Miami  Beach  (Grant  M.  C., 
1962) 

Mason,  Daniel  J.,  Brookville,  N.  Y.  (State  U.  of  N.  Y., 
1953) 

Maynard,  Frederick  M.,  Allen  Park,  Mich.  (Wayne  State, 
1943) 

McCabe,  John  C.,  New  York,  N.  Y.  (George  Washington, 
1967) 

McCann,  Gerald  J.,  Jacksonville  (U.  of  Californ'a,  1963) 
McCann,  Nessan,  Jacksonville  (U.  of  Ireland,  1949) 
McCormick,  Eldridge  E.,  Winston  Salem,  N.  C.  (U.  of 
Miami,  1970) 

McCreary,  Robert  H.,  Miami  (U.  of  Miami,  1970) 
McDonald,  William  J.,  Satellite  Beach  (U.  of  Illinois, 
1965) 

McElhinney,  Andrew  J.,  Pelham,  N.  Y.  (Cornell,  1954) 
McGinley,  Robert  B.,  Winter  Park  (Emo.y,  1970) 
McNally,  John  J.,  Bayport,  L.  I.,  N.  Y.  (Long  Island 

M.  C.,  1948) 

McVay,  James  R.  Jr.,  Boca  Raton  (Johns  Hopkins,  1944) 
McWilliams,  Neil  E.,  Gainesville  (U.  of  Florida,  1969) 
Medina,  Jorge  F.,  Cambridge,  Md.  (Havana  U.,  1944) 
Meghdadi,  Gholamali,  Memphis,  Tenn.  (Tehran,  1960) 
Meilman,  Jeffrey  G.,  Buffalo,  N.  Y.  (U.  of  Rochester, 
1969) 

Mendez,  Hedley  N.  Ill,  H'aleah  (U.  of  Miami,  1970) 
Mendez,  Luis  N.,  Miami  (U.  of  Havana,  1960) 

Menn,  Henry  W.  Jr.,  M’ami  Lakes  (Georgetown,  1964) 
Meta,  Louis  D.,  Shaw  AFB,  S.  C.  (U.  of  Pittsburgh, 
1967) 

Metzger,  Robert  A.,  Miami  (Creighton,  1964) 

Michaelis,  Stephen  C.,  Fort  Wayne,  Ind.  (Indiana  U., 
1937) 

Midgley,  Waldo  V.  S.,  White  Plains,  N.  Y.  (Columbia, 
1946) 

Mihajlov,  Igor,  Rochester,  N.  Y.  (Zagreb  U.,  1957) 
Milicic,  Matko,  Rochester,  Minn.  (U.  of  Basel,  1963) 
Miller,  Alan  I.,  Miami  (U.  of  Miami,  1967) 

Miller,  Robert  F.,  Durham,  N.  C.  (Duke,  1967) 

Minick,  James  E.,  Winston-Salem,  N.  C.  (Temple,  1951) 
Minick,  Russell  C.,  Somerset,  Pa.  (Temple,  1946) 

Miro,  Jose  M.,  Rome,  N.  Y.  (Havana  U.,  1952) 

Mitchell,  Russell  C.,  Tampa  (Oklahoma  U.,  1967) 

Mize,  Roby  D.,  APO  New  York  (U.  of  .\rkan'as,  1968) 
Molina,  Raul  G.,  Monahans,  Texas  (Havana  U.,  1960) 
Molina,  Rafael,  Skokie,  111.  (Cartagena  M.  S.,  1957) 
Moll,  Joseph  H.,  Stuart  (Jefferson  M.  C.,  1957) 

Monaco,  Benjamin  P.,  Pascagoula,  Miss.  (Wayne  State, 
1965) 

Monninger,  Hilmar  A.,  M’ami  (U.  of  Miami,  1970) 
Moore,  Jimmie  D.,  Orlando  (U.  of  Kansas,  1966) 

Mora,  Rene  M.,  Miami  (Havana  U.,  1950) 

Moran,  Leo  J.,  Gainesville  (U.  of  Minne=ota,  1Q54) 
Morgan,  James  D.,  Key  West  (Oklahoma  U.,  1961) 
Morgan,  Owen  K.,  Johnstown,  Pa.  (U.  of  Pittsburgh, 
1958) 

Morganroth,  Joel,  Boston,  Mass.  (U.  of  Michigan.  1970) 
Mork,  Gustave  W.,  Erie,  Pa.  (New  York  M.  C.,  1959) 
Morris,  Jerry  L.,  Jacksonville  (U.  of  Louisville,  1964) 
Morrisey,  Allen  W.,  Needham,  Mass.  (New  York  M.  C., 
1957) 

Morrison,  .Man  N.,  West  Hempstead,  N.  Y.  (State  U.  of 

N.  Y.,  1951) 

Moss,  Michael  M.,  Miami  (New  York  M.  C.,  1964) 
Moye,  Wayne  L.,  Coral  Gables  (U.  of  Miami,  1970) 
Muina,  Antonio  N.,  Pittsburgh,  Pa.  (Havana  U.,  1960) 
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Mukherjea,  Milan  M.,  Oaklawn,  111.  (U.  of  Calcutta, 
1965) 

Munoz,  Humberto  E.,  Woodbine,  Ga.  (Havana  U.,  1943) 
Munson,  Edwin  S.,  Gainesville  (U.  of  Tennessee,  1957) 
Muroff,  Lawrence  R.,  Fort  Lee,  N.  J.  (Harvard,  1967) 
Murray,  June  M.,  Brookline,  Mass.  (U.  of  Wales,  1956) 
Musella,  Rosario  A.,  St.  Petersburg  (U.  of  Naples,  1953) 
Muset,  Frank  Manchester,  N.  H.  (Long  Island  M.  C., 
1943) 

Xaidich,  Thomas  P.,  West  Hempstead,  N.  Y.  (New  York 
U.,  1969) 

Napoles,  Jose  R.,  Chicago,  111.  (U.  of  Barcelona,  1966) 
Natoli,  Dennis  T.,  N.  Miami  Beach  (Seton  Hall,  1964) 
Naya,  Jorge  A.,  Miami  (Havana  U.,  1944) 

Nelson,  Donald  C.,  Lake  Worth  (U.  of  Florida,  1970) 
Nemecek,  Jerry  J.,  Lake  City  (Charles  U.,  1953) 

Nemeth,  Clifford  J.,  Jacksonville  (U.  of  Colorado,  1968) 
Nevins,  Robert  C.  Jr.,  Delray  Beach  (Vanderbilt,  1965) 
Niggemann-Zayas,  Enrique,  C.,  Rio  Piedras,  P.  R.  (Ha- 
v^ana  U.,  1957) 

Niubo,  .\driano,  Elizabeth,  N.  J.  (Havana  U.,  1949) 
Nixon,  William  H.,  Fort  Walton  Beach  (M.  C.  of  Georgia, 
1961) 

Nogen,  Alan  G.,  Wichita  Falls,  Texas  (U.  of  Cincinnati, 
1965) 

Noroozi,  Iradj,  Flushing,  N.  Y.  (Tehran,  1964) 

Nowels,  .\nthony.  Fort  Lee,  N.  J.  (Columbia,  1968) 

O’Brian,  Jack  C.,  Peoria,  111.  (U.  of  Illinois,  1955) 
O’Brien,  John  C.  Jr.,  Dallas,  Texas  (St.  Louis  U.,  1969) 
O’Daniel,  Joseph  R.  Jr.,  Pensacola  (U.  of  Kentucky, 
1970) 

Oglesby,  James  E.,  Fort  Bragg,  N.  C.  (M.  C.  of  Georgia, 
1959) 

Okuboj'e,  Julius  Bronx,  N.  Y.  (Durham,  1961) 

Ohon,  Ross  G.,  Tampa  (Washington  U.,  1960) 

O’Malley,  Thomas  Rochester,  N.  Y.  (U.  of  Liverpool, 
1956) 

O'begozo,  Jose,  Cincinnati,  Ohio  (U.  of  Columbia,  1959) 
O'en,  Mark  E..  Hamden.  Conn.  (Harva'd,  1966) 

O'nstein,  David  H.,  Briarwood,  N.  Y.  (U.  of  Miami, 
1970) 

O’te^a,  Jesus,  Dea’-bo~n,  Mirh.  (U.  of  Ba-celona,  1964) 
Orteea,  To'ce  A.,  Bu-bank,  Calif.  (Havana  U.,  1960) 
Orzac,  Edward  S.,  Hewlett  Harbor,  N.  Y.  (U.  of  Virginia, 
1941) 

O'-ca-,  .Mvin  D.,  Columbus,  Ga.  (Jefferson  M.  C.,  1964) 
0‘eiza,  Jorse  Va’dosta,  Ga.  (Havana  U.,  1952) 
Owensby,  L’ndell  C.,  Conco’-d’a.  Kan.  (Washington,  1944) 
Ovman,  Rerep  C.,  Staten  I'land.  N.  Y.  (Istanbul,  1956) 
Ozsezen,  Bulent  Evansville,  Ind.  (.\nkara  U.,  1947) 

Pace,  Je'ome  V.  H.,  Fort  Myers  Beach  (U.  of  Nebraska, 
1921) 

Padron.  .\nselmo,  Balt'mo’'e,  Md.  (Havana  U.,  1947) 

Pase,  Robert  C.,  Delray  Beach  (State  U.  of  N.  Y.,  1933) 
Payes,  Fernando,  Danville.  Pa.  (Hav^ana  U.,  1929) 
Papa'el’a,  Je'ome  Ba^avna,  N.  Y.  (Hahnemann,  1948) 
Pa"do,  Laurindo  J.,  Ga'nesville  (Havana  U.,  1947) 
Pars'ck,  Daniel  P.,  Peckville.  Pa.  (Fa’-  Eastern  U..  1969) 
Pasrual,  Lnis  V-.  Rorkvi'le.  Md.  (Havana  U.,  1940) 
Pasrual,  Ma-io  .\.,  Miami  (Havana  U.,  1950) 

Pasternak,  Maxwell,  North  Haven,  Conn.  (U.  of  Toronto, 
1936) 

Patak',  Kenneth  I.,  Miami  (New  Yo“k  M.  C.,  1970) 
Pa*heia,  Su’-jit  S.,  Valpa-a’so,  Ind.  (Rangoon  U.,  1959) 
Paul-Dha-am.  Evanston.  111.  Medical  College.  India,  1955) 
Pecache,  Conrhita  C.  T.,  Madison,  Tenn.  (U.  of  Santo 
Tomas,  1954) 

Peine’-.  Lou’S.  Brooklyn,  N.  Y.  (New  Yo'k  U.,  1933) 
Peng,  Tseng  H..  Decatur,  Ga.  (U.  of  S.  C.,  1970) 

Pe-ae.  Vincent.  Me-’d“n.  Conn.  (Yale,  1946) 

Pe-alta.  To'-efa  B..  Ch'cago,  111.  (Manila  Central  U..  1953) 
Perrha’ski,  John  E.,  Fort  Penning,  Ga.  (U.  of  Flonda, 
1967J 

Pe~e-,  Howa-d  B..  Miami  (U.  of  Louisville,  1Q67) 

Pe-e-a,  Faustino  M..  Win^e*-  Haven  (Havana  U.,  1948) 
P^r^-a.  Isaac.  Cuba.  N.  Y.  (U.  of  Chile,  1961) 

Perez,  .\-tii-o  Bethlehem,  Pa.  (Santiago  de  Compostela 
M.  S.,  1968) 


Perez,  Florence,  Warren,  Mich.  (Havana  U.,  1952) 

Pesiri,  Anthony  J.,  Jamaica,  N.  Y.  (Marquette,  1945) 
Pheasant,  Thomas  R.,  Atlanta,  Ga.  (Case  Western  Reserve, 
1970) 

Phelan,  John  T.,  Buffalo,  N.  Y.  (Marquette,  1947) 
Phillips,  Fred  J.,  Quakertown,  Pa.  (U.  of  Pennsylvania, 
1943) 

Phillips,  Hance  C.  Jr.,  Satellite  Beach  (Northwestern, 
1969) 

Phillips,  James  D.,  St.  Petersburg  (U.  of  Tennessee,  1958) 
Pick,  Jerold  A.,  Oak  Park,  111.  (U.  of  Illinois,  1964) 
Pienkowski,  John  F.,  Miami  (Hahnemann,  1954) 

Pierce,  John  A.,  Gulford,  Conn.  (Georgetown,  1950) 
Pierson,  George  H.  Jr.,  Chapel  Hill,  N.  C.  (Duke,  1954) 
Pikler,  George  M.,  Rochester,  Minn.  (U.  of  Ecuador, 

1968) 

Pinera,  Antonio  C.,  Miami  (U.  of  Santiago,  1969) 

Pitman,  Ernest  R.,  Roslyn  Heights,  N.  Y.  (New  York 
U.,  1948) 

Pitrelli,  John  R.,  Kings  Park,  N.  Y.  (U.  of  Bologna,  1961) 
Pollock,  Edward  J.,  Yonkers,  N.  Y.  (Harvard,  1966) 
Polsky,  Elliot,  Woodbridge,  Conn.  (U.  of  Ghent,  1959) 
Popek,  Monique  M.  A.,  McAllen,  Texas  (U.  of  Brussels, 

1969) 

Porcello,  Joseph  A.,  Pleasantville,  N.  Y.  (New  York  U., 
1931) 

Porter,  Michael  J.,  Miami  Beach  (U.  of  Missouri,  1970) 
Portuondo,  Juan  M.,  Milledgeville,  Ga.  (Havana  U., 
1940) 

Posso,  Manuel,  Ithaca,  N.  Y.  (U.  of  Colombia,  1959) 
Post,  Donald  F.,  Deltona  (Jefferson  M.  C.,  1965) 

Powell,  Charles  H.,  Mars  Hill,  N.  C.  (Jefferson  M.  C., 
1954) 

Powell,  William  E.  Jr.,  Mars  Hill,  N.  C.  (Jefferson  M.  C., 
1950) 

Pratt,  Gilbert  W.,  Miami  (U.  of  Tennessee,  1966) 
Prendiville,  Maurice,  Heidelberg,  .APO  N.  Y.  (U.  of  Dub- 
lin, 1965) 

Pretter,  Paul  D.,  Pittsburgh,  Pa.  (U.  of  Louvain,  1961) 
Prohovnik,  Julius,  Chicago,  111.  (U.  of  Illinois,  1928) 
Punyaratabandhu,  Chalermchai,  Jacksonville  (Mahidol 
U.,  1965) 

Quintana,  Julio  C.,  Adelphi,  Md.  (Havana  U.,  1953) 

Rabhan,  VV’alter  N.,  Hampton,  Va.  (M.  C.  of  Georgia, 
1964) 

Raby,  Elliott  C.,  .\tlanta,  Ga.  (U.  of  Miami,  1970) 
Rachlin,  Edward  S.,  Fort  Lauderdale  (U.  of  Leiden,  Hol- 
land, 1955) 

Radin,  Robert  V.,  Omaha,  Neb.  (U.  of  Neb-aska,  1962) 
Raff,  Ira  L.,  Danbury,  Conn.  (New  York  M.  C.,  1964) 
Raffel,  Robert  E.,  Barksdale  AFB,  La.  (U.  of  Illinois, 
1969) 

Rafool,  Gordon  J.,  San  .\ntonio,  Texas  (M.  C.  of  Georgia, 

1968) 

Rak,  Max,  Richmond  Heights,  Ohio  (U.  of  Graz,  .Austin, 
1952) 

Ramaswamy,  Krishnaswamy,  Miami  (Gujaret  U.,  1962) 
Rambasek,  Edwa'd  S.,  Strongsville,  Ohio  (Case  Weste-n 
Reserve,  1942) 

Ramieri,  Joseph,  New  York,  N.  Y.  (New  York  M.  C., 

1969) 

Ramirez,  .\ntonio  I.,  Raifo-d  (Far  Eastern  U.,  1958) 
Ramirez,  Raimundo  J.,  College  Park,  Ga.  (Havana  U., 
1948) 

Ramos,  Pedro  J.,  Miami  (Havana  U..  1960) 

Ramsey,  Constance  K.,  Gainesville  (Washington  U.,  1966) 
Rasansky,  Harry  N.,  Merion  Station,  Pa.  (U.  of  Texas, 
1948) 

Rave'o,  Jorge  E..  O'lando  (Havana  U.,  1952) 

Raziano,  Joseph  V.,  New  York,  N.  Y.  (Cornell,  1962) 
Reaud,  .^ngel,  .\delphi,  Md.  (Havana  U.,  1934) 

Reder,  Benjamin,  Miami  (Boston  U.,  1939) 

Re’Uv,  John  W.,  Demarest,  N.  J.  (Columb’a  U.,  1964) 
Reinhold,  Herbert  E.,  Hackensack,  N.  J.  (New  York  U., 
1927) 

Reyes,  Orlando,  Highland  Pa-k,  111.  (Havana  U.,  1953) 
R’cra-di,  John  D..  Roslyn,  N.  Y.  (New  Yo-k  M.  C.,  1943) 
Richter,  Paul,  Richmond,  Va.  (U.  of  Buenos  Aires,  1960) 
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Risbeck,  Earl  C.,  Crescent  City  (Columbia,  1951) 

Rivera,  Miguel  R.,  Hollywood  (U.  of  Mexico,  1955) 
Rivera-Correa,  Hector  P.,  St.  Petersburg  (U.  of  Puerto 
Rico,  1964) 

Roberts,  Earl  J.,  Decatur,  Ga.  (Emory,  1969) 

Robinson,  Harold  G.,  Albany,  Ga.  (U.  of  Louisville,  1963) 
Roca,  Luis  A.,  Miami  (Havana  U.,  1960) 

Rodman,  George  H.  Jr.,  Miami  (U.  of  Kentucky,  1970) 
Rodriguez,  Hernando,  Newberry,  Mich.  (U.  of  Javeriana, 
1960) 

Rodriguez,  Jesus  M.,  Chattahoochee  (Havana  U.,  1938) 
Rodriguez,  Sergio  L.,  Staten  Island,  N.  Y.  (Havana  U., 

1959) 

Rodriguez,  William  H.,  Hialeah  (U.  of  Madrid,  1965) 
Rodriguez-Antunez,  Antonio,  Cleveland,  Ohio  (U.  of 
Granada,  1951) 

Rogers,  Robert  M.,  New  York,  N.  Y.  (New  York  M.  C., 
1970) 

Rogers,  William  D.  Jr.,  Chattahoochee  (U.  of  Miami, 
1970) 

Rogoff,  Robert,  Cleveland,  Ohio  (Western  Reserve,  1942) 
Rohan,  Michael  X.,  Miami  (U.  of  Florida,  1970) 

Rose,  Malcolm  R.,  New  York,  N.  Y.  (New  York  U.,  1969) 
Rosenfield,  David  A.,  Miami  (Northwestern,  1970) 
Rosenthal,  Stoyan  P.,  Brooklyn,  N.  Y.  (Tufts,  1957) 
Rosillo,  Francisco  E.,  Hagerstown,  Md.  (Havana  U., 
1949) 

Ross,  Paul  B.,  Great  Neck,  N.  Y.  (State  U.  of  N.  Y.,  1951) 
Ross,  Stanley,  Jamaica  Estates,  N.  Y.  (U.  of  Berne,  1956) 
Rotbart,  Abraham,  Miami  Beach  (U.  of  Kansas,  1970) 
Roth,  Leon,  Staten  Island,  N.  Y.  (Buenos  Aires  U.,  1956) 
Rothman,  Clarol  A.,  New  York,  N.  Y.  (Boston  U.,  1966) 
Rothman,  Herbert  L.,  New  York,  N.  Y.  (Boston  U., 
1966) 

Roy,  Douglas  M.,  West  Palm  Beach  (U.  of  Florida,  1970) 
Roy,  Robert  E.,  Ravenna,  Ohio  (Western  Reserve,  1949) 
Ruebel,  Armin  A.  L.,  Philadelphia,  Pa.  (U.  of  Wurzburg, 

1964) 
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Rueda,  Jorge  E.,  N.  Miami  Beach  (U.  of  Javeriana,  1963) 
Russell,  .\ttie  Y.,  Cincinnati,  Ohio  (U.  of  Chicago,  1958) 
Ryan,  Stephen  J.,  Providence,  R.  I.  (McGill,  1935) 


Sachs,  Joseph  M.,  Miami  (Alabama  M.  C.,  1966) 
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1943) 

Saikley,  Garrett  F.,  Durham,  N.  C.  (Duke,  1971) 
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Schilling,  Fred  J.  Jr.,  Old  Westbury,  N.  Y.  (Long  Island 
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1958) 
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Talbott.  John  H.,  Key  Biscayne  (Harvard,  1929) 
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Victorica,  Benjamin  E.,  Gainesville  (U.  of  Cuyo,  1964) 
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Zweig,  Arnold,  Hollywood,  (Chicago,  1964) 

Zygaj,  Eugene  J.,  Buffalo,  N.  Y.  (U.  of  Buffalo,  1950) 


FOR  YOUR  PATIENTS'  SAKE... AND  YOURS... 


Recommend  Home  and  Family  Services  when  your  patients  require  private  duty 
care.  Home  and  Family  has  proved  itself  worthy  of  your  trust  since  1963.  Superior 
care  is  our  only  acceptable  standard.  Every  case  is  supervised  by  a Registered 
Nurse. 

All  employees  are  carefully  screened  and  meticulously  trained  to  pro- 
vide custodial  and  convalescent  care  for  the  elderly  or  infirmed  in  the  pa- 
tient's own  home.  Live  in  and  hourly  personnel  are  available.  You  can  be 
sure  your  patients  will  get  the  best. 


HOME  AND  FAMILY  SERVICES,  INC. 

3604  University  Blvd.  South  • Jacksonville,  Florida  32216 
Telephone  (904)  733-4447 
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Approved  by  FMA 

Committee  on  Continuing  Education 


JANUARY 

2-  5 Sixth  Annual  Workshop  in  Teaching  Fam- 

ily Medicine,  Sheraton-Four  Ambassadors 
Hotel,  Miami.  For  information:  Div.  of 
Family  Medicine,  University  of  Miami 
School  of  Medicine,  Box  875,  Biscayne 
Annex,  Miami  33152. 

3-  8 Courses  of  Instruction  in  Coronary  Care 

for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

4-  9 Special  Procedures:  Radiological  Inter- 

pretations, Playboy  Plaza,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Mt, 
Sinai  Hospital,  4300  Alton  Rd.,  Miami 
Beach  33140. 

6-  9 Ninth  Annual  Postgraduate  Seminar  in 
Anesthesiology,  Playboy  Plaza  Hotel,  Mi- 
ami Beach.  For  information:  Jordan  Katz, 
M.D.,  Box  875,  Biscayne  Annex,  Miami 
33152. 

10-11  Infectious  Disease  1972:  Treatment  and 
Prevention,  Eden  Roc  Hotel,  Miami 
Beach.  For  information:  Frances  Richard- 
son, Mt.  Sinai  Hospital,  4300  Alton  Rd., 
Miami  Beach  33140. 

24-29  Courses  of  Instruction  in  Coronary  Care 
for  the  Practicing  Physician,  Jackson 
Memorial  Hospital,  Miami.  For  informa- 
tion: Louis  Lemberg,  M.D.,  P.  O.  Box 
10100,  St.  Petersburg  33733. 

FEBRUARY 

13-18  Seventh  Annual  Postgraduate  Course — 
Internal  Medicine  1972,  Sheraton-Four 
.■Ambassadors  Hotel,  Miami.  For  informa- 
tion: J.  Bodes,  M.D.,  Box  875,  Biscayne 
* .Annex,  Miami  33152. 

MARCH 

4 Sixteenth  Watson  Clinic  .Annual  Seminar, 
Watson  Clinic,  Lakeland.  For  information: 
Brunildo  A.  Herrero,  M.D.,  Watson  Clinic, 
Lakeland,  Florida  33802. 


15-18  Fourth  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton-Four  .Ambassadors 
Hotel,  Miami.  For  information:  Michael 
S.  Gordon,  M.D.,  Box  875,  Biscayne  .Annex, 
Miami  33152. 

15-19  Fourth  .Annual  Nuclear  Medicine  Seminar, 
Playboy  Plaza  Hotel,  Miami  Beach.  For 
information:  Susan  R.  Cohen,  B.A.,  Div.  of 
Nuclear  Medicine,  Box  875,  Biscayne  .An- 
nex, Miami  33152. 


National  and  Regional 
Meetings  Held  in  Florida 

JANUARY 

17-19  American  College  of  Surgeons,  Sectional 
Meeting.  Sheraton-Four  Ambassadors 
Hotel,  Miami.  Info.  Communications  Divi- 
sion, 55  E.  Erie  St.,  Chicago  60611. 

FEBRUARY 

28-Mar.  3 American  Society  of  Contemporary 
Medicine,  Diplomat  Hotel,  Hollywood. 
Dir.:  John  Bellows,  M.D.  ,30  N. 

Michigan  Ave.,  Chicago  60602. 

28-Mar.  3 American  Society  for  Contemporary 
Ophthalmology,  Diplomat  Hotel,  Hol- 
lywood. Dir.:  John  Bellows,  M.D., 
30  N.  Michigan  Ave.,  Chicago  60602. 

28-Mar.  3 Society  of  Cryosurgery,  Diplomat 
Hotel,  Hollywood.  Dir.:  John  Bel- 
lows, M.D.,  30  N.  Michigan  Ave., 
Chicago  60602. 


Florida  State  Board  of  Medical  Examiners: 
January  16-18,  1972,  Tampa 

For  information:  Mrs.  Marjoriann  Keebler,  Assis- 
tant Director,  Florida  State  Board  of  Medical 
Examiners,  2717  E.  Oakland  Pk.  Blvd.,  Fort 
Lauderdale,  Fla.  33306. 


66 


VOLUME  58/NUMBER  12 


HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  ha? 
been  the  theme  during  its  46 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  Is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  hospital  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  ond 
is  also  approved  for  Medicare  patients. 


HOSPITAL 

BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ASIA 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  879-4411 
2655  Swann,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 
GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER,  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
priming  problems  by  intelligently  assisting  on  ali 
details. 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

6315  Anderson  Rd.  33614 
(813)  884-3409 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


I 


TUCKER  HOSPITAL  INC. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
(Visiting  hours  2:00  p.m.  - 8:00  p.m.  daily) 


James  Asa  Shield,  M.D.  VVeir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 
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Actions  and  Inactions  (Reprinted  from)  S6-6 

A Doctor’s  Day  Tribute  (Reprinted  from)  63-8 

Aging,  Council  on  (Organization)  S2-2 

Annual  Meeting  Proceedings  Issue: 

First  House  of  Delegates — 

97th  Annual  Meeting  24-7 

General  Session — 97th  Annual  Meeting  23-7 

Index  to  Proceedings — 97th  Annual  Meeting  118-7 

Ninety  Seventh  Annual  Meeting  66-4 

President’s  Address  21-7 
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97th  Annual  Meeting  70-7 

An  Appeal  From  Blue  Shield  (Organization)  40-10 

Anxiety  and  Depression,  Treating  Elderly 
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A Reason  for  Surveillance  (Editorial)  58-9 
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The  Natural  Histo”y  of  Diabetes  Mellitus  31-5 
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Acute  Management  of  D’abetic  Ketoacidosis  41-5 

Chronic  Management  of  Diabetes  in  Children  ....  43-5 

Metabolic  Effects  of  Glucagon  45-5 

The  Disturbed  Child  With  Diabetes  47-5 
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in  Diabetes  Mellitus  50-5 

The  Hypoglycemias  of  Childhood  and 

Their  Evaluation  52-5 

Management  of  Hypoglycemia  55-5 

Ketotic  Hypoglycemia — New  Observations  57-5 

Blood  Transfusions  (Editorial)  39-12 

Board  of  Governors  Actions  48-12 

Cancer  in  Children  Issue: 

Diagnosis  and  Treatment  of  Childhood  Cancer  ..  21-11 

Chemotherapy  in  Chi'dhood  Malignancies  24-11 

Radiotherapy  of  Childhood  Cancer  36-11 
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Current  Management  of  Retinoblastoma  44-11 
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Abel,  Be’-nard,  Miami  15-3 

Adickes,  Edward  J.,  Indialantic  43-12 

Bailey,  Jesse  K.,  Miami  63-6 

Broward,  John  A.,  Miami  43-12 

Caldwell,  Frederic  E.,  Fort  Walton  Beach  63-6 

Cantor,  Jack  L.,  Miami  Beach  43-12 

Canning,  Harold  B.,  Wewahitchka  15-3 

Chambers,  Silas  E.,  Miami  15-3 

Chittenden,  George  E.,  Winter  Park  80-8 

Christie,  Gerard  E.,  Titusville  15-3 

Creel,  William  J.,  Eau  Gallie  15-3 

Denman,  Francis  E.,  Miami  Beach  15-3 

Ebert,  William  B.,  Deerfield  Beach  43-12 


Farrington,  Robert  F.,  Miami  80-8 

Feaster,  Orion  0.,  Long  Beach,  Miss 79-9 

Feigenbaum,  David,  Miami  63-6 

Gable,  Linwood  M.,  St.  Petersburg  63-6 

Gould,  Sylvester  E.,  Miami  63-6 

Habegger,  Myron  L.,  Rockledge  43-12 

Harris,  Robert  M.,  Miami  Beach  43-12 

Hasty,  Frederick  E.,  Coral  Gables  80-8 

Hicks,  Lawrence,  Pensacola  . 43-12 

Howell,  Robert  S.,  Coral  Gables  43-12 

Ingram,  William  Jr.,  Jacksonville  15-3 

Kneedler,  Milo  W.,  Clearwater  63-6 

Kobley,  Donald  E.,  Miami  63-6 

Lockwood,  Raymond  M.,  Clearwater  43-12 

Lefholz,  Rothwell,  Miami  63-6 

Martin,  Richard  A.,  Ft.  Lauderdale  80-8 

Meehan,  Matthias  P.,  Miami  43-12 

Miller,  Robert  L.,  Daytona  Beach  63-6 

Mitchell,  Wilbam  S.,  Orlando 63-6 

Montague,  Fairfax  E.,  Palatka  43-12 

Nelson,  Orville  N.,  St.  Petersburg  . 15-3 

Nix,  Oscar  G.,  Pensacola  43-12 

Oliphant,  Jones  B.,  Crystal  River  15-3 

Pilcher,  John  J.  Jr.,  Boynton  Beach  63-6 

Putnam,  George  H.,  Keystone  Heights  15-3 
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Care  for  the  Home  D'alysis  Patient  40-9 
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Political  Medicine,  Problems  (Organization)  63-1 

Postgraduate  Education,  Committee 
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The  Certified  Medical  .Assistant 

(Reprinted  from)  .. 69-9 

The  Physician  as  an  Insurer  (Repnnted  from)  54-6 

The  Physician’s  Assistant — Who  Needs  Him! 

(Rep-inted  from)  . . ..  71-9 

To  Promote  Better  Medical  Care  in  Florida 
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Venomous  Snake  Bite,  Subcommittee 
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Wo'ms  in  Florida,  Subcutaneous  Filarial 

(Scientific)  26-10 

Woman’s  .Auxiliary: 

.Adieu  to  .Aquarius  108-7 

.A  Preview  82-9 

Fifth  .Annual  Benefit  .Art  Show  72-4 

Half  Time  Report  — . 46-1 

On  the  Run  . 64-3 

President,  Woman’s  .Auxiliary,  Speaks  . . 84-7 

.Authors 

.Abramson,  Neil,  Jacksonville  39-12 

.Aleman,  Juan,  Jacksonville  29-4 

.Andrews,  F 'ederick  C.,  Mt.  Do"a  46-2 

.Andreae,  Robert  L.,  Ft.  Lauderdale  41-12 

.Angrist,  .Alfred,  Bronx,  N.  Y 52-9 

.Annis,  Jere  W.,  Lakeland  . 54-6 

.Appleyard,  John,  Pensacola  54-9 
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Ariet,  Mario,  Gainesville  . 41-1 

Barnard,  George,  Gainesville  31-3 

Beber,  Charles  R.,  Miami  35-3 

Beehler,  Cecil  C.,  Ft.  Myers  65-8 

Befeler,  Benjamin,  Miami  24-12 

Berry,  Courtlandt  D.,  Naples  67-11 

Berry,  William  B.,  Miami  32-10 

Blackboume,  Brian  D.,  Miami  37-4 

Bloom,  Gerald  E.,  Gainesville  24-11 

Brennan,  Robert  j..  Ft.  Lauderdale  62-1 

Brom,  Bernard,  Miami  29-2 

Britt,  Mildred,  Miami  40-9 

Brumback,  C.  L.,  W.  Palm  Beach  28-4 

Bumam,  J.  A.,  Miami  27-6 

Butts,  David  C.,  Miami  33-4 

Carmichael,  Lynn  P.,  Miami  37-4 

Catanzaro,  Ronald  J.,  W.  Palm  Beach  47-4 

Cohen,  Lawrence  S.,  Miami  21-10,  24-12 

Cooper,  John  A.  D.,  Washington,  D.  C 36-1 

Collins,  Clyde  M.,  Jacksonville  17-1,  47-1,  44-2,55-3, 

57-3,  58-4,  60-5,  72-5,  40-6,  41-6,  89-7, 
53-8,  57-9,  48-10,  49-10,  58-11,  60-11,  38-12 

Cook,  James  T.,  Marianna  . 7-1,  6-2,  6-3,  7-4,  7-5 

Corcoran,  F.  H.,  Tampa  38-10 

Corwin,  James  H.,  Jacksonville  89-7 

Crevasse,  Lamar,  Gainesville  41-1 

Daly,  James  W.,  Gainesville  25-6 

Daly,  Thomas  E.,  W.  Palm  Beach  27-10 

Davies,  John  E.,  Miami  37-4 

Davis,  Albert  J.,  St.  Petersburg  31-6 

Dean,  William  J.,  St.  Petersburg  40-10 

Dedo,  Richard  G.,  Jacksonville  52-11 

Dever,  Richard  C 72-8 

Drash,  Allan,  Pittsburgh,  Pa 23-5,  38-5,  52-5 

Dunn,  Charles  A.,  Miami  61-2,  58-3 


Edmundson,  Walter  F.,  Miami  37-4 

Eichenbaum,  Harry  W.,  St.  Petersburg  60-6,  66-10 

Engel,  David,  Augusta,  Ga 37-4 

Farrington,  Joseph,  Jacksonville  41-3 

Ferrer,  Jorge  A.,  Gainesville  44-11 

Finegold,  Ira.,  Hollywood  64-4 

Fleming,  Jack  W.,  Pensacola  19-9,  54-9 

Flynn,  Joseph  C.,  Orlando  74-11 

Fogel,  Bernard  J.,  Miami  28-1 

Gage,  Ruth,  Jacksonville  40-9 

Granatir,  R.  F.,  Tampa  ...  38-10 

Gilbert,  Michel,  Miami  45-11 

Grossnickle,  J.  W.,  Stuart  26-10 

Gutman,  Paul  E.,  Pompano  Beach  56-6 


Hall,  Jack  W.,  Pensacola  60-2,  50-10 

Hampton,  H.  Phillip,  Tampa  75-8 

Hendrix,  Joseph  P.,  Port  St.  Joe  70-5 

Henry,  Richard  A.,  Gainesville  31-9,  38-1 

Hildner,  Frank  J.,  Miami  Beach  21-10,  24-12 

Holloway,  R.  M.  Jr.,  Orlando  42-3 

Hubbard,  William  H.,  Daytona  Beach  33-1 

Hurt,  Floyd  K.,  Jacksonville  7-6,  6-8,  7-7,  7-9, 

10-10,  6-11,  7-12 


Ingram,  James  M.,  Tampa  53-8 

Irwin,  Thomas  M.,  Jacksonville  30-6 

Jacobson,  L.  H.,  Stockton,  Calif 76-5 

Javier,  Roger  P.,  Miami  21-10,  24-12 

Johnson,  Herbert  F.,  Tampa  36-11 

Johnson,  Robert  P.,  Tallahassee  21-4 

Kalian,  Joel  P.,  Miami  65-8 

Kaiser,  Martin  H.,  Miami  19-2,  29-2 

Karacan,  L,  Gainesville  31-3 

Kendall,  Colin,  Temple  Terrace  64-8 

Koch,  Kjell,  Miami  24-11 

Lamb,  Roger,  Birmingham,  Ala 54-9 

Lamphier,  Timothy  A.,  Miami  Beach  39-3 

Langhorne,  William  H.,  Pensacola  38-9 

Lanier,  James  C.,  Jacksonville  19-12 

Larimore,  Granville  W.,  Tampa  23-8 


Leaverton,  David  R.,  Gainesville  47-5 

Lehman,  David  J.,  Hollywood  23-4 

Lieber,  A.  L.,  Miami  Beach  63-8,  64-8,  80-9 

Londono,  J.  H.,  Gainesville  45-5 

Materson,  Barry  J.,  Miami  34-6 

McCammon,  Robert  E.,  Tampa  21-3 

McFarlane,  Judith,  Gainesville  50-5 

McGarry,  John  F.,  W.  Palm  Beach  28-4 

Miller,  Morton  L.,  Opa  Locka  61-2 

Mitre,  Ricardo,  J.,  Jacksonville  28-3 

Montgomery,  C.  T.,  Jacksonville  28-3 

Moore,  Thomas,  Augusta,  Ga 37-4 

Morelli,  Louis  V.,  Tallahassee  25-4 

Morris,  John  W.,  Daytona  Beach  24-3 

Mullen,  Sanford  A.,  Jacksonville  69-4 

Munoz,  Juan  R.,  Miami  34-10 

Murray.  Louis  C.,  Orlando  . 20-1 

Nelson,  Frank  D.,  Tallahassee  32-4 

Nesmith,  M.  A.  Jr.,  Sanford  36-6 

Nock,  Mrs.  Wesley  S.,  Miami  82-9 

Northrop,  Mead  F.,  Tampa  36-11 

O’Brien,  Donough,  Denver,  Colo 35-5,  43-5,  55-5 

O’Leary,  James  A.,  Miami  28-12 

Overbey,  David  T.,  St.  Petersburg  21-6 

Papper,  E.  M.,  Miami  28-1,  62-5,  27-8,  68-11 

Parker,  Ronald,  W.  Palm  Beach  27-10 

Penrod,  Kenneth  E.,  Tallahassee  47-9,  20-1 

Perez-Stable,  Eliseo,  Miami  34-10 

Pickard,  Robert  E.,  Miami  27-6 

Polk,  Hiram  C.  Jr.,  Miami  26-2 

Pond,  William  L.,  Miami  48-8 

Porter,  John  E.,  Miami  51-8 

Powell,  Leon  W.  Jr.,  Stuart  26-10 

Pratt,  Harry  D.,  Atlanta,  Ga 51-8 

Quehl,  Thomas  M.,  St.  Petersburg  43-4 

Rennert,  Owen  M.,  Gainesville  29-5,  41-5 

Resnick,  Sorrel  S.,  Miami  76-5 

Rogers,  I.  Arvey,  Miami  32-2 

Rosenbloom,  Arlan  L.,  Gainesville  31-5,  57-5 

Sachs,  Barry  F.,  Jacksonville  49-11 

Salam,  Atef  A.,  Miami 21-2 

Sales,  Louis  M.,  Jacksonville  28-3,  31-12,  40-12 

Samet,  Philip,  Miami  21-10,  24-12 

Scheib,  Eileen  T.,  Miami  34-10 

Schiff,  Eugene  R.,  Miami  36-2 

Schlang,  Henry  A.,  Tampa  38-10 

Segel,  Nathan,  Miami  21-10 

Shapiro,  -Alvin  P.,  Miami  34-10 

Shocket,  Everett,  Miami  72-8 

Shofner,  Jerrell  H.,  Tallahassee  59-8 

Slonim,  Ralph,  Miami  73-8 

Smith,  Donn  L.,  Tampa  27-1,  90-7,  55-10 

Smith,  Richard  A.,  Seattle,  Wash 40-1 

Sowder,  Wilson  T.,  Jacksonville  58-9 

Sperber,  Perry  A.,  Daytona  Beach  99-7 

Straight,  William  M.,  Miami  60-6,  31-8 

Suter,  Emanuel,  Gainesville  24-1,  51-6,  61-9,  34-12 

Talbert,  James  L.,  Gainesville  21-11 

Taylor,  G.  Dekle,  Jacksonville  33-6 

Trice,  E.  W.,  Orlando  74-11 

Vickers,  F.  Norman,  Pensacola  98-7 

Walker,  James  W.,  Jacksonville  34-9 

Warren,  W.  Dean,  Miami  21-2 

Webb,  H.  Warner,  Jacksonville  47-11 

Weber,  Robert  B.,  Winter  Park  35-4 

White,  L.  E.  Jr.,  Gainesville  43-11 

Wilkinson,  Albert  H.  Jr.,  Jacksonville  42-11,  54-11 

Willey,  Edward  N.,  St.  Petersburg  58-3,  98-7 

Willey,  Ronald  R.,  Clearwater  21-6 

Williams,  R.  L.,  Gainesville  31-3 

Willis,  Paul  D.,  Jacksonville  36-9 

Wolfson,  Sorrell  L.,  Tampa  24-11 

Worthen,  David  M.,  Gainesville  59-11 

Zellner,  Robert  E.,  Orlando  51-3,  73-8 

Zeppa,  Robert,  Miami  26-2 
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physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY:  For  sharp,  pro- 

gressive GP  associate.  Central  Florida  near  Disney 
World.  Excellent  facilities.  Pay  and  future  open. 
Write  C-994,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 


GENERAL  PRACTITIONERS  OR  INTER- 
NISTS: Needed  in  Gulf  Coast,  central  Florida  com- 
munity hospital  of  75  beds,  going  to  llS.  Contact  Ad- 
ministrator, Tarpon  Springs  General  Hospital,  1395  S. 
Pinellas  venue.  Tarpon  Springs,  Florida  33589.  Phone 
(813)  937-5161. 


FORT  L.\UDERDALE  AREA:  Associate  for 
Family  Practice  with  A..\.G.P.  member.  No  OB, 
Florida  license  required.  Five  minutes  from  260-bed 
general  hospital.  Good  residential  area  and  schools. 
Send  resume  to:  Max  Sluchak,  M.D.,  P.A.,  6991  West 
Broward  Boulevard,  Plantation,  Florida  33314. 


GENER-\L  PRACTITIONER  W.\NTED  to  associ- 
ate with  solo  general  practitioner  in  South  Miami, 
Florida.  Write  C-518,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


WANTED:  General  Practitioner  or  internist  to 

work  in  busy  South  Miami  Beach  Clinic.  Telephone 
Dr.  Lamphier  at  (305)  531-3336. 


BUSY  GT.  NEEDS  ASSOCL\TE:  Beautiful  small 
town  50  miles  south  of  Disney  World.  Adequate  office 
facilities  and  two  excellent  hospitals.  Professional  as- 
sociation with  profit  sharing  plan  and  employee  pension 
trust.  Excellent  salary  with  generous  yearly  bonus. 
Call  collect  or  write  to  B.  C.  Ostling,  M.D.,  P..^.,  Box 
1468, 'Avon  Park,  Florida  33825.  (813)  453-3121. 


URGENTLY  NEEDED;  GP  to  join  well  estab- 
lished physician.  Newly  constructed  office  including 
laboratory  and  x-ray.  Town  close  to  Miami  and  Palm 
Beaches,  with  all  sports  available.  Write  Edward  B. 
McConville,  M.D.,  406  Deane  Duff  Ave.,  Clewiston, 
Florida  33440.  Phone  983-8531. 


Specialists 


INTERNIST,  UROLOGIST,  GP’s.;  Outstanding 
opportunities  in  progressive  nonurban  community  serv- 
ing 20,000.  Write  John  H.  Parker,  M.D.,  Chief  of 
Staff,  Doctors  Memorial  Hospital,  Perry,  Florida  ;J2347. 


RADIOLOGIST  WANTED;  Must  be  board  cer- 
tified, for  55-bed  accredited  community  hospital,  in 
expansion  to  100  beds,  Brooksville,  Florida.  Please 
contact  Dr.  J.  C.  Ajac,  Radiologist  at  (904)  796-3507 
or  (904)  796-9636. 


INTERNIST;  Board  eligible  or  certified  for  asso- 
ciation in  new  office.  Outstanding  opportunity  for 
eager  individual.  Terms  open.  Excellent  hospital  facil- 
ities. Irwin  Leider,  M.D.,  240  N.  Frederick  Avenue, 
Suite  B,  Daytona  Beach,  Florida  32014. 


GENERAL  SURGEON,  UROLOGIST,  INTER- 
NIST wanted  to  join  a multi-specialist  group,  special- 
ist-oriented. Excellent  facilities,  fee  for  service  basis. 
Financial  arrangements  open.  All  the  above  specialties 
are  represented.  Contact  Dr.  Tim  N.  Howell,  Gessler 
Clinic,  Winter  Haven,  Florida  33880. 


INTERNIST  W.\NTED:  Board  eligible  or  cer- 

tified, preferably  with  subspecialty,  interest  in  hematol- 
ogy and/or  gastroenterology  to  join  flourishing  practice 
in  Fort  Lauderdale  area.  Excellent  salary  and  fringe 
benefits  first  year,  leading  to  association.  Must  have 
Florida  license.  Please  phone  (305)  565-6434. 


NEEDED  IMMEDL\TELY:  Four  internists, 

urologists,  orthopedists  and  general  surgeon  for  prac- 
tice in  area  of  rapid  growth.  Modern  local  hospitals. 
Contact  Warren  A.  Clark.  M.D.,  P.O.  Box  1376,  New 
Port  Richey,  Florida  33552.  Phone  (813)  849-1386. 


Miscellaneous 


PHYSICI.\NS  W.\NTED  IN  FLORIDA,  DIVI- 
SION OF  MENTAL  HEALTH:  Positions  are  avail- 

able for  qualified  physicians  (Florida  license  not  re- 
quired) . (jeneral  practitioners,  internists,  surgeons,  psy- 
chiatrists— in  the  hospital  facilities  of  the  Division  of 
Mental  Health.  Interest,  accompanied  by  a curriculum 
vitae,  should  be  directed  to  E.  Arthur  Larson,  M.D., 
Deputy  Director  for  Hospitals  and  Institutes,  Division 
of  Mental  Health  200  East  Gaines  Street,  Room  425, 
Tallahassee,  Florida  32304. 
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WANTED  IMMEDIATELY:  Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  Coun- 
ty, Northwest.  General  practitioners,  internists  and 
pediatricians  in  particular.  Inquiries  regarding  practice 
in  this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


DUNEDIN,  Pinellas  County,  middle  west  coast, 
Clearwater  area.  Thirty-six  physician  multispecialty 
group  seeking  internist-gastroenterologist,  neurologist, 
pathologist,  obstetrician-gynecologist,  GP,  and  emer- 
gency room  physician.  Affiliated  general  hospital  just 
expanded  to  308  beds.  Clinic  expansion  to  be  com- 
pleted January  1972.  Long  range  plans  for  650  beds 
and  75-physician  clinic.  No  investment  required.  Con- 
tact Donald  M.  Schroder,  administrator.  Mease  Hos- 
pital and  Clinic,  P.O.  Box  760,  Dunedin  33528,  phone 
(813)  733-1111. 


ADDITIONAL  PHYSICIANS  URGENTLY 
NEEDED:  GP,  internal  medicine,  obstetrics,  pediat- 

rics, and  general  surgery.  Modern  office  immediately 
available.  Contact  Pat  M.  Woodward,  M.D.,  P.O.  Box 
819  Quincy,  Florida  32351. 


ST.\FF  PHYSICLAN:  State  facility  for  mentally 

retarded.  Beginning  salary  depending  on  qualifications. 
Reply  to  include  brief  summary  of  professional  experi- 
ence. Send  to  W.  B.  Barrow,  M.D.,  Medical  Director, 
P.O.  Box  2369,  Ft.  Myers,  Florida  33902. 


GENERAL  PRACTITIOxNERS,  INTERNISTS, 
PEDI.ATRICIANS:  Urgently  needed  in  new  Central 

Brevard  Medical  Center  located  midway  between  two 
fine  hospitals  and  minutes  from  the  Kennedy  Space 
Center.  Space  supplied,  rent  free,  until  office  com- 
pleted to  individual  specifications.  Further  details: 
Central  Brevard  Medical  Center,  Suite  210,  1395  N. 
Courtenay  Parkway,  Merritt  Island,  Florida  32952. 


PHYSICIANS  WANTED:  General  practitioner, 

internist  or  physician  with  surgical  training,  to  join 
six  man  medical  group  in  metropolitan  Miami  area. 
Excellent  unlimited  earnings  opportunity.  Percentage 
with  guaranteed  minimum.  All  benefits  of  group  prac- 
tice. Contact  S.  L.  Weiss,  M.D.  or  Eli  Galitz,  M.D., 
1025  E.  25th  St.,  Hialeah,  Florida  or  (305)  696-0842. 


URGENT — Partner  to  share  expanding  practice 
(GP  & OB).  Excellent  opportunity  to  right  young  man 
with  Florida  license.  Salary  first  6-12  months,  then 
partnership.  Lovely  small  Central  Florida  community 
close  to  Orlando  and  new  Disney  World.  GP  area  with 
155  bed  hospital  nearby  and  ability  to  advance  surgical 
privileges.  Phone:  (904)  383-3767  or  (904)  383-3143. 
Contact  Randall  B.  Whitney,  M.D.,  408  Highway  19- 
Alt.,  Mount  Dora,  Florida  32757. 


EMERGENCY  ROOM  PHYSICIANS  for  24-hour 
coverage.  Part  time  acceptable.  Florida  license  and 
malpractice  required.  Contact  J.  Allen  Baker,  M.D., 
Chief  of  Staff  or  Ben  Clarke,  Adm.,  Glades  General 
Hospital,  Belle  Glade,  Florida  33430.  (305)  996-6571. 

MEDICAL  .ARTS  CENTER:  Unique  and  mod- 

ern, under  construction.  Specialty  3-man  expansion 
wing  planned.  .Area  needs  ENT,  internist,  ophthal- 
mologist and  urologist.  .Also  see  “URGENT”  ad. 
Randall  B.  Whitney,  M.D.,  408  Highway  19-.AU., 
Mount  Dora,  Florida  32757. 

PHYSICI.ANS  NEEDED  for  group  practice  in 
modern  clinic,  especially  in  field  of  GP,  pediatrics,  and 
internal  medicine.  County  experiencing  extremely  rapid 
growth.  Contact:  Director,  Charlotte  Inter-Medic 

Health  Center,  1120  South  Tamiami  Drive,  Port 
Charlotte,  Florida  33950.  Telephone  (813)  629-7501. 

EMERGExNCY  ROOM  PHYSICLAN:  Needed  for 
St.  Petersburg  hospital  some  time  after  the  new  year. 
42-hour  week.  Contact  H.  W.  Brown,  M.D.,  755-19th 
.Ave.,  N.,  St.  Petersburg,  Florida  33704. 

COUNTY  HEALTH  DIRECTOR:  Excellent  posi- 
tion available  in  rural  area  of  Florida  with  residency 
on  Gulf  Coast.  Write:  Wilson  T.  Sowder,  M.D.,  Dir., 
Division  of  Health,  Box  210,  Jacksonville,  Florida 
32201. 

situations  wanted 

POSITION  W.ANTED:  GP,  12  years,  Florida 

license,  wishes  emergency  room,  industrial,  group  or 
clinic  on  East  or  West  coast.  Available  July  1972. 
Elliot  Polsky,  M.D.,  127  Dogwood  Rd.,  West  Haven, 
Conn.  06516.  (203)  795-3644. 

POSITION  WANTED:  53-year-old,  board  certified 
obstetrician-gynecologist,  university  trained  — sub- 
specialty infertility  and  cytology  — Florida  license. 
Former  chief  and  director  of  ob-gyn  department, 
clinical  teaching  e.xperience.  Now  successful  director  of 
medical  education  wishes  opportunity  to  join  group 
practice  in  ob-gyn  or  clinic  in  Florida.  Will  also  con- 
sider position  of  medical  director,  director  of  medical 
education  or  director  of  ob-gyn  programs.  Excellent 
references.  Please  contact  Richard  C.  Ashcom,  M.D., 
St.  Elizabeth  Medical  Center,  601  Miami  Boulevard, 
W.,  Dayton,  Ohio  45408.  Phone  Home  (513)  434-8695 
or  Office  (513)  223-3141. 

R.ADIOLOGIST:  Florida  license.  Board  certified 
and  experienced,  seeks  hospital,  clinic  or  association 
with  radiologist (s).  Reply  to  C:-5ll,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 

GENER.AL  SURGEON:  Board  certified,  F.ACS, 

age  50,  Florida  licensed,  tremendous  experience  in  all 
phases  of  general  surgery  including  endoscopy,  head 
and  neck  and  thoracic,  desires  opportunity  in  his  field 
in  Florida.  Will  consider  medical  group,  partnership, 
full  time  hospital  position  or  private  practice  oppor- 
tunity. Willing  to  invest.  Contact  Leonard  Lieberson, 
M.D.,  7900  Kennedy  Blvd.,  North  Bergen,  New  Jersey 
07047.  Phone  (201)  869-5549. 

SITU.ATION  W.ANTED:  40  year  old,  active  mid- 

western  general  practitioner  with  Florida  license  desires 
position  or  association  with  either  group,  private  or 
industrial  practice  in  Miami  or  nearby  Florida  areas. 
Write  C-983,  P.O.  Box  2411,  Jacksonville,  Florida 
32203. 
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practice  available 


OB-GYN.  PRACTICE,  EQUIPMENT  AND 
FURNISHINGS  FOR  SALE;  Located  in  central  area 
of  Coral  Gables.  Approximately  1,000  sq.  ft.  consist- 
ing of  reception  room,  business  office,  two  examining 
rooms,  laborator>',  powder  room  and  consultation 
room.  New  lease  available.  For  further  information 
write  R.  B.  Chrisman  Jr.,  M.D.,  819  North  Greenway 
Drive,  Coral  Gables,  Florida  33134. 


real  estate 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S1S0. 


FOR  SALE;  Five  room,  red  brick,  medical  office 
building  situated  on  large,  landscaped  lot  in  Jackson- 
ville. Office  fully  equipped.  Good  location  on  main 
thoroughfare  in  well  populated  area.  Ample  parking 
facilities.  For  further  information,  telephone  (904) 
389-0552. 


IMMEDI.ATE  OCCUPANCY:  Approximately  800 
sq.  ft.  of  office  space,  ideal  for  medical  suite  located 
on  Kane  Concourse  in  prestigious  Bay  Harbor  Island, 
Miami  Beach,  Florida.  Inquire;  Miss  Page  (305) 
866-1421. 


PROFESSIONAL  OFFICES  AVAILABLE.  Medi- 
cal Arts  Building,  1012  Volusia  Avenue,  Daytona 
Beach,  Florida.  Ideal  central  location,  can  remodel  to 
suit.  All  utilities  and  services.  Contact  J.  Wescott, 
M.D.  or  call  (904)  252-4621. 

FOR  LEASE:  Medical  Arts  Building  in  Florida. 
Gulf  Coast,  Clearwater,  St.  Petersburg  area,  across 
street  from  300-bed  general  hospital.  For  information 
write  Medical  Arts  Building,  P.O.  Box  999,  Dunedin, 
Florida  33528. 

OFFICE  SP.ACE  AVAIL.\BLE;  In  medical  build- 
ing with  10  specialists  on  the  beach  side  in  Daytona. 
Call  collect  VV.  L.  Jennings,  M.D.,  135  Broadway, 
Daytona  Beach,  Florida  (252-0910). 

HOLLYWOOD— SPACE  AVAILABLE.  New 

Medical  Offices.  Will  partition  to  suit  tenant.  Ideal 
location — Hollywood  Boulevard  at  Riverside  Military 
.■\cademy  Circle.  For  information  call:  989-9800. 


Classified  advertising  rates  are  $5  for  the  first 
25  words  or  less  and  20  cents  for  each  additional 
word.  Deadline  is  first  of  month  preceding  month 
of  publication. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Floyd  K.  Hurt,  M.D.,  Jacksonville,  President 
William  J.  Dean,  M.D.,  St.  Petersburg,  President-Elect 
Ray  E.  Murphy  Jr.,  M.D.,  Pompano  Beach,  Vice  President 
Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 
Eranklin  j.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 
James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 
James  T.  Cook,  M.D.,  Marianna,  Immediate  Past  President 
W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Allied  Professions  and  Vocations 

Vincent  P.  Corso,  M.D.,  Miami,  Judicial  Council 

Philip  B.  Phillips,  M.D.,  Pensacola,  Legislation  and  Public  Agencies 

Vernon  B.  Astler,  M.D.,  Boynton  Beach,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

O.  William  Davenport,  M.D.,  Miami,  Scientific  Activities 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Special  Activities 

Edward  J.  Sullivan  Jr.,  M.D.,  Jacksonville,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  3-7,  1972,  Hollywood 
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When  disease  is  ruled  out 

and  psyehie  tension  is  implicated 

{ 

\&liuiri  (diazepam) 


UBRAPY 


DEC2  1197: 


OF 


2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stifl-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdraw'al  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
sahvation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  \ision.  Parado.xical  reactions  such 
as  acute  hyperexcited  states,  anxiet>',  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Indi\'idualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2Mt  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose”'  “ packages  of  1000. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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